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“ In adopting our title of the Journal of Mental SCPG, published by authority 
of the Medico-Psychological Association, we profess thatlBRARęultivate in our pages 
mental science of a particular kind, namely, such mental science as appertains to 
medical men who are engaged in the treatment of the insane. But it has been 
objected that the term mental science is inapplicable, and that the term mental 
physiology or mental pathology, or psychology, or psychiatry (a term much affected 
by our German brethren), would have been more correct and appropriate; and 
that, moreover, we do not deal in mental science, which is properly the sphere of 
the aspiring metaphysical intellect. If mental science is strictly synonymous with 
metaphysics, these objections are certainly valid; for although we do not eschew 
metaphysical discussion, the aim of this JOURNAL is certainly bent upon more 
attainable objects than the pursuit of those recondite inquiries which have occupied 
the most ambitious intellects from the time of Plato to the present, with so much 
labour and so little result. But while we admit that metaphysics may be called 
one department of mental science, we maintain that mental physiology and mental 
pathology are also mental science under a different aspect. While metaphysics 
may be called speculative mental science, mental physiology and pathology, with 
their vast range of inquiry into insanity, education, crime, and all things which tend 
to preserve mental health, or to produce mental disease, are not less questions of 
mental science in its practical, that is in its sociological point of view. If it were 
not unjust to high mathematics to compare it in any way with abstruse metaphysics, 
it would illustrate our meaning to say that our practical mental science would 
fairly bear the same relation to the mental science of the metaphysicians as applied 
mathematics bears to the pure science. In both instances the aim of the pure 
science is the attainment of abstract truth; its utility, however, frequently going 
no further than to serve as a gymnasium for the intellect. In both instances the 
mixed science aims at, and, to,a cersain-extert, attains immediate practical results 
of the greatest utility to the.welfarg of mankind ; we therefore maintain that our 
JOURNAL is not inaptly called the Journal of Mental Science, although the science 
may only attempt to deal witli sdciolqgical and, medical inquiries, relating either 
to the preservation of the health’of the mind of to the amelioration or cure of its 
diseases ; and although not soaring to the height of abstruse metaphysics, we only 
aim at such metaphysical knowledge as may be available to our purposes, as the 
mechanician uses the formularies of mathematics. This is our view of the kind of 
mental science which physicians engaged in the grave responsibility of caring for 
the mental health of their fellow-men may, in all modesty, pretend to cultivate ; 
and while we cannot doubt that all additions to our certain knowledge in the 
speculative department of the science will be great gain, the necessities of duty and 
of danger must ever compel us to pursue that knowledge which is to be obtained in 
the practical departments of science with the earnestness of real workmen. The 
captain of a ship would be none the worse for being well acquainted with the higher 
branches of astronomical science, but it is the practical part of that science as it 
is applicable to navigation which he is compelled to study.” —Sir J. C. Bucknill, 
M.D., F.R.S. (Journ. Ment. Sci., vol. vii, 1861, p. 137). 
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J. F. DIXON. ' M. J. NOLAN. 

R. EAGER. A. A. W. PETRIE 

J. R. GILMOUR. (Chairman). 
T. SAXTY GOOD. F. M. RODGERS. 

S. J. GRAHAM. R. PERCY SMITH. 

G. H. GRILLS. F. R. P. TAYLOR. 

D. K. HENDERSON. | W. REES THOMAS. 

R. FITZROY JARRETT. F. DOUGLAS TURNER. 
NEIL T. KERR. E. BARTON WHITE. 


W. J. T. KIMBER. 


Library Committee. 


A. HELEN A. BOYLE. J. E. NICOLE. 

E. MAPOTHER. | WILLIAM STARKEY. 

COLIN McDOWALL W. H. B. STODDART. 
(Secretary). J. R. WHITWELL 


W. McWILLIAM. | (Chairman). 


Research and Clinical Committee. 


ELECTED MEMBERS. 


Central Authorsitics.—Sır HUBERT BOND, HAMILTON MARR. 


County, Borough, and Registered Mental Hospitals. —D. K. HENDERSON, W. F. MENZIES, 
M. J. NOLAN, J. G. PORTER PHILLIPS. 

Private Mental Hospitals.—C. W. BOWER, J. N. GLAISTER, H. J. NORMAN. 

H.M. Prison Service.—W. NORWOOD EAST, M. HAMBLIN SMITH. 

Mental Deficiency Services.—W. A. POTTS. 


Teachers of Psychiatry —E. MAPOTHER, J. SHAW BOLTON. 
Neurology.—A. NINIAN BRUCE. 


Pathology.—E. GOODALL. 
Psychology.—W. H. B. STODDART. 
Editors of Journal.—D. McRAE, A. WALK. 


SECRETARIES OF SUB-COMMITTEES. 


Psychotherapy and Psycho-Pathology.— J. E. NICOLE. 
Infectious Diseases in Mental Hospitals. —M. J. MCGRATH. 


Pathology, Bacteriology and Bio-Chemistry.—K. K. DRURY, F. A. PICKWORTH. 
Clinical Psychiatry.—G. W. T. H. FLEMING. 
Study Tours and Post-Graduate Education.—A. E. EVANS. 


OTHER REPRESENTATIVES OF SUB-COMMITTEES. 


W. McCARTAN (Clinical), W. M. FORD-ROBERTSON (Pathology, etc.), M. E. FRANKLIN 
(Psycho-Pathology, etc.), H. G. L. HAYNES (Study Tours, etc.), W. D. NICOL (Clinical), 
G. DE M. RUDOLF (Infectious Diseases), A. G. SHERA (Infectious Diseases), B. H. SHAW 
(Pathology, etc.), D. N. HARDCASTLE (Psycho-Pathology), H. YELLOWLEES (Clinical), 
C. W. FORSYTH (Study Tours), P. K. MCCOWAN (Clinical). 


REPRESENTATIVES OF MENTAL DEFICIENCY COMMITTEE. 


R. J. A. BERRY, E. O. LEWIS, W. REES THOMAS, F. D. TURNER. 


Chairman.—F. L. GOLLA. Vice-Chairman.—A. A. W. PETRIE. 


Secretary.—P. K. McCOWAN. 
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SPECIAL COMMITTEES. 
Mental Deficiency Committee. 


W. R. ASHBY, R. J. BERRY, C. G. A. CHISLETT, G. F. COBB, W. H. COUPLAND, 
W. NORWOOD EAST, F. A. GILL, E. O. LEWIS (Secretary), T. LINDSAY, E. S. 
LITTELJOHN, P. K. McCOWAN, A. M. McCUTCHEON, W. F. MENZIES, J. E. 
MIDDLEMISS, L. R. PENROSE, W. A. POTTS, G. p—E M. RUDOLF, B. H. SHAW, 
E. B. SHERLOCK, H. F. STEPHENS, R. M. STEWART, W. REES THOMAS (Vice- 
Chairman), A. F. TREDGOLD, F. DOUGLAS TURNER (Chairman). 


Mental Nursing Advisory Committee to the General Nursing Councils. 


England and Wales.—H. DOVE CORMAC, W.G. MASEFIELD, GEORGE W. SMITH, F. R.P. 
TAYLOR, S. EDGAR MARTIN. 


Scotland.—W. M. BUCHANAN, R. D. HOTCHKISS, T. C. MACKENZIE, DOUGLAS McRAE, 
DONALD ROSS. 


Northern Ircland.—F. J. DEANE, DOROTHY GARDNER, N. B. GRAHAM, M. J. NOLAN, 
J. WATSON. 


Irish Free State.—S. BLAKE, J. O’CONOR DONELAN, L. GAVIN, R. R. LEEPER, J. C. 
MARTIN. 


Examiners for the Certificate in Psychological Medicine. 


EnGLanp.—W. F. MENZIES, B.Sc., M.D., C.M.Edin., F.R.C.P.Lond.; W. A. POTTS, M.A. 
Camb., M.D.Edin. & Birm. = M. R.C.S., L. R.C.P. Lond. 


ScorLAND.—D. K. HENDERSON, M.D., Ch.B.Edin., F.R.F.P.S. Glasg. ; ; ANGUS MacNIVEN, 
M.B., Ch.B.Glasg., M. R.C.P.Edin., D. P.M. 


IRELAND.—J. O’CONOR DONELAN, L.R.C.P.&S.Irel. ; M. J. NOLAN, L.R.C.P.&S.Irel. 


Examiners for the Nursing Certificates. 


MENTAL.—Preliminary: C. A. CRICHLOW, M.B.; M. J. McGRATH, M.B.; A. C. SINCLAIR, 
M.D., D.P.M.; J. F. W. LEECH, M.D.; DOROTHY GARDNER, M.B., B.Ch. 
Final: G. L. BRUNTON, M.D.; J.H. MACDONALD, M.B.; W.G. MASEFIELD, 
M.R.C.S.; P. MORAN, M.B.; J.S. I. SKOTTOWE. 


MENTAL DEFEcTIVES.—Final : H. F. STEPHENS, M.R.C.S.; D. J. FORBES, M.B.; C. B. 
MOLONEY. 

NURSE EXaAMINERS.—Miss C. M. MOORE, R.M.P.N.C., S.R. 
R.M.P.N.C., S.R.N.; Miss DELANEY, R.M.P.N.C. 
R.M.P.N.C., S.R.N.; Miss PIRIE, R.M.P.N. C., S. 


N.Eng.; Miss McGRIGOR, 
‚S.R.N.Irel.; Miss GUYATT, 
R.N. 


List of Examination Areas and Area Examination Secretaries for the 
Mental Nursing Certificate. 


SouUtH-EASTERN Division : (1) Northern Area (North of Thames), W. J. T. KIMBER; (2) 
Southern Area (South of Thames), A. A. W. PETRIE. 


SOUTH-WESTERN Division: (r) Bristol Area, E. BARTON WHITE; (2) Cardiff Area, 
N. MOULSON; (3) Exeter Area, D. McKINLEY REID; (4) Oxford Area, J. F. W. 
LEECH; (5) Salisbury Area, C. W. S. DAVIES-JONES. 


NORTHERN AND MIDLAND Division : (1) Nottingham Area, J. BAIN; (2) Manchester Area, 
H. DOVE CORMAC; (3) Leeds Area, C. W. EWING; (4) York Area, T. M. DAVIE; 
(5) Newcastle Area, H. G. DRAKE-BROCKMAN; (6) Birmingham Area, C. W. 
FORSYTH. 


ScottisH Division: (One Area) A. M. DRYDEN. 
Irısu Diviston (One Area): L. GAVIN. 
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Training Institutions for Nurses. 


[For recognition as Training Schools, Mental Institutions and Institutions for Mental 
Defectives must be visited and reported on favourably by a referee or referees appointed by 
the Training Sub-Committee or Registrar. ] 


FOR TRAINING MENTAL NURSES. 


(1) ENGLAND AND WALES. 

(i) All County, City, and Borough Mental Hospitals, including Tooting Bec Hospital. 

(ii) Criminal Asylum: Broadmoor. 

(iii) Registered Hospitals: St. Andrew’s (Northampton), Manchester Royal, Holloway 
Sanatorium, Bethlem Royal, The Retreat, Barnwood House, Bootham Park, 
Coton Hill, Wonford House, The Warneford, The Coppice, The Lawn (for 
Female Nurses only). 

(iv) Special Hospitals: Netley (D Block), Royal Naval Hospital (Yarmouth), Maudsley 
Hospital, St. George’s Retreat, Burgess Hill, Sussex (with the Hospital of St. 
John and St. Elizabeth, for Training in Medical and Surgical Nursing). 

(v) Private Mental Hospitals: The Old Manor, Camberwell House, Laverstock House, 
Peckham House, Brislington House, Ticehurst House, Northumberland House, 
The Priory, Middleton Hall, Bailbrook House, Brooke House (for Female 
Nurses only). : 

(vi) Municipal Hospitals: Erdington House (Birmingham), Smithdown Road 
(Liverpool). 

(2) ScoTLAND. 

(1) Royal Asylums and Hospitals : Aberdeen, Crichton (Dumfries), Dundee, Edinburgh, 
Glasgow (Gartnavel), Montrose, James Murray’s (Perth). 

(ii) All City and District Asylums and Mental Hospitals. 

(tii) Poor Law Asylum: Greenock. 

(iv) Poor Law Hospital: Stobhill Hospital (Glasgow). 

(v) Private Mental Hospital: New Saughton Hall (Polton). 


(3) IRELAND. 
(i) All County, City and District Asylums and Mental Hospitals. 
(i) Criminal Asylum : Dundrum. 
(iii) Chartered Hospitals: St. Patrick’s. 
(iv) Private Mental Hospital: Farnham House (for Female Nurses only). 


(4) CHANNEL ISLANDs. 
Jersey Mental Hospital. 


(5) FEDERATED MALAY STATES. 
Central Mental Hospital: Tanjong Rambutan, Perak. 


(6) INDIA. 
Ranchi Mental Hospital for Europeans, Kanke, Province of Bihar and Orissa. 


FOR TRAINING THOSE NURSING MENTAL DEFECTIVES. 
(1) ENGLAND. 

(i) State Institutions: Rampton, Moss Side. 

(ii) Certified Institutions: Botlev’s Park, Surrev; Brentry ; Calderstones; Clerks Croft, 
Surrey; Cell Barnes Colony, Herts; Coldeast Colony, near Southampton ; Coles- 
hill Hall; Farmfield ; Great Barr Park Colony ; Hortham, Bristol; Leybourne 
Grange Colony (for Female Nurses only); Monyhull Colony ; Pewsey Colony, 
Wilts (for Male Nurses only); Roval Albert Institution; Royal Earlswood ; 
Royal Eastern Counties; Sandhill Park (with ancillary premises); South 
Ockenden Colony, Essex; South Side, Streatham; The Manor; Middlesex 
Colony, Shenley ; Western Counties Institution ; Little Plumstead Hall Colony 
(with Heckingham ancillary premises), Norfolk ; Stretton Hall, Leicester (for 
Female Nurses); Brockhall, Blackburn. 

(iii) Approved Institutions: Darenth, Leavesden, Caterham, Fountain (for Female 
Nurses only). 

(iv) Certified Houses: Normansfield. 


(2) SCOTLAND. 


Baldovan; Gogarburn, Edinburgh; Royal Scottish National Institution, 
Stoneyetts. 
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Honorary Auditors. 
G. F. BARHAM, M.D. R. J. STILWELL. 


The Library and Secretary’s Office. 


11, CHANDOS STREET, Lonpon, W. 1. 
Telephone: Langham 1495. 


Secretary and Assistant Librartan.—Miss M. HIGGINS. 


Publications. 
From MEssrs. ADLARD & Son, LTD.: 


Year Book of the Association. Price 6d. Post free. 

The Charter and Bye-Laws of the Association. Price ı/-. Post free. 

Engraved Book-Plate of the Association. Price ı/-. Post free. 

Portrait of Dr. Samuel Hitch. Price ı/-. Post free. 

“ The Clinical Study of Mental Disorders.” Price 6/-. Post free. 

“ First Report on the Comparative Incidence of Cancer in Mental Hospital Patients and in the 
General Population of England.” Price 9d. Post free. 

“The State Registration of Mental Nurses.” Parts I and II. Price 6d. each. Post free. 

“An Account of a Tour of Dutch Mental Hospitals and Clinics.’ Price 1/-. Post free. 


From Messrs. J. & A. CHURCHILL: 


“The Journal of Mental Science.” Published Quarterly. Price 7/6. Postage extra. 

General Index of the Journal, vol. lv to lxviii (inclusive). Price 2/6. Post free. 

Binding Cases for the General Index, price 2/- (post free), are obtainable from Messrs. Adlard 
& Son, Ltd., who also undertake binding, including case, for 4/6. 

Catalogue of the Association’s Library. Price 2/-. Post free. 


From Messrs. BAILLIERE, TINDALL & Cox: 


‘* Handbook for Mental Nurses.” 7th edn. 1923. Price 6/- net. 
‘“ Manual for Mental Deficiency Nurses.” 1931. Price 6/- net. 


From the REGISTRAR, St. Andrew’s Hospital, Northampton : 
te ` 99 
Regulations a the Examinations for the Certificates of Proficiency in Mental Nursing 


“ Rules’ : Sy . 
and in Nursing Mental Defectives. Price 2d. each. Postage }d. 


“ Syllabuses ” 
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Honours Roli. 


Year. Gaskeli Medal and Prize. . Bronze Medal and Prize. 

1883 : — e J. Wiglesworth.* 

1884 é — 3 S. R. Macphail. 

1885 , — : T. D. Greenlees.* 

1886 3 — . — 

1887 : J. E. D. Mortimer. ‘ J. Wiglesworth. 

1888 3 = ; en 

1889 ; T. B. Hyslop. ; — 

1890 ; G. M. Robertson. ; J. C. Mackenzie. 
W. J. Smythe. 

1891 š — 6 — 

1892 R Nathan Raw. A G. M. Robertson. 

G. R. Wilson. 

1893 -. — ’ A. W. Campbell. 

1894 è — ‘ C. Beadles. 

1895 R G. W. F. Macnaughton. ; — 

1896 s W. R. Dawson. : J. Turner. 

1897 ; C. Hubert Bond. : — 

1898 : — g J. R. Lord. 

1899 . — ; F. G. Crookshank. 

1900 : Maurice Craig. 4 C. C. Easterbrook. 

1901 A W. H. B. Stoddart. ` = 

1902 : G. H. Grills. é — 

1903 . = ; s 

1904 . — : A. A. D. Townsend. 

1905 . — A — 

1906 n J. M. Rutherford. $ C. J. Shaw. 

1907 . — . — 

1908 R — r S. C. Howard. 

1909 k H. Devine. : C. F. F. McDowall. 

1910 : — R H. Morton. 

1911 ; J. G. P. Phillips. . G. H. Garnett. 

1912 : W. Boyd. . == 

1913 . W: R. Thomas. : D. McKinley Reid. 

1914 . = . J.C. Wootton. 

1915 . — 5 — 

1916 s — F — 

1917 A J. C. Woods. i — 

1918 : = , 2 

1919 P J. Walker. : R. Eager. 

1920 — ; — 

1921 . — : — 

1922 š — : W. S. Dawson. 

1923 . J. T. H. Madill. : = 

1924 : Mary Barkas. ` — 

1925 ‘ W. S. Dawson. ; — 

1926 . G. de M. Rudolf. š P. K. McCowan. 

1927 : Elizabeth Casson. ; — 

1928 3 F. R. Martin. R — 

1929 ; Alexander Walk. . a 

1930 . G. W. T. H. Fleming. ; Duncan Macmillan. 

1931 . — J. H. Ewen. 

1932 ‘ Muriel L. M. Northcote. W.R. Ashby. 

( Louis Minski. 
19 33 i ¢ Desmond Curran. i D:N: paratt 
1934 A William Biyth. H. C. Beccle. 


* Prize only. 


Medals and Prizes. 


The Gaskell Gold Medal and Prize. 


(Value not less than £30.) 


This Medal and Prize was established, at the Annual Meeting held on August 9, 
1886, in honour of Samuel Gaskell, Esq., F.R.C.S., at one time Medical Super- 
intendent of the County Asylum, Lancaster, and afterwards for 17 years a 
Commissioner in Lunacy. Upon his death on March 16, 1886, hts sister, Mrs. 
Holland, gave {1000 to the Association, and other members of the family contributed 
further sums amounting to £340. The interest of this sum is given annually as a 
prize to the candidate who most distinguishes himself in an Examination in the 
subjects hereunder mentioned. 


The examination must be held in England according to the terms of the Trust. 

(1) Candidates must produce evidence: (a) Of having attained the age of 23. (b) Of having 
been qualified Medical Officers in one or more mental hospitals or clinics in psychiatry in the 
United Kingdom or elsewhere in the British Empire for at least two years. (c) Of possessing the 
. Certificate in Psychological Medicine of this Association or a degree or diploma in Psychological 
Medicine of one of the Universities or Examining Boards having the power to grant medical 
qualifications registrable in the British Isles or elsewhere in the British Empire. 

(2) Candidates will be examinedin: (a) Psychology. (b) Anatomy, Histology and Physiology 
of the Nervous System, reproductive and endocrine glands; Pathology of the above, especially 


in relation to mental disorders. (c) The diagnosis, prognosis, treatment and legal relations of 


mental disorders. (d) Clinical cases. 


Jip : Fu 
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: The Bronze Medal and Prize. 


(Value Ten Guineas. ) 


The Bronze Medal and Prize was established at the Annual Meeting held on 
August 2, 1882, and 1s awarded to any assistant medical officer of a mental hospital 


(public or private) for the best dissertation on a clinical or pathological subject 
relating to mental disorders. 


The following is an abstract of the conditions: 


(1) The dissertation to be written in English. 

(2) Each dissertation to be distinguished by a motto or device, and accompanied by a sealed 
envelope containing the name and residence of the author, and having on the outside a motto 
or device corresponding with that on the dissertation. 

(3) The dissertation shall not exceed 10,000 words in length. 

(4) The dissertation and every accompanying drawing and preparation will become the 
property of the Association, to be published in the Journal at the discretion of the Editors. 

(5) The dissertations not approved, with their accompanying drawings and preparations, 
will, upon application within one year, be returned, together with the sealed envelopes unopened ; 
if not claimed within one vear they will become the property of the Association. 

(6) The dissertations for the year must be delivered to the Registrar before April 30. 

(7) No prize will be awarded if none of the dissertations is of sufficient merit. 
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Divisional Prizes for Assistant Medical Officers. 
(Two Prizes of Lro and £5 respectively.) 


The proposal to award Divisional Prizes under the conditions set out below emanated from the 
Irish Division and was adopted at the Annual Mecting held on July 13, 1911. 


(1) Two prizes of £10 and £5 respectively will be awarded annually by the Association (pro- 
vided sufficient merit be shown) for the best paper read during the preceding calendar year at a 
Divisional Meeting by an Assistant Medical Officer or Assistant Physician in a Psychiatric or 
Neurological Institution or Service. (See also Regulation No. 7.) 


(2) Competitors must be members of the Association. 


(3) Only one paper by a competitor can be entered during any competitive year. The same 
applies to a paper entered by more than one author.® 


(4) Only papers certified by the Secretary of the Division (in the absence of the Secretary, 
the Chairman of the Meeting) to have been read at a meeting of the Division and to be eligible 
for this competition can be entered. Divisional Secretaries are to withhold their certificates in 
cases where there has occurred material alterations or additions. 


(5) Papers certified as eligible for the competition shall be forwarded to the Registrar not later 
than April 30 of the following year. They shall be submitted to the Examiners for the Certificate 
in Psychological Medicine for report and then adjudicated on by the President. Publication 
shall not invalidate a paper for adjudication.t 


(6) The results shall be announced, and the prizes awarded, if any, by the President at the 
Annual Meeting in the year following the competitive year. 


(7) Papers by more than one author can be entered and any prize awarded be divided among 
the authors. 


(8) If in any competitive year one or two papers only are submitted for competition the 
Council may withhold either or both prizes; or it may, after considering the report of the 
Adjudicator, and if in its opinion the paper or papers are of outstanding merit, award a first 
or second or both prizes, at its discretion. 


The Certificate in Psychoiogical Medicine. 


This Certificate was founded at the Annual Meeting held on August 4, 1885, and the first 
examinations were held in 1886. 


Candidates must be at least twenty-one years of age, and must produce a certificate of having 
at least three months’ clinical experience of mental disorders, or of having attended a course of 
lectures on insanity and the practice of a mental hospital (where there is clinical teaching) for a 
like period, or they shall give such proof of experience in mental disorders as shall, in the opinion 
of the President, be sufficient. 


The examination is held yearly, and isin three parts: (r) Written. (2) Oral. (3) Practical. 
Candidates must be registered under the Medical Act (1858) before the certificate is bestowed. 


The fee for the examination is £3 3s., and intending candidates should communicate with the 
Registrar, who will supply date and place of examination. 


Candidates failing in the examination may present themselves at the next or subsequent 
examinations on payment of a fee of {1 Is. ; 


* This means that the joint authors (though separately eligible) cannot enter another paper in the competitive 
year, 
_ t The original MS., certified in accordance with Regulation No. 4, is to be submitted. Only under exceptional 
cicumstances can a certified reprint of a published paper be accepted, but a reprint, where possible, should 
accompany the certified original MS, 
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The insignia of the Nursing Certificate. 


The Certificate of Proficiency in Mental Nursing was founded at the Annual 
Mecting held on Fuly 24, 1890. 


The Nursing Medal. 


The Nursing Badge. 


The Nursing Badge was founded at the Annual Meeting held on 
July 11, 1928. 
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Honorary Certificate in Mental Nursing. 


1928. H.R.H. THe Princess RoyaL. 


The Campbell Clark. Gold Medai and Prize. 


This Prize was instituted in 1933 in memory of the late Dr. Campbell Clark, 
and is awarded in May and November of cach year to the candidate, whether male 
or female, who obtains the highest number of marks at the Examination for the 
Certificate of Proficiency in Mental Nursing. It is provided that only candidates 
who have completed the whole of their training in one institution are cligible. The 
value of the prize is Three Guineas, together with the Medal. 


Winners of the Campbell Clark Medal. 


1933, May. Arthur Barnett Hindson, Cambridge Mental Hospital. 
», Nov. Florence Barber, Maudsley Hospital. 

1934, May. Cissie Morris, Bexley Mental Hospital. 
,, Nov. John Humphries, Belfast Mental Hospital. 


TST arp. AP, En "| a | Le  —— > Ee, — 


— On, a Ee _ 0 


1841. 
1842. 
1843. 
1844. 
1847. 
1848. 
1851. 
1852. 


1854. 
1855. 
1856. 
1857. 
1858. 
18509. 
1560. 
1861. 
1862. 
186 3. 
1864. 
1865. 
1866. 
1867. 
18068. 
1869. 
1870. 
1871. 
1872. 
1873. 
1874. 
1875. 
1876. 
1877. 
1878. 
1879. 
1880. 
1881. 
1882. 
188 3. 
1884. 
1885. 
1856. 
1887. 
1888. 
1889. 
1890. 
1891. 
1892. 
1893. 
1894. 
1895. 
1896. 
1897. 
1898. 
1899. 
1900. 
1901. 
1902. 
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List of Chairmen. 


Dr. Blake, Nottingham General Asylum. 
Dr. de Vitré, Lancaster Asylum. 

Dr. Conolly, Hanwell Asylum. 

Dr. Thurnam, The Retreat. 

Dr. Wintle, Warneford House. 

William Ley, M.R.C.S., Littlemore Asylum. 
Dr. Conolly, Hanwell Asylum. 

Dr. Wintle, Warneford House. 


List of Presidents. 


A. J. Sutherland, M.D., St. Luke’s Hospital, London. 

J. Thurnam, M.D., Wilts County Asylum. 

J. Hitchman, M.D., Derby County Asylum. 

Forbes Winslow, M.D., Sussex House, Hammersmith. 

John Conolly, M.D., Hanwell Asylum. 

Sir Charles Hastings, D.C.L., Worcester. 

J. C. Bucknill, M.D., Devon County Asylum. 

Joseph Lalor, M.D., Richmond Asylum, Dublin. 

John Kirkman, M.D., Suffolk County Asylum. 

David Skae, M.D., Royal Asylum, Edinburgh. 

Henry Munro, M.D., Brook House. 

Wm. Wood, M.D., Kensington House. 

W. A. F. Browne, M.D., Commissioner in Lunacy for Scotland. 
C. A. Lockhart Robertson, M.D., Haywards Heath Asylum. 
W. H. O. Sankey, M.D., Sandywell Park, Cheltenham. 

T. Laycock, M.D., Edinburgh. 

Robert Boyd, M.D., Wells Asylum. 

Henry Maudsley, M.D., The Lawn, Hanwell. 

Sir James Coxe, M.D., Commissioner in Lunacy for Scotland. 
Harrington Tuke, M.D., Chiswick House. 

T. L. Rogers, M.D., Rainhill Asylum. 

J. F. Duncan, M.D., Dublin. 

W. H. Parsey, M.D., Warwick County Asylum. 

G. Fielding Blandford, M.D., London. 

Sir J. Crichton-Browne, M.D., Lord Chancellor’s Visitor in Lunacy. 
J. A. Lush, M.D., Fisherton House. 

G. W. Mould, M.R.C.S., Royal Asylum, Cheadle. 

D. Hack Tuke, M.D., London. 

Sir W. T. Gairdner, M.D., Glasgow. 

W. Orange, M.D., State Criminal Lunatic Asylum, Broadmoor. 
Henry Rayner, M.D., Hanwell Asylum. 

J. A. Eames, M.D., District Asylum, Cork. 

Sir Geo. H. Savage, M.D., Bethlem Royal Hospital. 

Sir Fred. Needham, M.D., Barnwood House. 

Sir T. S. Clouston, M.D., Royal Asylum, Edinburgh. 

H. Hayes Newington, F.R.C.P., Ticehurst House. 

David Yellowlees, M.D., Royal Asylum, Glasgow. 

E. B. Whitcombe, M.R.C.S., City Asylum, Birmingham. 
Robert Baker, M.D., The Retreat. 

J. Murray Lindsay, M.D., Derby County Asylum. 

Conolly Norman, F.R.C.P.I., Richinond Asylum, Dublin. 
David Nicolson, C.B., M.D., State Criminal Lunatic Asylum, Broadmoor. 
William Julius Mickle, M.D., Grove Hall. 

Thomas W. McDowall, M.D., Northumberland Asylum. 

A. R. Urquhart, M.D., James Murray’s Royal Asylum, Perth. 
J. B. Spence, O.B.E., M.D., Burntwood Asylum, Lichfield. 
Fletcher Beach, M.B., London. 

Oscar T. Woods, M.D., District Asylum, Cork. 

J. Wiglesworth, M.D., Rainhill Asylum. 
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1903. Ernest W. White, C.B.E., M.B., City of London Asylum, Stone. 

1904. R. Percy Smith, M.D., London. 

1905. T. Outterson Wood, M.D., London. 

1906. Sir Robert Armstrong-Jones, C.B.E., M.D., Claybury Asylum. 

1907. P. W. MacDonald, M.D., Dorchester County Asylum. 

1908. Chas. A. Mercier, M.D., Flower House. 

1909. W. Bevan-Lewis, M.Sc., West Riding Asylum, Wakefield. 
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Park, London, N.W. 1. 
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sity of Vienna; 1, Landesgerichtstr. 18, Vienna. 
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F.R.C.P., Physician Extraordinary to H.M. the King; “ Martins’, Scotlands 
Lane, Haslemere, Surrey. 
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Charpentier, René, M.D., Secrétaire Général de la Société Medico-Psychologique de 
Paris; 119, rue Perrouet, Neuilly s/Scine (Seine), France. 
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Part I.—Original Articles. 


A STUDY OF THE CHANGES IN FUNCTION FOUND IN 
SCHIZOPHRENIC THOUGHT DISORDER. 


‘By KoNRAD ZUCKER, M.D.Göttingen, 


Late Commonwealth Research Fellow, Maudsley Hospital; and 


W. H. DE B. HUBERT, M.R.C.S., L.R.C.P. 
Assistant Medical Officer, Maudsley Hospital. 


INTRODUCTION. 


IN this paper a series of twenty-six cases of schizophrenia are analysed. 
This study has been confined very largely to a consideration of their feelings of 
unreality, hallucinations and disorders of imagery, as it was found that the 
particular method used was most applicable to these features of the total 
symptomatology. Such a selection from the whole range of schizophrenic 
activity might appear arbitrary since there is, of course, an essential unity in 
all psychic happenings, as, amongst others, Mignard (1), Berze (2) and Kronfeld 
(3) have pointed out. Nevertheless, Mignard himself says that affect, will, 
knowledge and memory are involved in every single psychic act. C. Schneider 
(4) also has demonstrated that schizophrenic characteristics show the same 
easily recognizable form in all their deviations from the normal psyche. 

Our procedure aims at bringing the problem of schizophrenia, so far as is 
possible, into relation with the conceptions which have resulted from the 
experiments of Beringer and Ruffin (5) in the analysis of function. This 
particular functional point of view was introduced by Goldstein (6) in his 
investigation of figure-background relations, and was further elaborated by 
one of us in a previous work (7). This method has the advantage of making it 
possible to include in a general scheme not only phenomena always considered 
from the psychological, but, also, those usually treated from a somatic point 
of view. It may be as well to summarize briefly the conceptions used. 

‘“‘ Intentionality ’’ may be regarded, following Kronfeld (3), as the whole 
of the psychic potentiality for action. It cannot itself be brought within any 
scheme of functional analysis. As soon as intentionality becomes active in 
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may regard this activity from either a psychological or biological standpoint, 
but so far as formal relationship is concerned both may be regarded as identical. 
As soon as intentionality shows “ activity ”, one may refer to this as the 
manifestation of “tendency’’. This “ tendency ’’ may be regarded as a 
function in that it is quite independent of any psychological or physiological 
content. It may be said that the “ aim ” of the tendency is a construction 
of a certain “ figure ’’, or, rather, the definition of a figure from the background. 
The particular “ shape ” of this figure will be determined by the particular 
kind of tendency, its content will be the “ material ’’ which is selected by the 
material from the background. This latent material may be regarded as a 
storehouse of previous sensory impressions, motor patterns and more general 
experiences. The particular selection made by any given tendency from this 
will be transformed into the formal content of a special performance. Of 
course it does not follow that this material when latent is chaotic; it must 
have a particular form dependent on previous experience. When a tendency 
is re-directed upon this material the previously formed complexes will be 
transformed into new shapes, and entirely new complexes may be created. 

Functional analysis has “ tendency ” as its subject, and is concerned with 
the particular deviations this shows from the normal tendency. 

Our method of investigation will now be described. 


THE METHOD. 


It was at first proposed to study the formal characteristics of schizophrenic 
performance in general, but such an attempt would probably be too difficult, 
for the stream of spontaneous thought of the schizophrenic is so many sided 
and capable of so many interpretations. Certain quasi-experimental condi- 
tions were imposed—the patient being given certain set tasks to perform 
which involved auditory and other imagery. The advantages of the method 
may be tabulated as follows: 

(1) The capability of the patient to follow our directions could easily be 
determined, the normal range of performance being roughly known. 

(2) The point at which the patient departed from this range could be 
shown and the degree and manner of deviation demonstrated. 

(3) Patients when they reach the threshold of their capability of performance 
for any particular task could compare the difficulties they experienced and 
the deviations they showed with their abnormal experience occurring spon- 
taneously. They could thus describe to some extent the difference between 
their own imagery and their hallucinations. 

(4) The method allowed, to an extent unobtainable by ordinary questioning, 
the experimenter to grasp the essence of the patient’s abnormal experience. 

(5) It was possible to find in the spontaneous stream of thought of patients 
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features which had been demonstrated in the more limited experimental 
field. 


SELECTION OF CASES. 


Twenty-six cases of indubitable schizophrenia were selected. Most were 
well preserved and could follow the questions easily, often with considerable 
interest, while communication by means of language was still possible in all. 
Before selecting a case a preliminary test was made to ensure that the patient 
was of a type habitually capable of vivid imagery, or at any rate was not 
definitely limited in that direction. It must be pointed out that after a certain 
amount of experience little difficulty was found in distinguishing between 
a lack of clearness in the patient’s experience during imagery experiments— 
that is, a real inability to experience vivid imagery at all—and those 
alterations in the form and course of imagery which were the particular subjects 


of the investigations. 
To gain some idea of the material used, the following list of cases is given, 


arranged in five groups, which depend upon their degree of preservation at 
the time of the experiment—not upon either their previous history or their 
later development : 


GROUP I. 


Case 1: Æt. 22. Married. Gradual onset, with compulsive impulses, 4 years 
ago. Later, auditory hallucinations and, suddenly, the feeling of being altered. 
At the present time approaching recovery. Well-preserved in personality and 
affect. 

CasE 2: Æt. 23. Single. Acute onset 3 months ago with the constant, 
distressing feeling of being altered. Occasionally auditory hallucinations and 
compulsive impulses. At present stationary, with a well-preserved personality. 
Highly intelligent, with a good insight into her illness. 

CASE 3: Æt. 60. Married. Six years ago, onset with auditory hallucinations, 
strange thoughts and thought disorder. Some compulsive features. Now stationary. 
Well-preserved personality and good insight. 

CasE 4: At. 42. Single. Always seclusive. Gradual onset six or seven. 
years ago with thoughts spoken aloud. Auditory hallucinations, a few delusional 
beliefs, but well-preserved personality. | 

Case 5: Æt. 32. Single. Onset ten years ago with depersonalization, auditory 
hallucinations and strange thoughts. Now stationary, but with considerable 
limitation of aftect. 

Case 6: Æt. 21. Single. The third attack of schizophrenia; always, pre- 
viously, with good remission. During the last attack, florid signs for two months— 
auditory hallucinations, many delusional ideas; at times in stupor. Later, 
improvement, but lamed affect. Shy, good insight, and talking well about herself. 


GrovupP 11. 


Case 7: Æt. 26. Single. Onset, sudden, one year ago with rapidly increasing 
signs—passivity feelings, visual sense deceptions, auditory hallucinations, foreign 
thoughts, and periods of excitement. At present, good remission in speech and 
atiectivity, but with some residual delusional ideas. 

Case 8: Æt. 29. Single. Onset 2 to 3 years ago with abusing voices, bodily 


4 CHANGES IN SCHIZOPHRENIC THOUGHT DISORDER, [Jan., 


influences and delusional ideas, but able to keep herself as housemaid. In speech 
very well, but affect limited, and with no insight. 

CasE 9: Æt. 28. Single. Always quiet and aloof. Onset 2 years ago; since, 
stationary. Hearing of voices and seeing of “ figures ’’ the main features, but 
some delusional ideas ın addition. Intelligent ; well-preserved personality. 

CASE 10: Ft. 28. Single. Onset 6 months ago with hypochrondiacal features, 
otherwise well-preserved. Later, rapid increase of delusional ideas, feelings of 
significance and, finally, catatonic stupor. At time of investigation, condition was 
rapidly developing. 

CASE I1: Æt. 26. Single. Low-grade intelligence. Onset 7 months ago with 
“talking to himself”. Later, auditory hallucinations and deprivation of thought. 
Now stationary. Fairly well in speech and affect. 

CasE 12: Æt. 31. Married. Onset 6 months ago with the feeling of being 
altered and hypochondriacal delusions. No sense deceptions. Affectively, very 
dull and inadequate. In talk, well-preserved. 

CASE 13: Æt. 50. Married. Always‘ nervous ”. One year ago acute attack 
with excitement, voices and thought disorder. At present, good remission but 
apprehensive and manneristic. Talks well. 

"Case 14: Æt. 51. Married. Onset 20 years ago; never in hospital, and now 
stationary. Paranoid delusions of paranoiac kind. Auditory hallucinations, 
thought disorder, passivity feelings. Now manneristic, but well-preserved and 
intelligent. 


GROUP III. 


CasE 15: Æt. 25. Single. Always aloof. Sudden onset 2 years ago with 
auditory hallucinations and paranoid delusions. At present, sometimes has hallu- 
cinations, is manneristic, affectively indifferent, speaks little, and is occasionally 
difficult to understand. 

Case 16: Ast. 16. Single. Gradual onset 2 years ago. Affect stiff; sullen 
and indifferent. Frequent grimacing. No signs except auditory hallucinations, 
for a brief period. 

CASE 17: Æt. 24. Single. Gradually developing over 4 years. Never in 
hospital. Foreign thoughts, blocking, deprivation, auditory hallucinations, 
passivity feelings, some delusional development. Gross grimacing with pronounced 
stretching, writhing moments which appeared related to his thought disorder. 
Apart from this, easy to get into touch with. Affectively, indifferent. 

CASE 18: Æt. 28. Single. Sudden onset 6 months ago. Sometimes rapid 
changes of atfect—excited and incoherent, or well in touch. Formerly an artist, 
highly intelligent. At present, auditory hallucinations, passivity feelings, thought 
disorder, manneristic. 

Case 19: Æt. 32. Married. Formerly of intact personality. Onset 8 months 
ago. At present, deteriorating rapidly. At times stuporose and mute; at others, 
delusions of reference, auditory hallucinations, feelings of significance, affectively 
sullen, with occasional smiling for no reason. 


Group IV. 


CASE 20: Æt. 23. Single. Onset 3 years ago with strange feelings and delu- 
sional interpretations. At present puzzled and bewildered. Usually incoherent 
and difficult to get in touch with. 

CASE 21: Æt. 24. Single. Sudden onset 5 months ago with excitement and 
delusions of persecution ; then, for 34 months stuporose. At present difhcult to 
get in touch with; very incoherent. (Later showed a good remission.) 


GROUP V. 


In this group are five patients who have, at the present time, certain 
features in common, though differing very much in their onset, development 
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and prognosis. They showed no florid signs and no thought disorder, but 
were affectively dulled and limited. 


RESULTS. 
I. The Formal Aspect of Disorders of Imagery. 


Findings will be described under the heading of the groups, although it 
will occasionally be necessary to speak more generally for the sake of clearness. 

In schizophrenic imagery features are often found which are common also 
to normal imagery. Nevertheless, the two can be distinguished by the fact 
that such features would be temporary in the normal and permanent in the 
schizophrenic. Secondly, in schizophrenia, they show a close relationship to 
the formal schizophrenic disorder as manifested in the spontaneous stream of 
thought, and thirdly by the quality of the experience to the patient. 

Patients were given particulars, to start with, of tasks resembling those set 
in the experiments. They were then asked to picture single objects—an 
apple, a horse, and so on; later more general geometrical figures; finally a 
short sequence of events of a dramatic kind, familiar to them in everyday life. 
They were then asked to imagine as vividly as possible various sounds—a 
gunshot or a familiar voice. They were also given tasks which involved 
tactile imagery. The special requirements of some cases led to further tests 
which will be referred to later. 

Going over the results, it is striking how, apart from Group V which must 
be considered separately, no patient shows one abnormal feature, all show 
several. Furthermore no patient constantly shows the same deviation; ın 
all there 1s a constant change, first one feature then another becoming 
prominent. 


GROUP I. 
In the first group the following features are found: When told to picture, 
sometimes nothing would appear; the desired picture might only appear 


after a delay sometimes as long as twelve seconds. It often happened that 
the picture disappeared almost immediately after it came. 


Example 1.—Case 7 could always signal, by a movement of her hand, the 
moment of appearance and disappearance of the picture. It was found that the 
object would appear to her after a delav of from 3 to 6 seconds, would last I to 
3 seconds, then after 4 to 6 seconds, would appear again, and disappear after 1 to 
3 seconds, and so on. [Four weeks later, during a very good remission, this 
phenomenon was no longer found. ] 


It is the sudden disappearance of the object that characterizes this ‘group. 
This feature was not alway present and tended to be much less evident with 
the more complicated tasks of imagery. If the object reappeared after such 
a disappearance—without any further order—the patient described the 
interval in various ways, most often by saying there was a “ blank ”. 
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Very frequently the patient described changes in the picture, saying that 
it fluctuated in intensity or that it seemed to “ threaten ’’ to disappear. One 
might, perhaps, regard this as an early state of a complete stop in imagery, 
particularly as the same patient frequently showed both phenomena. 

Often a patient would get a picture that differed from the one given. 


Example 2.—Case 3, when told to picture a dog, saw one with a giraffe’s head. 
A triangle appeared bounded by curved lines. Case 2, instead of a travelling 
trunk, saw a plum pudding, and so on. 


_It is remarkable that even in this group in which clinically there are few 
schizophrenic features one comes across the fact that the object, at first well 
pictured, alters rapidly and is often changed for other pictures which appear 
in its place. 


Example 3.—Case 2 was told to picture a wrist watch. ‘I saw it clearly, but 
only for a short time, then it became a wedding, and I saw the bride and bridegroom. 
(“A brush.”)* “I saw it but it changed to a basket, and then the brush came 
again, and it became a white brush, and then it changed to a flower.” 

Example 4.—Case 5 was told to picture an apple. “I saw only a dish 
with apples on it, and it was difficult to keep.” Then, after 12 seconds, “ No, I 
had it at first, but then I could get it no longer in my visual field. I always had 
to imagine my radio set.” (‘‘ Where is your radio set ?’’) ‘‘ Beside the dish of 
fruit on the sideboard at home.” 


Frequently the patient will succeed on the first trial while later success 
becomes difficult or impossible. 


Example 5.—Case 5. (‘‘Atriangle.’’) “ Clear at first, then not.” (‘‘Again.’’) 
“Only very hazy.” (‘‘Again.’’) “ Only a red mist. Nothing else.” (‘‘ The letter 
B.’) “Not clear, but I got it.” (“Z”) “Yes, clearer.” (“B.’) “No, 
impossible.” (“ Z.”) “ Not clear.” (“ K.”) "At first clear, but I couldn’t 
keep it.” (“ K.”) “ Indistinct, not clear.” (“ K.”)“ Not at all, only red fog.” 
(“B.’) “ Only red fog.” i 


In those experiments in which the patient has to picture short scenes, 
previously described to him, fresh features appear. Sounds occupy the 
picture without any direction to that effect, and the patient spontaneously 
remarks upon them. Again, the story may fade out, or—more frequently— 
alter from the given sequence, apparently against the will of the patient. 
When this happens, it 1s the rule that these alterations in the pictured story 
are Clearly related to the theme given. They remain within the “ sphere ” 
of the task set. 


Example 6.—Case 3 said: “ A he comes out of the house, signals a bus, 
gets in, travels beside the Park, gets off and enters the house.” So far he conforms 
to the outline of the given story. Then “ something not very pleasant happens 
now. I saw Park Lane and Marble Arch. A man stepped out of a car, entered 
a house and brought out a woman in a long dress and said to her, ‘ It’s time to 
come home’; they were quarrelling.” 


* Brackets ( ) in Examples indicate the directions of the investigators. 
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Acoustic imagery corresponds to visual imagery ; the same patient varies 
very much in the success he makes of the task. Very frequently, visual 
images of great vividness occur spontaneously and at the same time. 


Example 7.—Case 2 shows an interesting feature. She is unable to call up 
voices of those she has heard after the onset of her illness. The voices of her 
relatives whom she has seen since that time, and her own voice, cannot be called 
up in imagery. 


As to tactile imagery, Case 1 need only be mentioned. 


Example 8.—Case 1 was at first unable to picture any tactile stimulus. After 
actually being touched, imagery became so vivid that she grew excited and jumpy 
and insisted on opening hereyes. This unpleasantly overwhelming type of imagery 
was only found again in Case 3 in relation to imagined voices. This patient, as 
will be mentioned later, belonged to a group of schizophrenics who can make clear 
statements about their auditory hallucinations, but who are not always able to 
distinguish between them and strange thoughts. 


Group II. 


In this group, as the psychotic features become more pronounced, so does 
their imagery show more profound disturbances as compared with the first 
group. The features shown by Group I are present certainly in Groups II 
and III; in Group IV, although they are not complained of or easily made 
out, vet one cannot say that they are necessarily absent. 

An additional feature found in this group is a complete inability to picture 
in the ordinary way, or to keep the picture unaltered, even for a few seconds. 

Sometimes one finds in this group a tendency to have two or more pictures 
in the “ mind’s eye’’ at the same time. The most striking example of this 
is Case Q. 

Example 9.—Case 9 was told to imagine the following series of pictures, 6 to 
7 seconds’ interval being given: a car, a church, ink-bottle, umbrella, waterfall, 
pyramid, lion, tennis racket. She said: “ For each object I saw two pictures ; 
the one appeared at once of its own accord, the other I did myself. At first the 
former was clear and the second hazy ; towards the end, the former was hazy and 
the second clear.” (‘ Was it always like that ? The pyramid, for instance ? ’’) 


‘* IT did not see the pyramid, but when you mentioned the lion I saw a sphinx, 
and then I only saw one racket, and that was by my own effort.” 


Sometimes there are multiple pictures, the patient being unable to say 
whether they appear successively or simultaneously. 


Example 10.—Case 12. (‘ Picture your father.’’) After 3 seconds’ interval : 
J saw him but in several positions.” (“ How ?”’) “ In the garden, at the dinner 
table, home from work, sitting in an armchair.” (“All at once?’’) “ I can’t say 
exactly. Probably.” 


“4 


It ıs, above all else, distinctive of this group that deviations do not quite 
leave the “ sphere ” of the set task; i.e., there is some connection between 
the two, in meaning, which one can easily follow. Thus, if a picture changes 
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it changes to something fairly closely related, whilst if a wrong picture appeared 
that too would show some sort of connection. 


Example 11.—Case 13 was told to picture a turning wheel ; after 10 seconds she 


said: “ I saw a sewing-machine and then my daughter sewing.” (“ Was there a 
wheel to the machine ?’’) “ Not clearly.” 

Case 11 was asked to picture a red apple; after 6 seconds: “ Not an apple 
but a parrot, and that was red.” (“A cow.”) “A lion witha curly tail.” (“ Your 


mother.’’) “ Some shops where she buys things.” (“A tobacco pipe.’”’) “ Only 
a water-pipe, fora moment. I knew what I had to do, but it wouldn’t come.” 


The last example shows a deviation through a purely verbal connection, a 
happening referred to by Kleist and to which we shall return later. 

Some patients complained that the slightest external noise troubled them 
and changed their train of thought. 

In the tasks involving the picturing of scenes, elaborations are very 
striking ; sometimes this also occurs in auditory imagery, both of sounds and 
voices. Departure from the original story is often very marked. Cases Io 
and 13 show a similarity in that they could only imagine scenes when brought 
in close relation to their own ego. Case 10 had to imagine each action per- 
formed by himself ; Case 13 had to change the situation to one he had himself 
experienced. 


Example ı2.—Case 10 was told to picture a bird sitting in a tree; a cat comes 
through the garden, looks up at the bird and starts to climb the tree. ‘‘ I saw the 
bird and the tree and I also saw the cat, but when the cat moved I mvself had to 
make the movements.” (“ Did you become the cat in your imagination ?”’) “I 
seemed to lose the distance between the cat and myself. I became the cat to a 
certain extent.” (“ Did you have a tail? ”) “ No, I was a man, but I made the 
movements of a cat. I can’t explain the moment I became a cat. In any case 
the cat was no longer there.” (' Picture a girl throwing a ball in the air and 
catching it again.’’) “ I saw the girl, but when she had to throw the ball I became 
the girl myself and threw the ball. I realized it was wrong and tried to call up the 
picture again. I could do it, but as soon as she came to throw up the ball, I took 
the part again.’ 


In this group the scenes are interrupted, different pictures arise, connected, 
but not exactly corresponding to the sequence of the story, although the 
deviation is always easy to follow. 


Example 13.—Case 12, on being asked to picture a story told to him, connected 
with a dog, said: “I had difficulty in picturing the dog in front of the kennel as vou 
told me; then I got it all right. Then another picture arose. A huntsman going 
over a hedge with a pack of hounds. Then a new picture came, a dog running 
after a carriage.” 

Example 14.—When told to picture a scene involving a man getting on a bus, 
said: ‘‘ I repeated the story to myself, but I couldn't think and picture at the 
same time. I saw three or four different parts of London. I couldn’t picture 
the man and the bus in any particular spot ; they went from one place to another.” 


This may be compared with the description given by Case 8. 


Example 15.—Case 8 said: “ While you tell me the story I can see it in my 
mind clearly, but when I try later on to try on my own, then I can’t do it. Too 
many versions come into my mind at once and I can’t do it.” 
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Case 12, a professional draughtsman, put it well. 


Example 16.—Case 12: ‘It is two different things to see something and to 
know it, and to see something so you can draw it.” 


Of course this particular contrast is nothing new; normals experience 
such a difference but without the emphasis felt by schizophrenics. This 
particular emphasis is shown well in the following example. 


Example 17.—Case 14, on being told to picture a certain scene, said: “ I know, 
I know, I know—now I see it—oh, now it’s stopped—I know, I know, I know it. 
Now it’s there again—ah, no, there are different pictures but I know what should 
be there.” 


As far as acoustic imagery was concerned they showed only slight alterations 
and little more than that demonstrated in the previous group. 


Example 18.—Case 13, on being told to picture various sounds, said: “ There 
is knowtng but no picturing.” 

Example 19.—Case 9, in addition to very definite auditory hallucinations, heard 
peculiar voices, connected with visions she saw in the air, which she described as 
“figures”. She said: “ The figures don’t speak, but there are metallic voices, 
difterent from ordinary human ones, connected with them.” She was unable to 
imagine either voices or sounds, she could only remember them. When she 
attempted to do so “ tinny ” voices came and “ carried away ” the voices to the 
figures in the air. 

This case will be referred to again later. 


GrouP ITI. 


There is no need to discuss the details of visual and acoustic imagery here, 
as they resemble those described above. In addition, one finds in this group 
—serving in part to characterize it—the frequent appearance of experiences 
from several sensory territories at once. 

Example 20.—Case 18 smelt cordite when told to call up the report of a gun. 

Example 21.—Case 15 saw dark figures arising in her mind while she was 
imagining the noise of a waterfall. 

We see also that the pictures which come instead of, or with, those asked 
for often appear to have no connection with them, although later one may 
tind that some detail has formed the link. The following examples show that 
these links may be of different kinds, even in the same case. 

Example 22.—Case 18, on being asked to picture a red apple, said : “ I saw one. 
It was lying on an old Roman cottin of white stone; then it changed. As it lay 


on the cottin it was rotten ; without the coffin it was a fresh one.” 
Example 23. The same patient (Case 18) was asked to picture an apple, and 


at the same time a running spring. He said: * That is difficult because it is 
autumn.” (“ Why? ”) ‘Apples are not in spring. It is not in the nature of 
things.” 

Example 24.—Case 19 told to picture an apple: “ It’s not easy, I see a red and 
a white one.” (“ Try and picture one only.”) “ No, it must be a pear.” The 


verbal connection is here clear. 
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Example 25.—The same patient, Case 19, supplies a more complicated example. 
On being asked to picture a circle the patient sald: “f It looks like a winding stair. 
No, it sleeps. It must be a railway track.” One can suspect here the verbal links 
involving perhaps: circular stairs, the underground, inner circle, railway sleepers, 
and so forth. 


A transition can be seen between this and the next group, as the connection 
between the fresh pictures that appear and those that were asked for are only 
in part realized by the patient: Also, they only notice their unusual and 
often bizarre experiences after their attention has been drawn to it by ques- 
tioning. 

Neither spontaneous statements nor answers to question revealed the 
presence, in this group, of foreign thoughts or blocking. Thus the failing 
and stopping or deviation of imagery is all the more important as they actually 
appear to be the same, not only in principle but also in actuality. This 
group differs from the previous one in that, when gaps in imagery occur, they 
do not remain blanks, but become filled with related material which may even 
take the place of the original train of thought. In other words, when a gap 
occurs it is filled with material which, as the cases get more advanced, departs 
more and more from that which was originally intended, while at the same 
time the patient feels less and less that this new material is unwanted or 
“wrong ”’ 

The following case illustrates a condition in which the patient is on the 
border-line between realizing and failing to realize that the material which 
comes to him at any moment is “ wrong ”’ 


Example 26.—Case 12. As long as he is left alone, apart from some grimacing 
and minor (probably catatonic) movements, shows nothing very particular in his 
motor behaviour. When walking down the road he is comparatively normal, and 
during intervals in a discussion he has merely a dull, blank appearance. But as 
soon as an attempt is made to gain his close attention or he is asked to perform 
some task of imagery, he starts immediately all kinds of rubbing, twisting move- 
ments—pinching, banging, tearing his head, arms, legs, body, until one fears he 
will do himself serious injury—grimacing to an extraordinary degree all the time. 
As long as one did not tend to suggest the answer by one’s question, it was impos- 
sible to get any clear statement as to the reason and aim of his behaviour. 

Further observation and experiment showed that as soon as he had accomplished 
the task set and had the picture in his mind, the movements ceased. For instance, 
on being asked to picture a red apple, he beg an making the movements described 
above, and said: “ I can look for it—I can see it, but not clearly—lI see red and 
white—I saw the shape of an apple—I can see the red of an apple—No, I can't 
see an apple at all, the shape escaped me—Yes, I see the apple now—a red apple.” 
At that moment his movements ceased altogether. He then, without further 
direction, started the movements again, saying: “ I can think it, I know the shape 
of an apple, a pippin—I can think what an ‘apple is—I can't see it—I havea vague, 
sudden impression of an apple—if there was an apple on the table I could see it— 
Yes, I can see it—-just for a moment l could.” During these last words all his 
movements stopped. The words spoken during the movements were spaced and 
slow. When questioned after the attempts as to whether he had been able to 
picture what was asked, he regularly rephed that he had been able to do so easily. 
Only when another attempt was made immediately after such a statement, did 
he say that it was only possible to picture at certain times, and only for a moment. 
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Of this group the patient just mentioned said least about his deviation of 
thought during imagery. It seems justifiable to regard his movements 
themselves as expressions of his struggle against the parallel thoughts which 
threaten to overwhelm him. It is surprising how little the patient could tell 
us about this. 

Another feature which distinguishes this group from the preceding one is 
that much more frequently an apparently unwanted feeling of some particular 
Significance arises during the experiments with imagery. This is only of 
importance when one can show a definite connection in meaning between this 
experience of significance and the forms arising at that moment in the process 
of imagery, i.e., not something occurring quite independently. Of course 
_this relationship between the two need not always be of the same kind. For 
instance : 

Example 27.—Case 15 was asked to call up in her mind the voice of a friend. 
After 26 seconds she said: ‘‘ Yes, I can do that.” (‘‘ Does it remain the same ? ’’) 
‘* No, it was different.” ‘‘ (Were you able to imagine a definite voice ?’’) ‘ Yes, 
several.’ (“All at the same time?’’) “I can’t tell you.’ (‘‘ How did they 
ditter ? ”) “ I saw two figures as well.” (“At just the same time you heard the 
voices?’’) ‘‘ No, the voices came and went several times. I could not keep them 
there the whole time.” (‘‘ How about the figures ?’’) ‘‘ They stayed there— 


my mother and my brother.” (‘ Can you explain? ’’) “They came to get the 
‘instinct ’ of the voices.” (‘‘ What do you mean by‘ instinct’ ?’’) ‘‘ The thought 


went through.” (‘‘ Was the voice you imagined first that of your mother and your 
brother ? ”) “ I heard several voices. My mother and brother were there later 
on.” 


In this example one can trace the carrying over of significance from one 
form of imagery to another. 


Example 28.—Case 18, told to picture his father, said: “ Yes.” (“ What 
position ?"') “ He was standing, leaning to the right a little. I must not tell 
vou any more.” (“ Why not? ”) The patient shook his head. (‘ Was there 
only one picture of your father ?’’) “ Two at least. The pictures of my father 
are all wrong. He has changed in my imagination. He is altered; like I have 
become someone else. One seems to be less compact somehow.” 

Example 29.—Case 10 altered very much as his illness developed. The present 
example is at a later period than the time at which he was regarded as falling 
within this group. As has been noted, this patient could onlv imagine action and 
movement by making, in imagery, the same movements himself. When asked 


to picture a turning wheel, he said after 9 seconds: “ I saw a steering wheel, and 
when it came to turn I was turning it myself and moved it myself.” (“ Could you 


picture another wheel, in the distance ? ”) “ No. It means I’m elected to steer 
the ship of State.” 

Example 30.—Case 19, when asked to picture his father, said: “ Yes.” x" Is 
he standing still? ”) ‘ Yes.” (“ In what position ?”) “ Half profile, looking 


to the right.” (‘Can you imagine his voice also? ”) After a few moments he 
weeps bitterly. (“What has happened ?’’) “Only a flower-pot.” (‘ Any 
particular flower-pot ? ”) * No, only a flower-pot. It came into my mind. It 
was a black flower-pot and the sunshine was outside.” (“ What has it to do with 
vour father ? ”) ' It was in another region of thought. The flower-pot was in 
the second region.” “* Explain.”’) “ One leads to another.” (“ Did both appear 
together ?”) “ No.” (“Did you see both with the same ‘ mind’s eye’? `”) 


“No. They were different. My father was above the flower-pot.”’ (‘‘ Could 
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you have drawn a line between them ? ”) “ No; a circle. There was a space-line 
between them.” (“ What had the flower-pot to do with your father ? ’’) “ It 
was a warning.” Later, he said that the flower-pot signified a warning from his 
father, but he must not tell us anything about this. He added: ‘‘ You told me 
I must picture my father talking.” Shortly afterwards this patient passed into a 
stupor, and no further experiments were possible. 


These examples show how the impression of some particular significance 
may arise and play a leading rôle in the subsequent imagery. Other instances 
could be given where such a feeling, although less striking to the patient, can 
be seen to be yet even more closely connected with the imagery. This feeling 
of significance cannot be isolated and traced directly to any particular sense 
territory. Therefore it has all the more power to impart to a whole constel- 
lation of ideas, even when composed of the most heterogeneous elements, a 
certain quality—one might almost call it a “ colour ”. 

Later on, it will be pointed out how intimately such characteristics are 
related to the fact that the patient can.no longer recognize as inconsequent, 
or at any rate is no longer able to reject, much that arises in his mind. 

We will now turn our attention to what it is that carries this factor of 
‘significance ’’ in any particular case and from whence it comes. There are 
several alternatives. To give an instance, Case Io was, at the time of the last 
experiment, in a pre-catatonic condition (which is, of course, usually brief and 
often accompanied by megalomanic phantasies). He believed that he was 
sent from God, probably as Christ himself ; that a secret meaning to all names 
had been revealed to him ; that the Biblical prophecies were all being fulfilled 
before his eyes, and so on. It was not possible to discuss anything with him, 
unless it was in the direction of this pre-occupation. Such a striking and 
unified mood, combined with the fact that the patient had always to place 
himself in the situation described in the task is shown well in the steering- 
wheel incident described above. In other words, here we sce that the factor 
of significance, springing from the total mood, determined all details of the 
imagery. 

In Example 27, Case 15 said, almost spontaneously, that the total signi- 
ficance of the experiment was given by the first auditory image that arose. 
Her imagery failed several times, and in the gaps appeared the visual image of 
her brother and sister; these obtained the “ instinct ” of the voices she had 
previously imagined. 

The same considerations apply to Case 19 who, on being told to imagine 
his father speaking, found that the visual image of the flower-pot took over 
the significance of the warning speech that his father was to have uttered. 

On the other hand one may find that the significance that covers the 
whole constellation or complex comes from the secondary thoughts, 1. e., the 
rising parallel thoughts. 

For instance: in Example 22, Case 18 found that as he pictured an apple, 
it became rotten as soon as the arising picture of the coffin arose, secondarily. 


‘ 
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It would seem ‘that the coming on in this way of some significance quite 
unsuited to its subject is not at all uncommon. We meet it occasionally in 
experiments with patients in Group II, where we could understand it fully, 
and using our experience gained there we have learnt to appreciate it in Group 
III. It is most easily seen, and occurs most frequently, in the free stream of 
thought of the patient. 

We must now study, in another example, what happens when a patient is 


asked to change the significance himself in the course of an experiment with 
imagery. | i 


Example 31.—Case 15 was asked to picture two men in serious discussion, with 
gloomy, mournful expressions. Then their mood was to change, gradually becoming 
more and more cheerful, until finally they were to laugh heartily. She said: “It 
came and went several times; I had to keep noting it afresh. Only one man 
ended up by being gay, the other remained sad. In connection with the gay one 
there were other pictures of men in different positions which interfered with the 
development of the whole scene.” (“ Explain further.’’) ‘‘ Only the first man, 
the man that laughed, altered to different people six or seven times; the other 


man remained serious. I did not see the last one all the time, but he remained 
the same I think.” 


As far as one can consider as similar the mood connected with a picture 
and the feeling of significance which we have discussed, the above experiment 
calls attention to the following point. If the significance is altered by the 
intention of the patient, there occurs also a breaking, or a change, in the 
imagery. The closeness of this relationship is shown by the fact that in the 
above example it is only in the part of the imagery where there is a changing 
of significance that breaks occur, the rest remains unaltered. 


Group IV. 


From our present point of view the two patients of this group have this in 
common: they have great difhculty in telling us about any alteration in 
their imagery. Case 20 could say very little about this, Case 21 nothing. 
Both patients paid close attention, and apparently took trouble to get the 
desired picture ; but neither patient was able to say anything that allowed 
one to gain any understanding of, or insight into, the direction their imagery 
took or in what way it was abnormal. Often their statements were of a kind 


which led one to think that very probably their reply had no connection with 
the question whatever. 


Example 32.—Case 21, on being told to picture a norse, said: “ I screwed it to 
the white mast of a cider machine.” (‘‘ No; picture a horse.’’) *' Well, a white 
horse, you see . . . There is an exhibition . . .” He then goes on to 


talk disconnectedly of other topics. 

Example 33.—The same patient was asked to picture an apple. “ Yes, it’s a 
marsh-mallow ; yellow with green shading.” (‘‘ Where was it ?’’) ‘ From where 
I took it; the plate. ‘Shairman’ was on the plate [a patient's name], one who 
shares.” (" Picture it again.”) After 4 seconds, ‘‘ Whiteway’s whisky, a reddish 
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apple. The background was motor-brown.”’ (“ Was it a car.? ”) ‘No, a van.” 
(‘‘ Whatelse ? ”) “ At first I saw a carriage and then the apple. You said ‘ White- 
way’s ' and then it became a sea-green apple, and then it all turned into a dentist.”’ 


» 


Example 34.—Case 21. (“ Picture a horse.”) ‘‘ It was Hyde Park Corner ’’— 
[he then mumbled some words]-— There, near Oxford Street, in the neighbourhood, 
at the back in Queen Anne’s Square.” 

Example 35 —Case 20. (‘‘ Picture a horse.”) “I can’t see any horse.” 
(‘ Try.”) “I see Wills’ Capstan cigarettes; when you open a Capstan packet, 
like a rake in the middle.” 


Case 21 was able to give a good retrospective account of the development of 
his imagery during a remission he had soon after the above experiments. A 
feature of some importance in Case 20 was that, even when asked to pay the 
closest attention, he was quite unable to state the moment at which an image 
disappeared. Often at the end of the experiment he was doubtful whether he 
had pictured the object at all, and occasionally would be quite convinced that 
he had not done so when there was every reason to think that actually he had. 


Example 36.—After having it impressed on him again that he must signal with 
his hand the moment the image disappeared, he was told to picture the figure 3. 
He closed his eyes, and after 3 seconds said: “I can do that. It was a black 
three.” After 4 seconds he opened his eyes and said: “ It is gone; I didn’t see it 
at all.” (“ Not at all?”) “ I think I did.” (“ Yes or no? ”) “ Yes, I saw it 
quite clearly, but when there was a noise outside it went. No—it went before the 
noise started.” 


He is always certain that he sees what he is told to at the time he is actually 
picturing and, moreover, will often describe it in some detail ; but he is never 
aware of the moment it disappears. He is unable to realize the actuał dis- 
appearance, he can only state the fact that it has disappeared. This experience 
must be something quite different from anything with which we are familiar, 
for, seemingly, one may say that, for him, there is “ nothing there ”, rather 
than “it is no longer there ”. This inability to appreciate the termination 
of his internal processes must make the details and the outline of what is 
remembered very uncertain. This may be paralleled in the experience of 
falling asleep; a comparison to schizophrenic thinking made by C. Schneider. 
One need hardly point out that any parallel thoughts which may arise in such 
a condition are no longer recognized as such. In so far as these patients fail 
to realize gaps in their train of thought or even normal divisions or cæsuras 
between its units, they will reply to a question not only in relation to their 
main thought but also to any parallel thought which happens to arise at that 
moment. Thus, even if there seems some remnant of sense in their answers 
it may be because their answer merely happens to fit in with the question by 
chance. That this is likely, is borne out by the statements of Case 21 during 
his remission about a month later. 

Example 37.—He first gave a general description of his state at the time of 
the experiments referred to above. * I remember it all quite well. When you 


asked me anything my thoughts went into a muddle, and I gave as answer just 
what passed through my mind.” ( Did you realize it was wrong ? ”) “I did 


1935.] BY KONRAD ZUCKER AND W. H. DE B. HUBERT. 15 


not intentionally give you a wrong answer. It was simply what came into the 
focus of my mind, and I gave that as the answer.” (‘‘ Were you able to think 
whether it was wrong or not ? ”) “ No, I thought vou would know and tell me 
whether it was right or wrong. I didn’t think about it.” (“Will you picture a 
horse ? ”) “ Yes, I can.” (‘One horse ?’) “ No; it changes from one horse 
to another.” (‘ Anything else? ’’) “ No.” (“ Do you remember, before, I asked 
you to picture a horse and you said something about cider.” ‘‘ Well, I thought of 
the trade mark of a cider firm which is a white horse. Then I thought of an 
exhibition and a mast being erected.” (‘‘ What had that to do with cider ? ’’) 
““ Because a doctor once told me that beer was good for painters, and I’m a painter. 
It cancels the acid that comes from smelling the paints.” (“Another time when 
we asked you to picture a horse, you said something about Hyde Park.’’) “< When 
I was asked to picture a horse that day I saw at once the police and a crowd at 
Hyde Park Corner, where I once got a blow on the head. Then the apple came 
into my mind again and I asked myself what colour shall I choose for it, and there 
came to my mind all the fruit shops in Oxford Street, and in that neighbourhood 


all the streets are built in squares.’' 

It is easy to see how, in patients of the kind illustrated by this group, 
feelings of unwanted significance may arise. They are no longer able to 
realize the breaking off of their thoughts and hence are defenceless against 
other thoughts that may arise and give their significance to the main stream. 
For similar reasons it is very difficult to get any satisfactory description of 
this from the patient. Thus, Case 20 had during his imagery experiments 
many experiences of unwanted significance, but only in a few cases could we 
form any opinion as to whence it came. 

Example 38.—Case 20, when asked to picture the room in which we had been 
sitting some days earlier, said: ‘‘ Yes, there must be children born there.” (‘‘ Why ?’’) 
‘* There are blue curtains; that means blindness.’’. (“ What do you mean ? ’’) 
‘* I don't know. Because they can’t see. Blue curtains mean child-birth.” 

Here with fair certainty one may interpret in this fashion: the room he 
had to picture has, as a matter of fact, blue curtains. Thus one may assume 
that the patient was actually picturing the room. From “curtain” to 
“ blind ’’ is simple—hence “ blindness °. We can see a connection between 
“ because they can’t see ’’ and new-born creatures. This is confirmed by his 
going on to say ‘‘ Blue curtains mean child-birth ”. Finally, the total complex 
gets in this way the significance which has secondarily arisen and we have 
the patient feeling that in this room children must be born. 


DISCUSSION OF RESULTS. 


Let us go over once again our principal findings in the above experiments. 

Cases, who show clinically no very pronounced deviations from normal 
thinking, tell of a difficulty in obtaining pictures and of their delayed arrival 
more often than an actual interruption in their imagery—they will speak of a 
“ threatened ” interruption or of a loss of clearness. It seems justifiable to 
conclude that this difference is but one of degree, for not only do both occur 
in the same case but also when a real interruption occurs this may not be 
sudden—it may pass first through a stage of fading or a loss of clearness. 
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In the case in which there is a fading of the picture various other features 
may appear. In a well-preserved patient, after the picture has faded, we 
may be told that after a little delay it has appeared once again. Often this 
repetition occurs several times. In such cases the intervals between the 
pictures are not filled with other material. In other patients, or even in the 
same patient at another time, it is found that instead of the repetition being 
of the same picture, one that is only similar will appear ; the two are not 
completely identified and the patient talks of “ several pictures’, “a dozen 
horses ’’ and so forth. As the cases become more severe, the pictures that 
appear later bear less relationship in their meaning to the first one—this is 
particularly noticeable in picturing the scenes. The patient will now often 
say that this occurred without any interruption at all in his stream of thought. 

As we have seen in the examples given above, there is no reason to think 
that even in Group IV the pictures or thoughts which arise secondarily bear 
no relation whatever to the main thought. We may say therefore that a 
transformation of the content of thought has occurred rather than a complete 
alteration. In considering such a transformation two problems arise: (1) the 
direction this takes; (2) the degree it departs from that which was originally 
intended. 

First, as to the direction of deviation. It is clear that this may vary very 
much even in the same case. We can distinguish, for example, that which 
depends on meaning, on significance, and on simple verbal connection. The 
last, it may be noted, is most frequently found in the more deteriorated case. 
The direction is found to be ultimately connected with the material which, 
in that individual patient, lies to hand, in his “ memory ”. During a schizo- 
phrenic illness this material, in so far as it is re-experienced (by becoming 
conscious), must undergo a transmutation in form. Thus it will take steadily 
a more and more schizophrenic colouring—and this very change must of 
necessity lead to its being used still further in the schizophrenic process. 

Discussion of this transformation and of schizophrenic “ re-stamping ” of 
material will be resumed later ; here we mention only that particular alteration 
of tendency found in Cases 10 and 13, who imagined everything in intimate 
relationship to the ego. This of course may also occur in normal imagery, 
but here it is particularly striking in that it is very clear, very definite, and, 
one may almost say, seems to be the patient’s last hope of performing the 
task. From the point of view of an analysis of function this “ last resort ” of 
the patient may be regarded as a form of “ sensory enrichment ’ without 
which he would be unable to carry out the task at all. The conception of 
“sensory enrichment ” and its value in connection with imagery has been 
pointed out by one of us in a former paper on a case of aphasia (8). 

For our present purpose it is more important to study the degree of depar- 
ture of the secondary thoughts, from what the patient had primarily intended. 

Kleist (9), who has interested himself in this point, finds that schizophrenics 
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are unable to imagine or to define in the right way: objects, persons, scenes 
and their connections. Other conceptions related to, or loosely bound up 
with them present themselves, all being frequently confused together. He 
goes on to point out that, as the cases to which he refers show a clear conscious- 
ness, pay close attention and are willing to co-operate, the phenomena cannot 
be explained as due to a general “ damping down ” of psychical activity and 
attention or by a kind of “ half asleep ” thinking, as do Berze, Schneider and 
Gruhle. Of course C. Schneider (4) does not explain these conditions by 
pointing out their resemblance to a half-waking state; he merely uses—and 
has used very successfully—the latter as a model in order that he may elaborate, 
by comparison, the formal characteristics of the other. No observer acquainted 
with phenomenology would contest that there is some essential difference 
between thinking in schizophrenia and thinking when one is tired. This 
opinion of Kleist does suggest that both schizophrenic and the more general 
performance of thinking lie on a certain level of consciousness. Thus it may 
be possible to differentiate consciousness and the performance of thinking in 
the same way as, to quote the frequently used comparison, one can think of 
certain performances developing upon the “stage” of consciousness under 
different “‘lightings’’. But, as a matter of fact, conceptions like “ conscious- 
ness ”’, “‘attention’’ and so on are not of particular value in our present 
connection, useful as they are in another and merely psychological use of 
language. When one is using a structural and functional analysis, one deals 
only with those things that are classified in terms of form and content. There- 
fore terms such as the above, which essentially describe a “state ’’, become 
unnecessary. 

Of course, as this is merely a preliminary attempt, we cannot hope to reduce 
all conceptions of purely psychological origin to terms of function, but those 
conceptions that are used will be found in the main to be concerned with the 
“ material” which is to be used by the function—the term “ significance ” 
for example. 

The following features emerged clearly in the experiments with imagery. 
The more florid the clinical picture, the further did the secondary material 
depart from that which the patient had first intended. In practice, we were 
often unable to find any connections at all—clinically this would correspond 
to incoherence and “ talking beside the point ’’. The more such a condition 
was present, the less would the patient tell us about it, and the less did he 
seem to realize the abnormality of the process. Although in a deteriorated 
case by more detailed inquiry one might get further statements, no really 
satisfactory description would ever be obtained. Case 21, retrospectively, 
described this condition very well, by saying that on his own account he was 
unable to determine whether his answer was right or wrong, or even had any 
connection at all. It seems very likely that such points did not occur to the 
patient. 


LXXXI. 2 
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An important feature, from a formal point of view, is that patients with 
less severe disturbances, such as Example I, Case 6, are well aware of the 
moment a picture appears, fades or is interrupted ; whereas, as the condition 
becomes more severe, patients increasingly lose this power—see Example 36, 
Case 20. In such patients it is only the content of their answers that suggests 
the same formal disturbances. 

It must be mentioned again how very important to the patient is the loss of 
the experience of the termination of a psychic process. 

As soon as there is such a loss, all knowledge of a break in thought and all 
awareness that what is arising in the mind is fresh and “ unwanted ” is 
abolished. It does not matter whether the newly arisen thoughts correspond 
to the main trend or not, or from what direction they come. There is no 
longer any beginning or ending. Finally one has merely an undifferentiated 
mass of single complexes of thought—all details become confused together. 

Of course, one must differentiate clearly between the occurrence of a 
pathological break in thought and the patient’s realization of it. We have 
seen how the latter (which is not ‘ present ” or “ not present ” but is there 
to a varying degree in the same patient) depends for its extent on how far the 
investigator by his question directs the patient’s attention to it. 

Although self-observation is not even in the normal always of the same 
degree of clarity, the schizophrenic loses the ability to obtain a clear view of 
himself. In the normal this ability may vary ; he loses it progressively, for 
example, when going to sleep—cf. Schneider’s examples (4). An example 
may here be quoted from our own experience. An extremely wide deviation 
from the primary intention is here evident, but it is still possible to see the 
connections. 


Example 39.—One of us had been occupied before going to sleep with the 
calculation of the cephalic index. A number with two figures after the decimal 
point had to be multiplied by a hundred, and therefore the decimal point would 
be omitted. Vague doubts about the correctness of this calculation arose. They 
came from the thought that the figures referred to minutes and must therefore 
be treated in the duodecimal system. A dream picture then developed and these 
thoughts seem to have been carried on into it. The subject found himself standing 
by a pond in which some men were sailing model yachts. In the centre of the 
visual field a man was occupied in arranging the steering mechanism of his own 
boat, part of which apparatus consisted of a metal sector clearly marked out in 
degrees. 

Whilst this was going on, any relationship between the previous calculation 
and the dream picture was not realized by the dreamer. 


We may see from this example that very often it may only be chance 
that leads the subject to find the link showing the connection between the 
primary intention and the secondary deviation. We therefore have no right 
to speak of any real disconnection in this type of thinking or imagery, just 
because a connection cannot be demonstrated. _ 

With regard to the feeling of an unwanted or strange significance which 
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appeared in the experiments, it was found for the most part only in those 
cases who failed, more or less, to realize the onset of their deviations of thought. 
As has been already pointed out, one must take the significance that colours 
a complex as part of the material and not of the tendency—a more exact 
description from the point of view of a functional analysis has not yet been 
made. In performances of imagery it is appreciated very little, if at all, as a 
thing in itself but only in connection with material. In other words, one does 
not find it closely connected with sensory experiences, as is the more concrete 
content of imagery. By reason of this very poorness in sensory connections 
it is able to “carry over” to the content of the imagery that next arises. 
But what above all characterizes the schizophrenic experience of significance 
is the unsuitableness of the significance to the content to which it has become 
attached. Not only is this evident to the observer, but the patient himself 
may become aware of it—so far as his power of self-observation allqws. In 
addition, in schizophrenia, the feeling of significance is able to colour, by 
“ running backwards ’’, the original development of the complex (see Example 
38, Case 20). Both these things, the latter more particularly, can only occur 
in cases where the spaces or cesuras between the contents of imagery are lost to 
the experience of the patient—one might put it, that by this means ‘‘ bridges ”’ 
are created for the passing forward or backward of the feeling of significance. 

In this way, one may understand the patient’s growing uncertainty of the 
order in which experiences occur or whether they occurred all at the same 
moment or not. Of course we must confine our explanation at first only to 
our experiments with imagery. 

Our experiments also showed how interruption and fading of imagery 
varied in degree very much in the same patient. As we have shown, it might 
occur little or not at all in the imagination of scenes, while in the picturing of 
single things it might be very evident. This did not always occur. Case 5 
for instance had no interruption during his performance of ordinary imagery, 
but complained of it frequently in his spontaneous thoughts. Of Groups I 
and II it is only Case 12 who had interruption and removal of thoughts during 
conversation, and then only occasionally. The conditions that appear necessary 
for this to occur will be discussed later. 

Another point must now be mentioned. All those patients who tell of 
gaps and blanks after an interruption of thought can nearly always call up the 
original picture once again, even several times. As the patients studied become 
more seriously affected, the less is one told that a blank has occurred after the 
first picture has faded. The patient may remark that there has been an 
interruption, but he will at once notice other pictures bearing more, or less, 
relation to the original one coming to fill in the gap. In conclusion one may 
say that, in general, it is in those patients who are, clinically, less seriously 
affected that one is told of the occurrence of gaps or blanks which are not at 
once filled up. 
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This may be the place to discuss an objection that might be raised. Surely, 
one might say, normal people when set these experiments in imagery would 
make statements with nothing like the clearness or definiteness that one finds 
in schizophrenics and very little could therefore be concluded as to their 
form. One must remember that our cases were selected originally with an 
eye to vivid imagery in the subject, but, quite apart from this, we have found 
in schizophrenia, even when the material was not clear, that the patient still 
noticed sharply, and stressed, a break or an interruption, describing a clearness 
and vividness unknown in the normal. One may conclude that the impressive- 
ness of the experience to the patient is independent of the clearness of the 
imagery. Another point in favour of the singular force of the experience to 
the patient is the patient’s frequent complaint of some somatic happening at 
these times—a ‘‘snap’’ in the head, a blow, a rumble, and so on, which is 
often found to be but another expression of the sudden withdrawal of 
thought. The following example illustrates most of the points discussed 
above. 

Example 40.—Case 15 was told to call up the following words: “ He carefully 
worked the whole time.” The patient said: “ It was not very clear, but I could 
imagine it all right. Before the word ‘ whole’ and then before ‘ time’ there was 
a stop.” (‘‘ Did the stop occur in the words or in the sentence ? ”) “No. The 
sentence and the words ‘ went through.’ Only the imagination of them broke oft.’’ 
(‘‘ Explain further ?’’) “ By imagining the word ‘ whole’ and ‘time’ they got 
quite a different meaning.” (‘ Different from each other? ’’) “All three made 
quite a different impression on me, and thus the meaning of the sentence was 
changed. One goes deeper and one goes lighter through the head. It went a 
different way through the head ’’—([touches the back of her head]— and the whole 
meaning of the sentence altered.” (‘‘ Do you often experience this ?'’) “ I used 
to, often. Now it’s getting better. It only happens now when we talk such a lot.” 

To sum up, then, it may be said that the experience of interruption, of the 
arising of new thoughts or of a special significance are features which are, at 
any rate not directly, dependent on the clearness of the content of the imagery. 
This further stresses our contention that there is in the schizophrenic experience 
something which completely differentiates it from the normal and which 
makes a dramatic impression on the patient, so far as his power of self-obser- 
vation allows. 


To summarize the main points that have so far emerged : 

(1) In any given patient the stopping or the development of the main 
intention fluctuates in degree in different experiments. Similarly, there is a 
fluctuation in the degree of transformation that occurs and how far it continues 
to develop. Nevertheless, for each patient there are certain limits within 
which this fluctuation can take place, and moreover these limits are fixed for 
the particular condition of that patient and are directly related to it. Also 
we have traced the relationship of the condition, at any given moment, .to 
the situation (of testing, etc.), at that particular moment. On these points 
we could obtain reliable information from patients in Groups I and II and in 
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some patients of Group III; that is to say from patients who still have at 
least fairly good powers of self-observation left. Starting from careful obser- 
vation of these cases, it was possible to see the same happenings in patients 
whose self-observation was defective and who could no longer furnish us with 
precise statements. How far these are comparable has been discussed. 

(2) We have found a close relationship between the increase of the trans- 
formation, referred to above, and the decrease of self-observation. 


A FUNCTIONAL ANALYSIS OF THE RESULTS. 


We will now discuss and analyse the findings from our particular functional 
point of view. In what follows we propose to make use of conceptions 
originated by Goldstein (6), which were further elaborated by one of us in a 
previous work (8), in connection with figure background relationships. 

These conceptions have been briefly defined at the beginning of this paper. 
We must now consider in further detail what is implied by a ‘‘ tendency ”’ 

The tendency must be regarded, in an ultimate analysis, as a complicated 
structure which may show certain deviations from the norm. The deviations 
are, in short, the subject of functional analysis. In any given instance, upon 
the strength or the particular structure of the tendency will depend whether 
there is a complete ‘‘ restamping ” of material or whether the morbid changes 
in the structure of the tendency lead only to inexact, or otherwise slightly 
aberrant, figure-formation. 

In any tendency two spheres En action may be distinguished. On the one 
hand it is simply directed to ordinary material ; on the other it is directed to 
the very process it has set in motion, i. e., it has also as its material :/self as 
well as its original material. To put it in another way, we can always, as 
Heidegger (10) remarks, treat our own selves as the object of our observation. 
This must never be lost sight of when considering any given tendency. We 
may thus say that a tendency treats as its material the whole figure-formation 
which it has itself created. 

The fact that one may observe oneself may be taken as a final fact not 
deducible from anything else. All we need say for our present purpose is 
that it is the degree to which the potentiality for self-observation is present 
that is important. In addition to the variation in this power of self-obser- 
vation that is directly dependent on disease there will of course be a difference 
between different individuals which will approximate roughly to their degree 
of intelligence. Also, it may be added that under certain conditions in the 
same individual this potentiality varies markedly ; for instance, in falling to 
sleep it becomes increasingly less, to the point at which, in dreams, it is 
scarcely present at all—so that images are experienced as perceptions. In the 
functional analysis of dreaming, other factors of course are involved ; it is only 
mentioned here because of the parallels, referred to above, that C. Schneider (4) 
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draws between schizophrenia and falling asleep, though not—it must be 
noticed—with dreaming. From this point of view we may regard schizo- 
phrenia and the half-waking condition as lying between normality and the 
condition of dreaming in which self-observation is reduced to zero—a condition 
never present in schizophrenia. 

As has been said, the tendency may be regarded as multiform—besides 
being the definite direction taken by intentionality, it is also the agent that 
gives the process a particular shape. Not only is the material for a particular 
figure-formation picked out, but that which is unsuitable is actively kept 
apart from the process and the resultant figure-formation. Since, as has been 
mentioned, the material is already in definite shape and arises in definite 
complexes, this last process of separation becomes particularly important. In 
this very process of choosing and rejecting, disturbances can appear. Thev 
have been studied already from the point of view of function-analysis both in 
mescaline poisoning (11) and in the amnesic aphasic symptom-complex (8). 

At any rate, in the disorders with which we are now dealing, it seems clear 
that the tendency to self-observation can only be directed to the processes 
which at that time are concerned in the figure-formation. Here hes the 
reason for our being able to say that in such states the tendency occupied with 
its primary material becomes itself its own material. The important fact 
therefore emerges that a disturbance of the tendency which. is directed on the 
primary material will lead to a similar disturbance of the tendency when it is 
directed towards self-observation. This is not the only wav in which distur- 
bances of self-observation may arise, but it is the one which is of importance 
in the further development of our view. 

We will now apply these considerations to the results we obtained in our 
experiments. 

C. Schneider (4) draws a distinction in the thinking of schizophrenics 
between the removal of thoughts and the substitution of thoughts. Further, 
he shows that while both are often associated, one quite often appears without 
the other. Nevertheless, he emphasizes the intimate relationship between 
them. To this last statement we can only give conditional assent. It has 
already been stated that, from our observations in the imagery experiments, a 
removal or “stopping” of thoughts with succeeding alterations were 
experienced chiefly by patients who were well or moderately preserved, 
whilst a removal without changes ever occurring was noticed only in well- 
preserved patients. Changes from what had been first intended in thought 
without any experience of a removal or stopping of thought were chiefly, 
though not exclusively, found in patients who had a more severe disorder. 

It is a relatively common finding that in a tendency disturbance, however 
conditioned, unprecise figure-formation occurs in such a wav that material 
related in meaning is also included in the figure (cf. aphasia, mescaline poisoning, 
thinking during fatigue). It has been shown that in schizophrenics it is a 
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matter of the degree of disorder whether a relationship of meaning between 
the material that arises secondarily and that which was originally intended, 
is still evident or not. Fundamental differences nevertheless exist in this 
particular between schizophrenics and, for example, aphasics. First of all 
the total figure-formation with all its deviations is completed in an essentially 
higher and more complicated functional level than with aphasics. Also in 
the latter one never gets that vivid experience of strangeness and unfamiliarity 
in connection with the associated images. This feeling towards the deviations, 
however, gradually disappears in advanced cases of schizophrenia. It is a 
mistake to consider that the loss of this feeling is a result of habituation and a 
consequent indifference. We have known fairly well-preserved cases who 
have had hallucinations and feelings of strangeness and unreality for eighteen 
and twenty years or longer, and continually complain of them and of nothing 
else. Also, it is not possible to finde case that has lost this feeling of strange- 
ness in connection with deviations, who did not show strikingly in addition : 
(1) that he has lost all experiences of removal or stopping, and (2) deviations 
going far beyond the range of what is an easily grasped relationship of 
meaning. In other words, one who is clinically more or less incoherent. 
There must be in such cases great changes in the tendency towards figure- 
formation which has led on the one hand to a slurring of the individual contents, 
and on the other hand to a weakening of the power of self-observation. We 
have discussed this in more detail in connection with Cases 20 and 21. f 

One might ask: Is a defect in the experience of termination found only 
because one no longer gets its expression in self-observation, or does a disorder 
of the primary tendency directed towards the material lie at the root of it ? 
It is certain that in such cases (cf. Cases 20 and 21) self-observation is no 
longer adequate for noticing this disorder. The only way one can explain the 
extent to which the-changes occur in such conditions and, further, the way 
the experience of some special significance may go back retro-actively over 
the material, is by supposing that in the primary tendency that is directed 
to the material there is a slurring-over of divisions between the separate 
contents of experience. 

Since tendency to self-observation is nothing more than a “ reflection ” 
of the tendency which at the same time is directed to the material, we can only 
~ answer our question in the following way : The point at which the possibility 
for the experiencing of termination is lost is also the point in the degree of the 
disorder at which, through a change in the primary tendency, self-observation 
also becomes inadequate. We can regard this also in a different way : where 
the act of self-observation succeeds, it must necessarily have shown up against, 
with adequate clarity, and as distinct from the process upon which it was 
directed. This, however, is of course no longer possible when the whole content 
is slurred over. 

In such circumstances therefore it would be wrong to say that the loss of 


6 


24 CHANGES IN SCHIZOPHRENIC THOUGHT DISORDER, [Jan., 


self-observation is primary. Nor can it, as a matter of fact, ever be completely 
lost ; this is not permitted by the theoretical considerations which we have 
just developed. Still that in itself is hardly an adequate reason! But we 
do, in practically all such cases, see something that enables us to conclude 
with certaintv that there is some self-observation left, however imperfect. 
This is the extreme bewilderment that is often so striking. We shall come 
to understand this behaviour as the expression, or the consequence, of an 
imperfect self-observation, when we come to consider later the continual 
changes in the experiences of significance. 

From this point of view the thought removal, so far as it occurs suddenly, 
may be seen as something special in the experience of schizophrenics. It is 
characterized: (1) by its striking quality, immediately appreciated by the 
patient, (2) by its occurring only where there are fairly well-preserved powers 
of self-observation, and (3) by its occurrence, as Schneider (4) has already 
established, without consequent changes in the course of the tendency. We 
incline to regard this last feature, on the strength of our own observations, as 
something found only in cases which are still well-preserved. For one must 
assume that cases in which, after thought removal, unfilled gaps in thought 
occur, have still the power to keep away unwanted thoughts that threaten 
to appear, even though there is a real discontinuity in the course of the 
main process.. It must be noted that another structural disorder may also 
. be present although the main course of thought is carried on satisfactorily ; 
i. e., these parallel thoughts that have “ threatened ” to fill the blanks may 
yet colour with their significance the succeeding course of the tendency. That 
both sorts of disorder often occur together need not be stressed again. 


II. The Experience of Strangeness. 


It has been emphasized above that the formal characteristics described 
may change much in the same patient, both in the way they arise and in 
their severity. Often the reason for this lies in the situation or in the sort of 
performance required. Thus, in the same patient, removal or deviation of 
thought becomes less apparent when scenes rather than individual objects are 
imagined. In many patients they occurred oftener in conversation than 
during experiments. This difference cannot be explained entirely as depending 
on conditions present at that moment, because the same task at different 
times led to descriptions of experience of a very varied kind. 

Example 41.—Case 2, following on some other experiments, was asked, after 
five minutes, on two occasions to imagine the same thing: namely, that she was 
slowly hfting her right arm. The first time she said that she had been able to 
imagine it only by feeling it and not by seeing; the second time she said just the 
opposite. 

Often patients, who at first pictured everything correctly, suddenly are 
unable to do what is asked, or something wrong may arise at once, and so 
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on. The frequent clinical observation, that hallucinations or the experience 
of strangeness occur only at certain times, also compels us to conclude with 
certainty that we must reckon with spontaneous changes in the strength of 
the fundamental disorder. 

The phrase ‘ experience of strangeness’’ is used to describe a feeling of 
which the schizophrenic complains, either with or without an associated 
thought content. It consists of a change in the quality of experience, un- 
familiar to the patient, which he is unable to explain and which he finds always 
unpleasant. He may refer to it as “ a terrible fear that I will lose touch with 
everything ” ; he may say that particular thoughts, images or perceptions are 
“wrong”, “ strange”, and so on. Heretofore referred to as a variety of 
unreality, we have but described it; we will now attempt to interpret it. 
We have tried to discover the conditions necessary for the occurrence of this 
experience, and then have varied those conditions, so that, finally, we may be 
able to test conclusions as to our view upon the essence of the phenomenon. 

It is well known to every clinical observer that a feeling of strangeness, 
present at the beginning, will often disappear with the increasing severity of 
the schizophrenic disorder. But, as it is found that the stationary and 
relatively well-preserved patient, often retains the feeling of strangeness for 
many years, we cannot accept habituation alone as the explanation of its 
disappearance. 

C. Schneider (4) points out, as does Schréder, that one can obtain an 
experience of strangeness in connection with all sorts of happenings. Among 
the things on which this sensation of strange experience is based, he enumerates : 
the peculiar ways in which thoughts are constructed, the fading and substi- 
tution of thoughts, thought withdrawal—in short, what we have called thought 
removal and transformation ; in addition, he cites the lack of freedom and 
weakness of volition as well as changes in ego consciousness. We shall see 
whether this diversity can be further simplified from a functional point of 
view. Often enough, and especially in the spontaneous thinking of patients, 
an experience of strangeness is associated with the cropping up of parallel 
thoughts or with a transformation in thought content. But, so far as it is 
legitimate to identify the formal features which show themselves in imagery 
experiments with those in spontaneous thinking, it is apparent that an 
experience of strangeness is by no means always associated with such happen- 
ings. In Cases 1, 2 and 4, who often had feelings of strangeness during the 
Imagery experiments, it was found that they did not occur necessarily in close 
association with arising thoughts, deviations or transformations. Other 
patients, especially Case 8, had this feeling of strangeness in association with 
thought removal alone. 


(Ei 


Example 42.— The patient, Case 8, though she was otherwise quite 
co-operative, refused after the first imagery experiment to undertake any others, 
and continually opened her eyes in a frightened way. She said: it was too much, 
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she couldn't stand it, that it was too peculiar a feeling, that she did not know 
where she was, etc. At the same time she said very definitely that she had 
experienced only thought removal with gaps. 


But where, in the experiments, the changes in significance occurred with a 
feeling of strangeness (as in Cases 3, 9, 14, 15, 17 and 18), there the changes 
showed a considerable remoteness in meaning from what had originally been 
pictured by the patient. 


Example 43.—Case 3 had to imagine a horse. After ten seconds she said : 
“The horse wouldn’t do, it shook, and then I saw a hand quite clearly. I don't 
know whether it was to hold the horse, but it had some purpose. I don’t know 
what was going to come of it. It was too horrible.” 


The conclusion from this seems to be that it is marked changes in the 
intended course—i. e., changes in the primary tendency—which lead to the 
feeling of strangeness. However, for it to appear in experience, a relatively 
well-preserved power of self-observation is necessary. 

We must now turn our attention to tracing the further conditions necessary 
for the occurrence of the feeling of strangeness to the degree of capacity for 
self-observation, and, finally, to the changes of the primary tendency. 

The observations made are well illustrated by Case 2, who was very intelli- 
gent and set herself in the appropriate frame of mind for the experiment. We 
here present material gathered over several weeks. 


Example 44.—Case 2. At the beginning of her illness she had, as opposed to 
foreign thoughts, only a feeling of strangeness. Very soon she felt that almost every- 
thing she experienced was strange and false. ‘‘ In the beginning it was a feeling of 
queer ridiculous thoughts ; not confused but queer. I never felt they were other 
people’s thoughts. They were my own thoughts, but I could think of nothing that 
I wanted to.’ (“An example?’’) ‘‘ I wondered how people could ever go about 
and think properly.” (‘‘ Including yourself ?’’) ‘‘ The same.” (‘‘ Could you get 
back to your former way of thinking ? ”) ‘‘ No, I know only that it is different 
now and that it is queer. Idon’tknow why.” (‘‘ How isit while you are talking ?’’) 
“No, I forget it then.” (‘ Really forget ?’’) * Perhaps I really don’t notice it 
then, but perhaps it is only forgetting.” (‘‘ Could both be the same ?’’) “ When 
I speak, my own voice seems foreign. If I don’t speak for a fair while, I am always 
amazed at the foreignness of my own voice—lI used to see everything quite clearly, 
but it is all foreign and false as I see it now.” (‘‘ Does the shape of things alter ? '’) 
“No.” (“ Does their meaning alter?’’) “ No.” (‘Quite sure? ’’) “ No, I’m 
quite sure it doesn’t. Years before my illness I often had queer thoughts. Those 
I have now are often not particularly different in their contents from the earlier 
ones, but the impression that they make on me is quite different.” She likes being 
with others because she can pay attention to the conversation, and her feeling of 
strangeness is then a little less. ‘‘ While I’m talking [you asked me about that 
once} it is as if the queer feeling overshadows what I am saying, but if I am thinking 
sometimes, then the queer feeling may be bound up with it. If I read, then the 
strange feeling is at first better, but after I have been reading a bit, then one of the 
queer thoughts come, and I ask myself: What’s happened to what I’ve been 
reading ? Or if something else is happening, then I always ask: What part of 
me is enjoying that? I don’t want to think that, but it comes to me suddenly at 
everything I do, and I can’t therefore enjoy anything. Also when I take up 
anything to occupy myself, immediately a queer thought comes on me of itself, 
or rather, it is a feeling with the thought.” (‘‘ But isn’t it the other way round, 
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that you cannot enjoy something and then the thought comes ? ”) “No, it isn’t 
that way, no. I never have this thought or the feeling when I want something, 
or am hungry, or if I want to go for a walk. I go to the pictures in order to distract 
myself. Yet as soon as the picture begins I immediately get the thought : ‘ What 
part of me is enjoying that?’ This thought is a part of the feeling of strange- 
ness. The feeling of strangeness is often there without any such thought, but if it 
comes with a thought then it makes it worse. When I had toothache lately 
I was amazed that I could feel pain without the feeling of strangeness.”’ 

For ten to fourteen days the patient just after waking up had, almost daily, 
compulsions, which were accompanied by a specially penetrating feeling of 
strangeness. 

She said: “ It is horrible. I suddenly got an impulse to jump out of bed and 
harm somebody. I had to pull myself together to stop myself doing it.” (“ Did 
you feel that as a command ?’’) “ No, it wasn’t a command.” (‘‘ Was it a 
thought or a feeling ?’’) ‘‘ It was a feeling.” (‘‘ Was there any definite content 
at that time ?’’) ‘‘ No, but more a sort of pressure to do something.” (“ No 
speaking in your head ?’’) ‘‘ No, I only get a sort of impulse to do something 
stupid ; but what it is I am not sure myself, only something stupid. It only 
lasts a short time, but it is bad enough then.” | 

When she was asked about a feeling of strangeness in dreams, she said: “I 
only dream sometimes that everything is wrong. Mostly I feel quite well in my 
dreams, or I would say rather that I feel as I used to.’’ (‘‘ Do you really feel so 
then ?’’) “I do not think that I am healthy then. I am quite normal. I do 
not bother about it.” (‘ Well then, how can you judge of it?’’) “Only just 
because the feeling ot strangeness isn’t there. That’s the reason.” (‘‘ And in 
dreams in which everything is wrong ?’’) “I do not feel or see everything wrong 
as I do when I am awake. I know in my dream that everything is wrong with 
me and it worries me, and then I ask people what I can do to get better.” (“ Which 
is more normal, your dreams or your thoughts during the day ?’’) ‘‘ Oh, there are 
dreams which could never really happen as dreams often are, but so far as they are 
coherent and could be real I feel healthy and more normal than in the daytime.” 


From these statements we can see the more important constellative 
conditions on which the appearance of a feeling of strangeness depends. Ina 
dream, with consequently complete absence of self-observation, the feeling 
of strangeness is also absent. As far as the dreams are concerned in which 
this plays a part, her explanation shows clearly that she is there dreaming 
about the feeling of strangeness, not dreaming with it. The feeling of strange- 
ness is of a special penetrativeness, however, in the experience of compulsion 
she has which occurs only after waking up. The content of these impulses is 
very diffuse: ‘“ To do something stupid.” It follows therefore that as the 
primary tendency must be so very vaguely directed, at this time there can be 
nothing in the tendency towards self-observation to correspond to it. This 
state coincides with the feeling of strangeness which the patient experiences 
until she is herself once more. The more precisely, the more unitarily, 
even the more actively—we may say—the primary tendency is directed, the 
more does the feeling of strangeness retire into the background. It must be 
noted that in every experience primarily induced from the world without, in 
perception as well as in the appreciation of one’s movement, there are passive 
(or “ receptive ’’’) and stimulating factors. These are in many ways decisive 
for the further course of the tendency directed upon them. The point we 
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must emphasize here is, not that there are external stimuli, but that it is the 
passive quality they carry into the experience-complex and with which the 
experience of strangeness seems to be allied that is of fundamental importance 
(cf. Example 50 also). 


Example 45.—The conditions for this may be investigated even experimentally. 
Certain objects are displayed to the patient for a short time. She states each time 
that the feeling of strangeness when she looks at them continues unchanged. Then 
after she has had a look at the object she has to shut her eyes and picture it—for 
example a wrist watch. ‘I pictured it quite clearly, but only for a short time 
and then it was gone, and then it was there again and soon it disappeared again.”’ 
(‘‘ No feeling of strangeness ?’’) ‘‘ No. I tried to picture the watch and then I 
forgot myself and forgot the wrong feeling as well.’ Then the same thing was 
tried with a brush as the object. The patient was also told during the picturing 
of the object to pay attention as far as possible to the feeling of strangeness. ‘‘ Only 
for a few seconds it was so clear in front of my eyes that I was able to picture it, 
and for that length of time I hadn't the strange feeling; but as soon as it dis- 
appeared I got the strange feeling again.” 

Then a meaningless drawing composed of letters and figures was shown to her. 
She looks at it for a while attentively. Then she was interrupted and asked about 
the feeling of strangeness during the time she was looking at it. ‘ It had become 
much less while I was looking at it to find out what it meant. My head became 
much clearer, but not quite clear.” Then something in small print on wrinkled 
paper was offered to her to read. ‘‘ It was difficult to read because it was wrinkled, 
but my head wasn’t clear. The feeling of strangeness was the same.” In other 
experiments she was told to shut her eyes and try to think of nothing. Then, 
immediately, she was to pay special attention and say whether anything appeared 
before her mind’s eye. She reported that she had seen nothing. But, in later 
experiments, she saw a soldier from Nelson’s time; a servant girl cleaning away 
dust and, when that disappeared, a man on a bicycle, etc. ‘Towards all these 
phenomena she had a definite feeling of strangeness. 

One morning, an hour after she had again had another of her compulsive 
experiences, she was told to imagine this again as intensely as possible, and to do 
so with any content she liked. After six seconds she said: ‘ Yes, I pictured that 
l was going to jump up now and throw something through the window.” ( Was 
the experience the same as before ?’’) “No.” ( What was the difference ? ’’) 
“ There was nothing compulsory about this.” (“ Howso?’’) “ I didn’t have any 
fear now that I should really doit. This morning I had that queer, unreal feeling 
with it, that I might lose contact with everything.” Finally, the patient was given 
the task, as soon as she again got this feeling with compulsive impulses in the 
morning, to try and picture to herself how she had felt just before, or how she 
had felt while talking to the physician on this occasion. 

After four days she reported that she had often carried out this exercise and 
had been certain that she had been able to attempt it satisfactorily. (‘‘ And at the 
moment you were doing it ?’) “ Yes, I remembered your task verv well, but I 
couldn’t do it. When the condition comes I am so horrified that I can’t think of 
anything else.” (“ Yet you remember the task quite definitely ?’’) ‘‘ Yes, I 
remembered what you had said, but I couldn't do it.’ 


The important point in these observations is this: the more receptively 
the total process is shaped, the clearer is the experience of strangeness. The 
more active, however, the factor 1s in the experience, the less evident is the 
feeling of strangeness. If we add observations from other cases, we would 
have to enlarge what has just been said by stating that both the extent of the 
capacity for self-observation and the capacity for strengthening the activity 
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of the tendency play a part. The difference is probably only a matter of 
degree. In that it is to some extent dependent upon some purely spontaneous 
change—related perhaps to volitional influences—a complete explanation is at 
the moment, and may remain, outside the possibility of a functional inter- 
pretation. 

But another question is this. How can a process acquire such a passive 
“colouring ” that it mirrors itself in self-observation as “ strange” ? The 
reason lies in the formal changes in the primary tendency directed to the 
material, the complete independence of which to the clarity of the material 
has been demonstrated. A feeling of strangeness is, indeed, often observed 
without any objective material that can be adduced to explain it : for example, 
when such a feeling appears in the gaps after the removal of thought. These 
pathological changes of the tendency fall outside the aim anticipated by the 
self-observation tendency which overlaps the whole process. Expressed in 
functional terms, they represent irregularities in the tendency directed on the 
material to which no parallel processes correspond in the self-observation 
tendency that anticipates the aim of the former. In this manner we can get 
a better understanding of the essence of what has been called, so far, the 
self-observation tendency: from a consideration of the mutual relationships 
of the anticipatory tendency and the material tendency, we are able to gain 
an understanding of the phenomena of self-observation. 

With defective functioning, or indeed with complete absence of the over- 
lying tendency, changes in the material tendency and its consequent trans- 
mutations are not experienced any longer as such—i. e., there is an absence 
of a feeling of strangeness and of the feeling as to whether it is adequate or 
inadequate. In normal experience, definite change in the material tendency 
is possible only with the absence of the overlying tendency, i. e., in dreaming. 
For the schizophrenic processes so far considered, the abnormal element 
would seem to lie in this, that changes within the material tendency already 
occur even while the overlying tendency may still be fairly well-preserved. 
Further abnormal changes of function of the latter tendency which set in 
with development of the disorder, however, take their origin as was said above, 
out of the deeper changes of the material tendency. So here lies then the 
functional differences between schizophrenic thinking and dreaming or the 
thinking when going to sleep. In going to sleep, the overlying tendency 
disappears primarily, and it is only secondarily that the material tendencies, 
no longer controlled, can show definite changes which are in many ways like 
schizophrenic processes. Psychologically they can be designated as a gradual 
loss of consciousness. | | 

The schizophrenic processes that have to be considered here show primary 
changes of the material tendency which secondarily lead to a pathological 
change in the anticipating overlying tendency, but not to its actual loss ; for 
this reason we do not speak of a complete loss of consciousness. 
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By this mode of approach to the relationship of both tendencies to one 
another we easily get a clearer understanding of further processes that are 
Telated ; such as dozing in a normal person. It is characteristic of this state 
that the material tendency is indistinct, and that it fluctuates, often consider- 
ably. Experiences are never felt as “ strange ”, “ unwilled’’ or “ made ”’, 
because, as recalling them shows, we can scarcely anticipate the aim, or only 
very indistinctly. In other words, changes of the material and of the over- 
lying tendency correspond in some way, mutually. This also helps to explain, 
how, within a certain range of schizophrenic disorder, the patient does not 
complain of any thought removal in superficial thinking, but only in such 
thinking as demands great concentration. The more sharply the material 
tendency is directed and the more narrowed the required performance is, the 
more markedly do the deviations of the former mirror themselves in the now 
more sharply defined anticipating tendency—compare the behaviour of Case 
17 at rest and when required to picture (Example 26). 


Example 46.—Case 14 said: “ Fora long time I had the feeling that my thoughts 
suddenly are taken away suddenly and are interrupted, and then J cannot go any 
further. When such stops occur only my deep thoughts are lost. I can only 
think of superficial things, for example, what I see in front of me.” 


III. Hallucinations. 


The descriptions given by schizophrenic patients of their hallucinations, 
as is well known, are very variable. The reasons for this have been examined 
by C. Schneider (4). Schröder (12) pointed out that reports on the quality of 
experience in hallucinations can change in the same patient with more detailed 
investigation. Even when the patient denies any real difference between his 
perceptions and his hallucinations, an experimental reproduction of the 
hallucinated object makes it clear that a complete differentiation between 
the two is possible to the patient. Schneider (4) repudiates the reference of 
schizophrenic hallucinations to any ordinary perceptual experience, regarding 
it as quite inappropriate. 

In general, though not sufficiently in the literature, it is recognized that the 
individual patient very often is unable to distinguish between different 
pathological experiences which we keep separate by terminology and ordinary 
clinical usage. We often find that a patient when questioned makes express 
distinctions between foreign thoughts and hearing voices, or between visual 
and acoustic hallucinations; but often at the next interview the patient’s 
statements on this point differ widely from the earlier ones, whilst distinctions 
` formerly made become uncertain. 

We made extensive observations on this very point. The following 
reports given by one patient may be quoted as an example, as the most 
varied schizophrenic phenomena here find expression. 
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Example 47.—Case 3 is a Swiss by birth. Until her fifteenth year she chiefly 
spoke Swiss-German, but since then she has not spoken it. She lived partly in 
France and partly in England, where she married, but was soon left by her husband. 
Six years ago she had an acute schizophrenic attack. Since then she has been 
stationary, well-preserved, looking after her own little household. It is easy to 
get her attention ; her affect is scarcely changed. 

In the first examination she said that voices spoke to her, mostly only one voice 
at a time, which she could clearly recognize as either male or female. Lately it 
had been, for the most part, a child’s voice. [That it is a child’s voice which speaks 
to her, in the dialect known to her as a child, is of importance for the structural 
background of the ‘‘ material ” ; this cannot be gone into further here.) It speaks 
to her exclusively in Swiss-German. Furthermore, she reports occasional visual 
phenomena, which she does not bring into connection with the voice. ‘I look ata 
newspaper. There was a caricature, and then there comes out of the paper a 
whole face of my dead brother; it came out towards me, and then I called his 
name.” With regard to the voices she said expressly: “ I don’t think it myself ; 
it seems an answer to what I have thought.’’ Two days later, at the next examina- 
tion, she answers the question whether she can clearly keep separate her thinking 
and the content of the voices: ‘‘ Yes, they can be separated, but often they get 
mixed up. If I have thought something, then something says in German that 
must go through the brain. Then I know that’s me.” She describes the voices : 
“Yes, I can hear every single word. It is not a loud voice. I don’t hear that. 
One thinks that one hears it.” And further: '‘ It speaks from the table, from 
the wall, from everywhere, whatever is in the room. Earlier I thought as though 
there were spirits there, although I don’t believe in anything like that.” (‘‘ Do 
you see anything at the same time ? ”) “As I hear something then I can picture 
it, and even if I don’t want to, then it occurs by itself.” (“ How is that ? ’’) “ First 
I hear it, and then it comes into my mind and, I can’t express how it happens, but 
I see it ’’—(“ Really ? ’’)—“ It’s the things which force themselves on me.” 

During the next examination, while the physician was making notes, some 
bells were heard outside. The patient interrupts spontaneously: ‘‘ Do you see ? 
Now I hear the bells outside ’’—[this is so]—*‘ Then I hear ‘ Ah jetzt lute sie ’ [‘ now 
they are ringing ']; this comes to me in Swiss-German, and then I hear ‘ Jetzt 
denk aber nicht auf die Lut’ [‘ now you must not think of people ']; ‘ Unsere 
Lut sind andere Lut’ [‘ our people are different people’]; to them you must 
speak English ; and then—ring the bell for Church and School. I shall now hear 
all day ' De Lut, De Lut’ [‘ the people, the people ’] ringing in my ears. But 
these are not English people and it says—they are Germans. Through the idea 
of the church, it goes on to work itself out, and it may be a priest and it may bea 
clergyman—these are the people. It may come to be a prayer, but I must not 
think of that, for it brings with it all sorts of people like worshippers, priests and 
the like—and I must get out of it and think of women who won’t have anything 
to do with that sort of thing either. For if I give one thought to that it would 
force me ‘ to go to Rome’, and it would be that ink bottle they would force me 
to worship, and that would not be the right sort of prayer, would it ? Later on it 
makes this ‘ Ferindenrot, Ferindenrot ’ [‘ the sound of peals of bells’}]; now you 
see how it is connected with something like bells ringing. It’s as if it was trying 
to explain itself. One could hear it far down the street, that ringing—when you 
go further still you hear it—now they come again, women and child and a man; 
I've seen them somewhere—and then come imaginations, and I myself don’t have 
imaginations. Then it comes to something one might compare to it. You see 
how it seems to work itself out further and further—there’s a ring on my finger 
for instance. You see it compels me to look at something.” (“ At what ?’’) 
* What there is in the room that belongs to it” [she points to a curtain ring 
that happens to be on the table] ‘‘ I must look at the thing that is connected 
with the thing that is made in me. Now this seems to be the end. ‘Nun 
gehet leise, ringsum im Kreise, der liebe Herrgott durch den Wald’ ’ [a German 
song which she has altered from “ Nun gehet leise auf seine Weise ”’, i.e., she 
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has changed “ Now walks the Good Lord in his own way, silently through the 
forest ” to ‘‘ Round in a circle,” etc.]. “ That all arises from the church. You see, 
we have been talking about a church, and aring isacircle. It means as well that 
now is the beautiful time that one may go into the forest ; and it also means, now 
is the beautiful time that you may go into the forest alone with your sweetheart, 
and you may hear there a little sound ‘ rrrrh ’ in your ears, and that is the breath 
of God ” [here she points to her ears, ? *“ ringing ” in the ears]. ‘‘ That is the meaning 
of the whole thing ; you can see how it all comes out.” 

At a later examination she gave us an excellent example of her way of thought. 
Outside there was to be heard the clatter of plates. The patient, who was smoking 
a cigarette, said ‘‘ The noise of the plates outside forms itself into words. I’m 
smoking and when there’s cooking there’s smoke—and cooking and gas are the 
same thing—then suddenly I heard distinctly ‘ gas-oven’, and the voice says ‘ you're 
just such a rotten gas-oven.’ So it starts with what I’ve got to cook and it starts 
to give me orders, and it gets something to do with boiling water, and then it goes 
to ‘Wasserleitung ’ [water-pipes), ‘and then comes Leitungleid’ [grief], ‘ and 
Traurigkeit’ [sadness], ‘ and out of this I’m suddenly on the road ’ [? roadmenders 
and water-pipes!, ‘and when one lives in a house one has to pay for the water or 
else the inspector will come and make a fuss—for ‘ meals’ one can say ‘grub’, 
and that’s like the German ‘ Grab’ [a grave], so it goes on turning and sadness 
comes again. It seems to me as if every word was ‘ practising’ on me. When it 
speaks to me then I have to go and do it till the meaning of the word comes. The 
word itself may alter as well; for instance, if it says ‘ Leiden ' [suffering] then I 
am to ‘ Weinen ' [weep]. It wants to do that on me as a proof. It doesn’t only 
tell me'that but I must also feel it. Real tears run down my face and I have to 
feel sad, but J don’t want to. If it lasts a long time then I’m really sad, but at 
first I can brace myself together and stop it. It seems to me as if there is a man 
inside who does this in me, who forces me so that I must do things.” (‘‘ Do you 
really believe that ?’’) “ Well you see that’s just what I want to know, and I 
want to know whether it might be something like telepathy. = 

On the other hand, in a conversation the patient shows very little of this confused 
and almost incoherent way of thought ; but in the experiments with imagery the 
same disorder is evident. For instance, on being told to picture a wheel, she said : 
“ Yes, now the wheel is coming ; now I seem to be going into the wheel. One can 
run into it and it goes round with you. On the other side I see a cleaning machine. 
Ah, now I see how the ring is made. It’s my brother in America and he has a 
cheese factory. Now I see my sister; she is ill and limps. Now an old woman is 
coming in very slowly ; she limps and the child says [she refers to her hallucinated 
voice] ‘Would you like to go with them ?’ Now I can see clearly that she is 


standing here.” 

It is almost impossible in these examples to distinguish between the 
different pathological phenomena ; strange thoughts and impulses, visual and 
auditory phenomena are all confused. The surprising thing is that there is 
running throughout a meaning which it is still possible to follow. The changes 
never lie quite outside our understanding and, indeed, the patient will often 
help us with an explanation. The changes take place in the most varied ways. 
Sound-, word-, sense-, meaning-, memory-, or even sight-related material 
arises, but nevertheless each has its own particular quality of experience. A 
complete sentence, an interruption, an answer are all experienced as voices. 
If it is a change in sound then she says the voice “ practises ” on it. If the 
change is in meaning, then it “ brings ’’ somewhere, or it “ makes ” her. If 
something compulsive is the content, then it is as though a man is in her who 
forces her to do things; and finally, if changes come about through visual 
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recollections, things come up which she can actually see. In conclusion, 
she gives a comprehensive explanation which leaves no doubt that one thing 
has developed out of another—on the way, so to speak. One thing only is 
common to all, namely ; it is not she who does it, or is alone able to change 
it. Its done; she is passive. Here, very properly, we cease to make sharp 
distinctions between thoughts heard aloud, hearing voices, strange impulses, 
and visual hallucinations or illusions. Here it seems only a matter of material, 
i.e., in what form it lies prepared or may lie prepared; things related in 
sound are met with, less often related in tactile form, and very seldom in 
olfactory relation. The material comes up in the form in which it is found by 
the deviating tendency. That, according to the degree of the disturbance 
and the duration of the disorder, we get inadequate formation of the material 
can be brought into accordance with the views previousiy expressed. What 
distinguishes this case is, that in correspondence with the relatively slight 
development of the disorder and corresponding preservation of the overlying 
tendency, we get only changes which, for the most part, can easily be followed. 
In the same way these changes are not yet experienced or accepted with the 
degree of passivity which is so characteristic of many other schizophrenics. 

Naturally, in examination it depends often in what way the question is 
put, how far one can appreciate the fact that the fundamental value of the 
experience of the different phenomena named above is similar, or that it only 
differs for secondary reasons. Patients do not usually spontaneously ventilate 
these matters for the same reason that, usually, they do not spontaneously 
differentiate between what exists, and what is hallucinated. 


Example 48.—Case 7 said she heard sounds and heard voices, and, further, that 
she saw “ figures '’—‘‘ visualizations ’’—which were not clear, but became clear 
the more she was afraid of them. They could all be distinguished. (“ Is there 
anything there which ' binds together ’ pictures and voices ?’’) ‘‘ Yes, what they 
have in common is that they are both disagreeable, sad, and horrid.” And then 
spontaneously she said: ‘ The pictures are nearly always bound together with a 
sort of sound in my mind.” (‘‘Is the difference between the pictures and the 
voices the same as between ordinary seeing and hearing ?’’) ‘‘ The difference is 
not the same. The important thing is the disagreeable, sad part of it. Whether 
I see or hear them is in the background. But I am more scared by the voices 
than by the pictures. The voices are clearer and I can nearly always tell the 
ditterence between the two.” 

Example 49.—Case g said that in 1930 she had, for the first time, heard a voice. 
It was the voice of a physician, then on holiday. She then, in the summer, had 
seen figures in the air—often coloured ones. ‘‘ The persons who seem to be talking 
to me seem to mirror the figures before me.” These figures also create strange 
thoughts for her. She said spontaneously: “Often I can catch the thoughts 
which go from one figure to another.” (‘‘ How do you know that these are the 
thoughts of the figures ?’’) “ The thoughts are quite apart from me and foreign 
to my mind.” (' Can you easily get the ditference between voices and foreign 
thoughts ?’’) ‘ Mostly yes, but sometimes the thoughts of the figures can use 
the voices as a medium to get into my mind. This last week I haven't heard the 
voices any more, only when I think of that doctor earlier, then these thoughts 
bring back the hearing of his voice. The seeing of figures is not actual seeing, 
it is more feeling. 1 can also see them behind me.” (‘‘ Is there then between seeing 
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figures and the voices the same difference as between ordinary seeing and hearing ? °’) 
“ Yes, you know, those foreign thoughts—they are tied up with the ‘ seeing ’ of 
the figures and also with the ‘ hearing ’ of the voices in the air; so far as that they 
are the same. I can mostly differentiate them quite well if you ask me.” 


Perhaps the most illuminating example of the patient’s attitude to his 
hallucinations is that of a case, not included in any of the groups, of schizo- 
phrenia in a man æt. 28. His illness is of three years’ duration, and in spite 
of pronounced thought disorder his personality is well-preserved. 


Example 50.—(‘‘ How do these hallucinations differ from a cinema display, for 
example ?’’) ‘‘ If one looks at the cinema screen or the page of a book, one uses 
a mental effort. Where these pictures or voices are concerned, they cut right 
across and are quite apart from my own effort. d’m quite negative as it were.” 
(“ Suppose a loud-speaker was concealed in this room, could you distinguish 
between it and the voices you hear ?’’) ‘‘ Yes. In the case of the wireless I'd 
be merely startled and surprised. My mind has already disposed of it. In the 
other case I’d be anxious. I haven’t been satisfied as to what their motive is.’’ 
(“ But suppose the words were the same in both cases, what would be the real 
difference ?’’) “ I receive the wireless through my mental awareness. In the 
case of the voices it’s as much subconscious; it occurs on my ear-drum without 
any receptive willingness on my part. It catches me mentally bending, as it 
were.” 

Example 51.—Case Io. A spontaneous statement: ‘“‘ Two days ago, in the 
night, all my fingers curled up like claws.” (“A kind of cramp?’’) “ No. Not 
cramp, but it was quite involuntary. Later, I remembered and started thinking 
about it again, and I got a sort of animal feeling. I did not think that I would 
become an animal, but that something animal-like was happening in me. I felt 
that I was losing my reason and that I no longer had any control.’ 

Example 52.—Case 14, when asked about her abnormal experiences, reported : 
““I see or feel and hear all that, but I can’t distinguish which. My mind is open 
to all sorts of strange influences.” 


Such reports could be repeated indefinitely. They, and especially the fact 
that the patients often contradict themselves in their statements, show that 
for them the chief impression lies in the quality of their having been “ made ”’ 
—the quality of being heard, felt or seen, often goes quite into the background 
as compared with this. Only thus can one understand how often patients 
are not clear as to whether they have seen or felt them or experienced them 
as voices It then becomes evident that they only obtained their meaning. 
We are too ready to interpret into definite terms what to the patient is indefi- 
nite. Let us make clear once more what was said as to the transformation of 
the material. In every experience the material, to which the tendency comes, 
undergoes a transformation and is left thus on the tendency leaving it for 
other material. With the next experience it is again transformed by the 
activity of the tendency. So a schizophrenically-changed tendency may 
come upon normally-formed material and only change it in its significance, 
whilst another time the tendency may come upon material already changed 
in the way mentioned. Hence what often appears to us to be the patient’s 
. explanation is already part of the changed material, and has come to belong 
to the zmmediate experience. We meet these relationships in a weakened form 
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also in the normal. We would remind the reader of vivid fever dreams in 
which there are sometimes queer synesthetic experiences, for which it is 
dithcult to find verbal expression. Such abnormally-formed material is then 
often inadvertently in later waking experience taken in to the figure-formation 
and one gets resultant vague synesthetic images. 

In the analysis of the feeling of strangeness it was pointed out that this 
experience can be understood in the clearest way only formally, and that the 
contents of the feeling of strangeness—i.e., the material with which it is 
experienced—can change in its clearness and, indeed, that the feeling of 
strangeness is to a large extent independent of it. Our last discussion suggests 
that we should assume a similar relationship in hallucinations. It would 
certainly be desirable if we could confirm our conclusions by the statements 
of patients directly. We have only found, so far, that hallucinations show 
among themselves considerable similarities in the fundamental quality of the 
experience. We shall now show how they behave in relation to the images of 


the patient. 
For this purpose patients were asked to picture to themselves things 


which corresponded as much as possible to the contents of their hallucinations. 
It is important to note that they were told first to imagine something, the 
content of which corresponded to their hallucinations without, however, 
suggesting that they should bring the two into relation. Then they were 
expressly told they should again imagine to themselves what the voices, etc., 
had said, and this time if possible with the same feeling as they had at the 
time of their hallucinations. The patients were closely questioned as to the 
difierences. The findings are here given briefly. 


Example 53. Case 1, after imagining real voices. (“ The character of these ? ’’) 
“The voices I pictured go out from myself. The others I hear hallucinations] on 
the other hand come out by themselves without my doing anything.” 

Example 54.—Case 2. She said: ‘‘ Shortly after I woke up I heard two voices 
again. (‘‘ Had you the feeling of strangeness ?’’) “ Yes, the same feeling.” 
(“ Had you been dreaming ?’’) “ Yes.” (“ Was the dream connected with the 
voices you heard later ?’’) “ No, I woke up through something that I dreamt— 
I don't know now what it was—and then after some minutes I heard the voices.” 
(0 Single words ?’’) “ Yes, as I always hear it; single words that dont mean 
much.” She suddenly remembers the dream. (“ What was it? ”) “I dreamt 
something was wrong with me, and then that you gave me advice about it.” (“ Had 
vou the feeling of strangeness in the dream ?’’) “ No, I only knew that something 
was wrong with me. Only when I woke up and heard the voices of the sister and 
your voice I again noticed the feeling of strangeness.” (‘‘ You heard my voice 
while wou were dreaming, and later after you woke up?’’) “ Yes.” (‘‘ Were 
they different ?’’) ‘Oh, quite different. When I was dreaming I could only 
know what you said; I couldn’t catch the tone of your voice. But afterwards 
when I was awake I could hear the tone of your voice quite clearly.’’ (“ The 
werds too ?’’) “ Yes, I can no longer remember what, but as I heard it I knew 
what it was.” (“ How did I speak English then ?’’) “ It was just as broken as 
you are speaking now.” (“ And in the dream?’’) “ No, I don’t know. I 
remember that I later thought about your broken English, but I didn’t refer it 
to the dream.” (“ What was the difference between my voice when you imagined 
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it and my voice when you hallucinated it? ’’) ‘ For one I have to concentrate, 
the other comes into my head without my needing to.” (‘‘ Otherwise the same ? ’’) 
“ Pretty well.” 

Example 55.—Case 3. (The difference between imagined and hallucinated 
voices.) “If I try to do that by my will, then it doesn’t come out so clear, but 
if it comes in the other way (meaning the voices), then that comes exactly as though 
it had really been spoken. Now I imagine the tone of the voice, otherwise it is 
only words without a voice.” 

Example 56.—Case 4 hears voices clearly, can notice differences in dialect 
even. (Difference between imagined and hallucinated voices ?) ‘‘In the first 
case it is I who wishes it, who presents it to myself ; in the second case, however, 
the voices come without my intention. The character is otherwise the same.” 

Example 57.—Case 5. (The difference ?) '' The voices, when they are there, 
are clearer and more real than when I picture them, and they make an impression 
on me, but the others don’t.” 

Example 58.—Case 7. (The difference between visual phenomena and the 
corresponding visual images ?) ‘If I picture them, then it is much clearer than 
my visualization. There's a fundamental difference.” (‘‘ Yes?’’) ‘ The present 
images I made without anxiety by my own will, and I can control them. The 
visualizations came into my head without my intention. The images are always 
clearer and one feels that one can get them.” (‘‘ But why then are the visualiza- 
tions more real although they are less clear? ’’) ‘' Because of the anxiety, the 
difference lies more in the mood.” 

Example 59.—Case 9. (The difference?) “The more I concentrate, the 
clearer I can imagine. The voices, however, come of themselves, in a moment.”’ 
Spontaneously later she said: “ Yesterday at home I suddenly heard a piano 
being played high up in the air. I tried to get rid of it by imagining to myself 
another sound, such as when one bangs with a spoon on a pot. But this also 
went up inthe air. Then I tried again. Everything went up, and then I saw the 


kettle and heard its sound at the same time.’ (‘‘ Was there a difference between 
the piano playing and the noise of the pot ?’’) “ The difference was that I created 
one but not the other.” (“ Were not both sounds, as it were, real ?’’) ‘‘ Oh no, 


only that which I didn’t create was real.” 

Example 60.—Case Io was required to picture something like an animal, and 
at the same time to take up the appropriate attitude and describe the difference 
between this and the feeling in the night. “ Yes, I can imagine that, but it isn't 
the same. This is voluntary and doesn't make the same impression on me, and I 
can stop it if I want to.’ 

Example 61.—Case 14. (The difference ?) “No comparison. You see, the 
voices are there clear and plain, and, in imagining, one has to think of them.’’ 

Example 62.—Case 15. (The difference ?) ‘‘ They are not the sort of voices 
that I can imagine. It is rather a visualizing that comes from my head to my 
ear; it seems a different sense.” (“ Which is clearer ?’’) ‘“ If I picture my friend’s 
voice.” (‘‘ What is more real? ’’) “ The voices are often indistinct, but they 
exist.” 

If we compare these statements with those we get when we ask schizo- 
phrenics directly about the difference between their hallucinations and their 
perceptions, we are struck by the fact that the reports here given are from one 
point of view very much more unitary. In the essential point of the difference 
in experience they are all at one. The imagined object is felt as subordinated 
to one’s own initiative whereas the hallucinated thing is “ made”. This 
difference is emphasized even when the sensory clearness is less than that of 
the images. For us, this is the important point. The experience can change 
from the greatest clarity to the utmost haziness, but it is quite independent of 
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the nuclear experience of passivity the structure of which we have already 
discussed. 

The patients’ report is noteworthy also on account of the manner in which 
they try and imagine their hallucinations when asked to do so. It is under- 
standable that only a small proportion are capable of this. Many of the 
patients who were no longer hallucinating, or only did so rarely, said it was 
impossible to imagine them. 


Example 63.—Case 3. “ I only need to sit and say nothing ; and not pay any 
attention, and then it comes on all by itself.” 

Example 64.—Case 4, when asked to imagine her hallucinated voices, said : 
““ It’s just the same. I can’t imagine it without hearing it as well.” (‘‘ Then do 
they always come ?’’) “ Yes, I could do it, but I fight against it.” When she is 
imagining hallucinated voices she always holds her hands over her ears, which 
she never does when she is imagining real voices, nevertheless. 

Example 65.—Case 7, after 35 seconds, said in answer to the same question : 


“ Yes, I can do that.” “(How is it done? ”) “ By remembering.” (‘‘ Could 
vou remember it at once ?’’) ‘ No, I got it quite gradually.” (‘‘And the other, 
imagined pictures ?’’) “I can see them practically at once if I shut my eyes.” 


1“ Was the experience the same as if you actually saw the pictures ? ’’)—hesitating 
—" Yes, but before, when I saw them it was more real. It frightened me more, 
and besides that I have the possibility of stopping these pictures. (‘‘ Is it the same 
before your mental eye ?’’) “ Yes, I’m sure it is the same.” 

Example 66.—Case 9 said: “ The ditficulty of imagining the figures in the air 
lies in this, that I have first to remember them.” (‘‘ How ?’’) “ The things that 
vou tell me to imagine, like the umbrella and so on, they came before my eyes 
when I closed them.’’ She tries to do it again—she remembers the figures, and 
then she sees them actually. (‘‘ What is the difference between imagining ordinary 
things and these figures in the air ?’’) “ The way is different; opposite. For 
example, the ink-well there I can see it first, and then the image comes more easily ; 
but the figures, I picture them first and then some of them are really there. I have 
called them up by imagining them. It is the other way round.” 

When asked to imagine her voices she said: “ That is very difficult. I have 
to force myself to remember.” (‘‘ In the same way that you pictured the doctor, 
before ?’’) “No. With him it was this way, that I remembered him all the 
better the more I thought, but with the voices it has to come suddenly by itself.” 
Next time, when she succeeded in picturing her voices she said: “ I had to go 
back to remembering, and then it came suddenly.” 


C. Schneider (4) pointed out that with patients of a certain type the voices 
increase in frequency with increasing direction of attention. The fact that 
in schizophrenic end-states, as a rule, definite hallucinations are not demon- 
strable, he explains by the conception of habituation and also by saying that 
the patients can no longer so clearly grasp their immediate state of experience. 
We must examine these cases rather more precisely than Schneider did, who 
rather unfortunately made use of “ habituation ° as an explanation. Have 
we any right to differentiate between some immediate state of experience and 
the impossibility of being able to grasp such an experience ? (We speak in 
this sense of some absolute impossibility, not denying, of course, that thoughts 
may be incompletely realized—even in normal life.) Making fewer assump- 
tions, and from our point of view more satisfactorily, we can say that the one 


r 
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is merely the expression of the other. In other words, whereas in schizophrenic 
end-states the overlying tendency with its end-anticipating is seriously dis- 
turbed, there can be no self-observation, and, in addition, and for the same 
reason, we can no longer demonstrate the structure which lies at the basis of 
the feeling of strangeness and also of hallucinations. 

As to the “ toning ” of attention which can allow hallucinations to increase, 
the statements of patients given above show that it is a question not of any 
general attitude of attention but one of a particular kind. It has at any rate 
quite a different character to that which is brought into action for evoking 
images of real objects. In the last case it only exceptionally happens that 
hallucinations arise from the attitude adopted, whilst it appears to be the 
rule in the former case—that is, when the particular “ tone ” of attention is 
attained. "We would conclude from this that the patients who can imagine 
their hallucinations satisfactorily take on an inner attitude which approximates 
to or is the same as the state which is present at the time of the spontaneous 
occurrence of hallucinations. With Case 7, who at the time was no longer 
hallucinating, the attainment of this state lasted 35 seconds, while the picturing 
of real objects could be done at once. This patient and Case 9 also told 
fairly clearly the way in which they attained the condition. They would go 
back to the memory of the state of total experience at the time they were 
hallucinating—a state attained with varying difficulty in different cases ; 
Case 3 has merely to let her attention wander. It is much the same with 
Case 4. For the last two patients it is rather more difficult. 

These different degrees of possibility we can study in the conditions attend- 
ing the half-waking state. This state can be conditioned by circumstances ; 
then it will need some active process in order to awake. In other circumstances, 
if this state is not given primarily we can wish or intend to doze. This active 
process depends upon an intact overlying tendency. What the intended 
process develops into, after the attitude is attained, depends on the behaviour 
of the tendency directed on the material and its relation to the overlying 
tendency. 


Definition of Hallucinations and of Feeling of Strangeness in Terms of Analysis 
of Function. 


What, so far as our observations have gone, are schizophrenic halluci- 
nations ? 

(1) From the point of view of their content they are “ by-products ” of 
thinking—certain changes in thinking. Corresponding to the degree of 
fundamental disturbance their content shows clearly, indefinitely, or no longer 
recognizably, a connection of meaning with what was primarily intended. 
This deviation from the intended course can occur in different ways: by 
sensory connections, by form, by sound, by verbal connection or through 
the meaning. 
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These changes are conditioned by primary disorders in the tendency that 
is directed on the material, this being no longer directed with sufficient strength 
and precision on figure-formation. As soon as the material used by the 
tendency is touched upon, lying as it does in the form of a complex, it has to 
be “ re-stamped ”’ in the direction of the figure-formation that is being striven 
after. This “ re-stamping ” may only occur incompletely so that the old 
complex as a whole, and perhaps other complexes which have been drawn by 
the unprecise tendency into the process, are activated. As was previously 
pointed out, material that is quite inappropriate, but yet will always spring 
up in the mind, cannot be kept away by the unprecise tendency at all satis- 
factorily. l 

(2) The experience acquires a certain quality which leads the patient to 
believe that something has actually been perceived. This results from that 
particular passivity with which the patients regard the happening. They 
have no feeling of having intended the hallucination as, for example, is the 
case in experiments with images. We may say that the tendency which 
overlies the process of figure-formation and anticipates the direction of aim 
has not set its mark on these side-complexes. Or, expressed in a different 
way, there are structurally no similar changes in the overlying tendency to 
correspond to changes in the material tendency. Thus these parallel complexes 
are formed outside the anticipated aim. Psychologically expressed, they 
appear both unexpected and strange. 

These relationships between the material and the overlying tendency come 
to expression most readily in the phenomena of self-observation. If, through 
profound changes in this pair of tendencies, the overlying tendency has 
become in particular insufficient, then as the changes of the intended material 
reach a greater degree, they are no longer realized as strange or as percept-like 
phenomena, because, for the latter tendency, there is no longer a clearly 
anticipated aim with which what has developed may be contrasted. 

(3) As regards the sensory quality imparted to these side-complexes, we 
have to differentiate between intensity and quality. If, for example, in many 
cases, without sharp differentiation, foreign thoughts go on to thoughts spoken 
aloud and to the hearing of voices, or, if the patient at the same stage of the 
disorder experiences foreign thoughts as well as hears voices, this can only be 
regarded as a gradually increasing degree, or perhaps a situation-conditioned 
fluctuation, of the disorder. 

The actual quality of the investment at a certain moment can be referred 
back to the sensory investment of the particular material-complex that is 
selected. Let us consider the level at which the schizophrenic changes occur, 
in contrast, for example, to the amnesic, aphasic or the agnostic. Here, 
there is a sensory connection, but a very distant one, in which the disorder 
comes to expression, and therefore these relationships will be completed 
primarily in inner speech. Thus we arrive at the interesting conclusion that 
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the by-complexes also have predominantly the character of inner speech and, 
corresponding to this, are experienced as voices. Undoubtedly here individual 
differences play a part for the formation and investment of the material 
complexes. If anyone is accustomed to clothe his thoughts in a visual form, 
then he may, as a schizophrenic, not only hear but also see his foreign thoughts 
—a statement that is, of course, not infrequently made. One of our patients, 


whose memory material must be regarded, from his own statements, from his | 


school record and from the imagery experiments, as being predominantly 
visual, began in his schizophrenic attack to see foreign thoughts “round 
about his head’’. We cannot otherwise understand how it is that so often a 
particular sense is hallucinated, or how the content is often in some way 
sensorily blurred or experienced as synesthesia. (How far this is true also 
for bodily hallucinations, such as the feeling of being electrocuted, was not 
investigated, and must therefore remain uncertain.) 

(4) The absence of an external stimulus, or at least of an adequate external 
stimulus, can often determine the total character of an experience in schizo- 
phrenic hallucinations. In such cases one is told, as with Case 15, “ the real 
voices come from my ear into my head, but my voices go from the head into 
the ears.” Such explanation, however, can be lacking, and then we find that 
the patients do not know even whether they would hear the voices as well 
with closed ears before they have actually tried. Now every real identifying 
perceptual performance is under the influence of a presumption as to direction 
given by the overlying tendency. By this, as also in other ways, it is protected 
from false or overwhelmingly inappropriate images that might come into the 
performance. In hallucinations, however, it is these very side-products that 
make up the total content. So in conjunction with the absence of an external 
stimulus we can easily understand the reaction of almost all schizophrenics 
towards their hallucinations, namely, that with even uninteresting content, 
they regard their hallucinations quite otherwise than they do real perceptions 
of the same content. i 

(5) So far, in this connection, as the reality judgment interests us, it may 
be regarded as dependent on two things. 

(a) The alternative that is given the patient by normal experience, 
i. e., perception or image ? and 
(b) the fact that the possibility of self-observation is still preserved. 

From what has been said on this point, at least this is clear: the way in 
which hallucinations that appear to have a perceptual character need not be 
taken for real by the subject. 

We will now make some brief remarks on the difference of these sensory 
disturbances to those of delirious hallucinations. The important point with 
regard to the latter lies in this: through the primary loss of self-observation 
there is no clear differentiation between perceptions and images. Here 
images, hallucinations and perceptions are actually along one line of direction 
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—for example, as to their suggestibility. That alone makes delirious experi- 
ences qualitatively dreamlike. 


Here the active element in the images cannot be differentiated in experience 
from the passive element of the perceptions, or only for a relatively short 
time. So the patient, in the real sense of the word, can no longer survey his 
experience. As another expression of the loss of the overlying tendency, we 
can add that the aim or the direction of the perceptual performance is antici- 
pated only indistinctly or not at all; thus, wrong image material is taken 
from the side of the material tendency and is included in the performance 
(for example, illusionary mis-identification). In this way the possibility of 


control given him by the external world is accessible to the patient only 
within a very limited range. 


We have a very interesting record from an arterio-sclerotic patient worth 
mentioning in this connection. 


Example 67.—The patient was well orientated in space and time, and showed 
only slight signs of dementia. She had been almost blind from choroiditis since 
1918. Nine years earlier after a small, or several small, cerebral accidents, she 
gradually had acoustic and, later, visual hallucinations which, until the present 
time have remained unchanged. She sees figures (human beings) and hears them 
talking and speaking to her in “ lovely singing and clear voices ; every word they 
say is quite clear ’’. The attitude of the figures always corresponds to what they 
say and sing, “ they dance to some unspeakably lovely music ’’. The figures are 
many-coloured and are quite easy to see in all their details, much more clear than 
she sees actual things. When asked how this can be, she says: “ Its all quite 
possible, there is nothing surprising or improbable in it.” Her attitude contains 
no desire to explain them. She regards them as an entertaining occurrence—at 
least not as morbid. She only talks about them to doctors ‘‘ in case that interests 
them.” With this patient a series of imagery experiments were made. It was 
found that the hallucinated and the imagined object were present at the same 
time and in the same region of experience. At the beginning of each experiment 
both showed for a considerable time a certain independence of one another in 
their behaviour; regularly, however, they gradually became fused into an inner 
unity. Here is an example of this. The patient was required to imagine a tele- 
phone on the wall. “ Yes, I see that quite clearly.” (‘ What are the figures 
doing ? ”) ‘‘ They are wandering round.’ (‘‘ Any figure at the telephone ? ’’) 
“ No, they are wandering through the wall where the telephone is.” After a 
minute and a half. (“ Now look at the telephone and tell me what is there ? ’’) 
“ Yes, now a lady, one of the figures, is taking the telephone and talking.” (‘“ What 
is she saying?’’) “I can’t hear.” (‘ Listen.’’) “She has the ear-piece in 
her hand, but she says to me: ‘ Mrs. B—, I am not talking through the telephone.’ ” 


Such a fusion of the imagined and the hallucinated voices both as to content 
and as to quality in experience—which we can call an actual identity—is not 
to be expected in schizophrenics, and has never occurred in our very numerous 
experiments. We cannot, of course, deny that there is a difference between 
the hallucinations and images in this patient, for she distinguishes them, at 
any rate at the beginning of the experiments, but there is no essential factor, 
as in the schizophrenics, which distinguishes them absolutely in experience. 
This sort of hallucination lies on the way to delirious hallucination. 
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With regard to the experience of strangeness in the schizophrenic we can 
now put the matter briefly. We found that it could appear independent of 
any content. Its essence corresponds to the purely formal changes (such as 
thought removal and deviations) of the material tendency, for which there is 
no anticipating correspondence in the overlying tendency. These pathological 
changes must often be of considerable intensity ; they are frequently described 
by the patient as bodily sensations (blows on the head, etc.). This indepen- 
dence of actual content can best be seen from the statements of patients. 
“It is a horrible feeling, as if I lose contact with everything ’’—an expression 
we hear frequently in almost the same words; this also expresses with great 
vividness that it happens quite apart from anything which might be anticipated 
by the patient. 

In this way the fecling of strangeness and the hallucinations of schizophrenics 
have been brought functionally into close relationship. Apart from the 
different degrees of intensity and clearness with which both can be experienced, 
hallucinations would only, so far as they are being discussed here, be differen- 
tiated by the presence of material from the feeling of strangeness. Also the 
experiencing of strange or queer thoughts does not represent anything essen- 
tially separate, and is only differentiated from hallucinations in that in the 
former case the contents do not usually go very far from what was primarily 
intended, so that the meaning can still be grasped. Or, expressed in functional 
terms: in such cases the deviations lie in a smaller circle around the aim that 
is anticipated by the overlying tendency. 


REMARKS ON THE MATERIAL. 


If the schizophrenic change in these cases is a primary disorder consisting 
of an alteration of the material tendency, then we should have to keep apart, 
both on theoretical and practical grounds, three different conditions with 
respect to the relationship of the tendency to the material. In the first, the 
tendency would be already changed, but normally-formed material would 
still be there to be transformed in experience. In the second case, together 
with schizophrenic tendencies, there would be already schizophrenically 
transformed material present. In the third case there would be normal 
tendency and schizophrenically changed material. We have already said that 
it is by no means simple to differentiate between such transformed material 
and the explanations given by the patient. But other schizophrenic features 
are at this point brought closer to our understanding : thus, for example, the 
propensity to neologisms. This shows the comprehensible and common 
principle of linking a material complex of definitely limited or striking stamp 
with a verbal expression in order that it may become easily capable of ex- 
pression. If such a material complex comes about through schizophrenically 
changed tendencies, then its “ name giving ” will have to be appropriate to 
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this relationship. Often such neologisms betray something of the manner in 
which such complexes have come to be. Thus a mechanic who feels himself 
electrically influenced speaks of “ brain-kilowatt-hours ’’, or a resistive patient 
talks of “ behelling ” injections. A normal child often produces neologisms 
which point to newly-founded material complexes that from the standpoint 
of the adult, have come about in an incorrect way. For instance, a child 
who, one Christmas, had been frightened by a loud noise in the room above, 
puzzled its mother by asking where was the “ Christmas-bang ” on the next 
anniversary. Maver-Gross has pointed out how often quiet schizophrenics regard 
their absurd conduct and completely incoherent thoughts as the most natural 
thing in the world. This fact is explicable by thinking of complexes that 
have been formed in this way and which now lie ready for later use in experi- 
ence. But since the florid schizophrenic phenomena, that is, thought disorder, 
may persist at the same time, complexes so found do not remain long in the 
same shape, because, with each experience, they are re-stamped anew and 
even more aberrantly. Thus one rarely obtains the statement that a certain 
thing is “ the most natural thing in the world ’’' twice from the same patient— 
he has gone on to another reshaping of the material, and furnishes other 
explanations. This has been observed by every clinician, but is too little 
emphasized in the literature. 

If now the argument that has just been developed is correct, then in the 
cases where there is good remission, a third state should be demonstrable in 
which the tendencies no longer show any changes, but in which the material still 
shows clear traces of a schizophrenic imprint. In this connection we would 
refer to the many-sided residua of cured schizophrenics. This is well shown 
in Case 2, who two months after the experiments described above, showed a 
very good remission. : 


Example 68.—When imagery experiments were undertaken with this patient, 
she showed no abnormalities, but she complained bitterly that she was far from 


being quite well. “ I feel in myself somehow that I can’t explain.” (“ How?) 
““ I’m better than before, certainly, but not right vet.’ (‘Is there still a feeling 
of strangeness ? °) “ No, that is better; but I don't know. It is queer at the 


present moment and often is, but not as it used to be. If I sit in the dav-room, 
for example, then everything looks queer, just as before, but I don’t feel myself as 
queer as before. I could not express it in simple words. I am sure if I were now 
to look out of the window of the ward [where this patient had spent three months] 
everything would look quite as wrong as before. In the garden there is no corner 
which, when I look at it, doesn’t look queer to me in some way.’ (“ Everything 
else too ?'') “ No, that’s why I would like to go away from here. When I was 
with my family for two days at the sea and one day at home, everything was all 
right and did not look wrong.” (“All the time ?’’) * Only when I looked some- 
times at my mother and sister did I get that queer feeling.” (“And your father ? ’’) 
“I always see him right.” (“And your three brothers ?’’) “ Yes, they are all 
rigeht.’’ (‘' Who visited you during vour illness ?’’) ‘‘ My mother and my sister.”’ 
(© Your father and your brothers ?’’) “ No, they were never here.” (“And the 
people here? "’) “ They all look rather strange still.’ (“And the doctor who 
came to see you two weeks ago for the first time ?’’) ‘‘ No, I didn’t notice anything 
wrong about him.” (“ Me? ”) “ You are still a bit strange. When I got into 


44 CHANGES IN SCHIZOPHRENIC THOUGHT DISORDER, "Jan., 


the car yesterday the impression which one has in driving by houses was as queer 
as ever.” (‘‘ How did you come here in the beginning ? ”) “In a car. That 
was my worst day. I had the feeling again yesterday, but it was rather different.” 
(“And you yourself ?’’) ‘‘ Yes, my hands still look wrong.” (‘‘ And people and 
things at the seaside, the day before yesterday, and yesterday ? ”) ‘‘ That was all 
all right.”’ 

This conversation, with the questions put by the investigator, shows that 
it is possible to predict the answers of the patient—all the material that was 
re-stamped schizophrenically during the first phase of the illness still bears 
clear signs of this re-stamping. Now though normal tendencies are directed 
upon such material, there yet comes from it an experience that reminds the 
patient, in certain characteristics, of the experience during the acute phase. 
On the whole, however, it is experienced otherwise because, on account of a 
normal tendency, the actual experience of strangeness is lacking. The other 
material which was not transformed during the illness (father, brothers), or 
which is now being shaped for the first time, shows nothing peculiar in experi- 
ence. It is clear that this observation represents an important keystone of 
the ideas that are being presented in this paper. 


THE FIFTH GROUP. 


The five patients of this group have not so far been mentioned. They are 
different essentially from all the other patients, but are very similar among 
themselves in the various points that characterize their total state, whether 
this state was attained by gradually progressive development or after a 
succession of florid attacks. They showed no hallucinations, no interruption 
or substitution of thought, no feeling of strangeness—in short no phenomena 
that could really be called florid. They only exhibited abnormal affective 
behaviour. This could in all of them be called definitely one-sided. One 
patient showed continually a slight grumpy and paranoic attitude, although 
it did not always come to expression in words. Another was completely 
indifferent and reserved; a female patient was always superciliously 
recalcitrant ; another, slightly querulous with, commonly, an attitude of 
defence ; and the last was simply always bored. It was easy to get in touch 
with all of them for a superticial conversation, but its limits were defined 
clearly by the affective attitude. Here and there abnormal contents were 
produced which, however, were less the expression of a momentary disorder of 
thought than strange notions which were fixed and not the product of the 
moment. This general description will suffice to show that it is a question 
here of a well-defined and not uncommon schizophrenic state known to every 
psychiatrist. We believe that in outlining the examination of these five, we 
have given sufficient attention to this type. 

The findings in the imagery experiments were just the same in all. They 
showed not one of the features which were found in the patients of the first 
four groups. Not only that, but in imagining single objects they could all 
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keep the imagined thing for an extraordinary length of time unchanged—far 
longer than it is usually possible for normal people. Naturally there were 
differences in so far as one imagined better acoustically and another visually ; 
or perhaps in some individual sensory field (usually tactile) nothing could be 
imagined at all. At any rate, where something was imagined a duration of 
I2 to 30 seconds was common. With the pictured scenes, details were 
mostly left out, but even here there were no features characteristic 
for the other groups. But what was quite impossible in all these patients 
was to imagine or to reproduce a particular mood or a particular 
affective state when they were asked to do so. Characteristic of this is the 
statement of one patient who, when asked to imagine herself particularly 
pleased, replied: “ I cannot imagine any mood other than the one I’m in 
now. Similarly the rather paranoic patient who could not feel himself either 
anxious, angry or pleased, when asked to imagine two people telling him a 
good joke said after 8 seconds: “ I have been able to imagine it.” (‘‘ Did 
you see it or feel it?”) “I saw it. I didn’t know what it was, it might 
have been anything conceivable they were telling me.”’ 

Since this group cannot be worked out from a function-analytical point of 
«view as yet, this short report must suffice for it. Its separation was made 
on the following grounds: The cases in it showed among themselves points 
of similarity which were clinically and psycho-pathologically characteristic ; 
the chief of these were the affective peculiarities and the lack of really florid 
phenomena. It is just on account of the latter that our function-analytical 
considerations are not applicable to this group which we have applied to the 
patients in this paper who had hallucinations, a feeling of strangeness, and 
disorders of thinking. By this their special position is emphasized. This 
certainly does not mean any shortcoming in the point of view that has here 
been put forward the application of which to psychotic behaviour has here 
been attempted for the first time. Our findings will need to be carried further 
and deeper before we can investigate such a condition with likelihood of 
SUCCESS. 

In conclusion we desire to express our indebtedness to Dr. Edward Mapother 
for permission to use case material at the Maudsley Hospital. 
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ON THE ACTION OF CERTAIN DRUGS IN SCHIZOPHRENIA.* 


By H. C. BeccLe, M.B., B.S.Lond., M.R.C.P., D.P.M., 
Assistant Medical Officer, Springheld Mental Hospital. 


THE incidence of schizophrenia among admissions to mental hospitals has 
been variously estimated at from 12% to 16%. These statistics ignore the 
pre-psychotic states and all those schizoids who have, in these modern times, 
been assisted to exteriorize or readjust themselves without the invocation of 
the Lunacy Laws. 

It is an indisputable and established fact that incipient schizophrenics or 
pre-psychotic schizoids are being seen and diagnosed much earlier, and the 
increasing number of child-guidance clinics and psychiatric out-patient depart- 
ments bears witness to the assistance that these establishments render in the 
realm of mental disorder. One observes, for instance, very early dissociative 
types in a condition which Hinsie (I) describes as “ uneasiness ”. Delusions 
have not as yet definitely been formulated and aural hallucinosis is recognized 
as an abnormal phenomenon about which advice is sought. Insight is fairly 
complete and psychotherapy together with mild medication of a symptomatic 
variety is, on the whole, successful. 

This thesis, however, is only concerned with the established psychotic, in 
whom the mental disruption has attained such catastrophic dimensions as 
to necessitate the intervention of the Lunacy Laws. 

Within the last decade or so various more or less empiric therapeutic 
measures have evolved. A review of the literature on the subject of the 
treatment of schizophrenia demons’rates clearly the uncertainty of this 
illness under observation. Each method claims a modicum of successful 
results, which, however, are inconclusive. As in most other forms of disease, 
it is difficult to assess the valuc of the treatment, on account of the possibility 
of spontancous remission of symptoms. A very excellent summary of the 
experimental treatments of schizophrenia is given in a recent dissertation 
by Rudolf, in which percentage recovery-rates or at least improvement-rates 
resulting from the various forms of therapy employed, are compared with the 
discharges from hospital in a large series of untreated cases (2). As a working 
basis then, no conclusive results can be used to assess the value of any par- 
ticular treatment unless an improvement-rate of over 40% is obtained. Reme- 
dies include the method of Loevenhart, Lorenz and Waters (3), wherein varying 
quantities of carbon dioxide and oxygen are administered by a system of forced 

* An essay for which the Bronze Medal of the Royal Medico- Psychological Association was 


awarded in 1934. 
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respiration with good results, pyretotherapy involving the use of such agents 
as tuberculin, sulfosin (4), malaria and diathermy, physiotherapy employing 
baths of all kinds, massage, light from both extremes of the spectrum, and 
countless drugs. Further, the so-called “ twilight sleep ’’ phenomenon has 
engaged the attention of psychiatrists, and treatment by prolonged narcosis 
has been comprehensively essayed. Enough statistics have by now accumu- 
lated to justify the exhibition of this form of sedation in acute schizophrenia 
after the method of Kläsi (5) and Müller (6). The drug of choice is somnifaine, 
a potent barbiturate, the administration of which is reasonably safe and free 
from risk if adequately controlled by fairly frequent estimation of the hyper- 
glycaemic index, and combined with glucose and insulin medication as advocated 
by Quastel and McCowan (7) and Ström-Olsen (8). 

By acute schizophrenia is meant the type of adolescent psychosis which 
superficially resembles acute mania or acute confusional insanity at the outset, 
but which, on the history and in view of the progress of the case, must clearly 
be schizophrenic in origin. That this syndrome exists is borne out by the 
state of the patient after a period of treatment when quiescence is obtained ; 
for then the classical features of the disease emerge from the mental chaos. 
Prolonged narcosis is here the treatment par excellence ; and from a practical 
standpoint, an acute schizophrenic episode is often thereby cut short. The 
types of this disorder to be described do not, with rare exceptions, respond 
to any of the previously-mentioned modes of treatment. It is true that 
Hinsie (9) describes and reports on a case of hebephrenia developing in a young 
girl soon after puberty, in whom, by a procedure largely cathartic ın nature, 
partial familial, social and general environmental readjustment was brought 
about. Again, D. Schrifver (ro) presents a syndrome corresponding to the 
type usually known as dementia paranoides in a man of thirty treated by 
prolonged narcosis with complete recovery. It must be agreed, however, 
that treatment thus far has been empiric, and nowhere can one point to accurate 
pathology. 

The types of schizophrenia, other than the acute varieties previously 
mentioned, appear to fall largely under four headings, following to some 
extent May's (II) groupings, and these are given in the following table: 


TABLE I. 


I. Primary progressive deterioration of which the prototype is the 
dementia simplex of Diem, including the hebephrenia of Hecker. 

2. Autistic types ; the prototype being the catatonia of Kahlbaum. 

3. Intellectual inco-ordinations, namely, the schizophasias of Kraepelin 
and Bleuler. The mental condition here corresponds in a general 
way to the “ intrapsychic ataxias ” of Stransky, and amounts to 
what might almost be described as a “ kataphrenia’’, on account 
of the apparently complete disorder of thought evidenced. 
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4. Paranoid or true parergasic reaction types, excluding paraphrenia, 


which for present purposes does not fall within the group of 
adolescent psychoses. 


The thesis presented here is that these sub-groups of the schizophrenic 
psychosis depend to a great extent upon endocrine dyscrasia with particular 
reference to the gonads. It is also hoped to demonstrate that, with appro- 
priate treatment, some amelioration of symptoms, if not temporary recovery, 
can be brought about. Reference may be made at this stage to the work of 
Mott (12 and 13), who made a careful and intensive study of the pathology 
of dementia pr&cox. As the result of his post-mortem investigations, he con- 
sidered that this disorder was, in brief, a lack of neuronic durability dependent 
on the progressive failure and deterioration of the reproductive organs ; hence 
the continued failure and inadequacy of the “ master tissues’’ of the body. 
These findings have not, however, received general acceptance. Criticism * 
has been levelled chiefly by Morse (14) and Dunlap (15) at this generalization 
on the grounds that Mott’s cases were not clear-cut cases of schizophrenia, that 
the histology of the endocrines is normally far from standardized, and that, 
for example, in the case of the testis, cessation of spermatogenesis may be 
brought about by numerous factors, toxic and otherwise. It is a fact of 
some significance, nevertheless, that evidence of endocrine and general develop- 
mental inadequacies occurs with marked and regular frequency in the groups 
enumcrated above. The biological affinity between dysplastics and schizo- 
phrenics has already been admirably indicated by Kretschmer (16) ; conse- 
quently the germinal glands ın particular and the endocrines in general, have 
received much attention. Kraepelin, Bleuler, Kauders, Stanley and others 
have explored gland therapy vigorously without much in the way of conclusive 
results. Sippel (17), studying the effects of ovarian transplantation, observed 
a remarkable improvement, however, in three out of four cases so treated. 
This is, it may be permitted to think, a record of great value and presents 
a groundwork for the principles of a newer treatment enunciated in this 
thesis. 

In continuation thereof it must be stated that recently an agent of bio- 
chemical importance has been added to the armamentarium of endocrino- 
therapy, namely, the &strus-producing substance. Further, experimentation 
with a drug, the effects of which are not generally known, has yielded some 
curious and stimulating results, which, it is ventured to suggest, are worth 
putting on record. The drug referred to is yohimbine, which will be described 
in detail later. 

Commencing with the biophysiology of the female reproductive organs, 
the present state of knowledge suggests that, with regard to menstruation, 


there are four known hormones which induce and control this activity. These 
are classified as follows: 


% 


1935.) BY H. C. BECCLE, M.B., M.R.C.P. 49 


TABLE II. 


I. The follicle-maturing substance of the anterior pituitary, known as 
prolan A or Rho I. 

2. The luteinizing principle of the anterior pituitary, which has received 
the designations prolan B or Rho 2. 

3. The Allen-Doisy or cestrus-producing hormone, also called the 
follicular hormone of the ovary. 

4. The luteal principle of the corpus luteum. 


From a chemical standpoint the Allen-Doisy substance is best known, and 
some of its activities will now be described. Butenandt and Störmer (18) 
have found that the distillation of trihydroxy-cestrin (C,,H,,O3) from acid 
potassium sulphate yields two isomeric ketohydroxy-cestrins (C,,H2.O,) of 
which the alpha form is identical with that obtained from human pregnancy 
urine. For the sake of regularity and consistency, it is this form of cestrin 
which has been experimented with in cases of schizophrenia. The preparation 
is supplied by Messrs. British Drug Houses as “ (Estroform ’’, the unit of which 
is defined in terms of pure ketohydroxy-cestrin, as one ten-thousandth of a 
milligramme of this substance. This represents the quantity which produces 
cestrus in approximately 50%, of spayed mice after subcutaneous injection. 
The more usual form of standardization is given in terms of “rat” units, 
each of which, upon comparison, is equivalent to two B.D.H. units. 

(Estrin has been employed fairly extensively by now in menstrual disorders 
and in ovarian insufficiency, and a fair quantity of literature is now available. 
The results of Gardiner-Hill and Smith (19), and Dodds and Robertson (20) agree 
very closely. They report that in 45% of cases so treated menstruation was 
re-established, and that over 90% of the patients showed great improvement 
generally, irrespective of whether menstruation was established or not. With 
reference to the general tonic effect, similar results were obtained with injections 
of saline, so that some of the well-being produced by the treatment must be 
discounted. This does not, however, apply to the effect on the menstrual 
epoch. Again, the results of the administration of the ovarian hormone in 
a further series of menstrual disturbances were recorded by Severinghaus 
and Evans (21). These authors found cestrin of “ marked value ” not only 
in the irregularities themselves but also in the treatment of the concomitant 
vaso-motor phenomena. Stragnell (22) gives an account of the sequele to 
the exhibition of the ovarian hormone in a comparatively large series of 230 
cases of amenorrheea, and he notes positive results in 83%. 

Such responses are significant, and when applied to the female schizophrenic 
give rise to findings which are quite definitely of moment, a fresh therapeutic 
avenue being opened up thereby. The rationale of the treatment is the 
characteristic absence of catamenia and relative predominence of ovarian 
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dysfunction so prominently displayed in schizophrenic girls and women. Un- 
fortunately, in the case of the male the usual variety of testicular extracts 
must be administered, and these are notoriously of variable potency ; and, of 
course, there is no obviously demonstrable epochal event whereby the efficacy 
of such extracts can be controlled. The work of Lower (23) seems to indicate, 
nevertheless, that in the near future a sex hormone, similar in chemical nature 
to osstrin, will be isolated and in due course accurately assayed. It should 
then be possible to study the effects of this substance on the male schizophrenic. 
This testicular hormone has already been provisionally named “ androtin ”’. 
Even so, despite the variable and inconclusive results of testicular endocrino- 
therapy as reported by numerous authorities, it is hoped to demonstrate that 
an attack on male schizophrenia by means of combined testicular and anterior 
pituitary substance, in some cases with the additional aid of thyroid extract, 
together with the drug yohimbine, yields quite definite evidence of amelioration 
and abatement of symptoms. 

Turning next to yohimbine, the literature, which is extremely scanty, 
reveals many interesting features anent this drug. In clinical practice the 
hydrochloride of this substance is used, and as described by Allen (24) it is 
a white crystalline powder, the base of which is an alkaloid obtained from 
Yohimbehe or Yohimbehoa bark. Allen mentions some of its characteristics 
and gives the formula as C,.H3)N.0O,HCI. Experiments carried out on bitches 
show that it has the property of affecting ovarian nutrition by inducing a 
constant supply of blood to the ovaries. Further experiments on male animals 
indicate a marked aphrodisiac effect. Generally speaking, the drug has not 
been employed very extensively, hence the extreme paucity of literature. 
A review of as many observations on the activities of yohimbine as could be 
obtained reveals a general agreement as to its aphrodisiac and stimulant 
properties. 

E. Greinert (25) found that in many cases of painful menstruation much 
relief was obtained by the exhibition of yohimbine with a decidedly beneficial 
effect on the general health of his patients. In veterinary practice Schommer 
(26) used it with some success as a general tonic. Furbringer (27) and Meyer (28) 
report a case of poisonous symptoms following the accidental ingestion of 
1°8 grm. of pure yohimbine hydrochloride, and they note extreme cyanosis 
with relatively good cardiac action and with priapism lasting thirty minutes. 
These symptoms were followed by complete recovery. In a second case, 
reported by Lehrmann (29), a lumbar intrathecal injection of ‘005 grm. of the 
drug dissolved in 5°, physiological saline gave rise to a rigor with delirium, 
visual hallucinosis, followed by a period of twelve days marked by heightened 
mental powers and increased “‘libido’’. A second much smaller injection 
demonstrated a pronounced effect on “libido’’ and potency. Other effects 
of the drug are again interesting and of some significance. Schulte (30) con- 
firmed what was previously a surmise, that the administration of yohimbine 
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was quickly followed by an increased secretion of milk in the cow. This 
observation indicates specific lactagogic powers possessed by this substance. 
These findings received further support from the work of Merck and Magnus (31). 
Later, Grumme (32) succeeded in prolonging the chief laying period of hens, 
considerably increasing the number of eggs produced, and abolishing completely 
the winter cessation of laying. Further animal experiments in conditions of 
deficient “ heat °’ were carried out by Jacob (33), who found that successful 
results were obtainable in cases of temporary disturbance or defective function- 
ing of the ovaries. Reverting to the human “‘juvenin’’, a combination of 
strychnine methylarsenate and yohimbine methylarsenate, has been tried in 
gynecological practice by Hintze (34) for dysmenorrhcea and amenorrhea, 
and he reports good results on the whole. From a physiological aspect, Loewe, 
Lange, Voss and Paas (35) suggest that the aphrodisiac effect of yohimbine is 
probably due to the heightening of the reflexes which the alkaloid produces 
in the sexual nerve apparatus. Accessory effects may be produced possibly 
by its action on the blood-vessels, so far as it extends to the accessory organs 
of the sexual functions. Direct action on the genitals, in the sense of cestrus- 
production, such as is produced by cestrin in the experimental animal, does not 
occur. The conclusion arrived at, therefore, is that yohimbine is indicated 
principally in nervous disturbances of the reflex genital apparatus. According 
to Clark (36) the drug acts on the vaso-motor centre and in large doses gives 
rise to a general stimulation of the nervous system followed by paralysis. 
In small doses a selective action upon the spinal centres is observed, with a 
general vaso-dilatation of the skin and mucous surfaces, and, in particular, a 
dilatation of the vessels of the external genitals, the drug thus acting as an 
aphrodisiac. Similar conclusions were arrived at by Raymond-Hamet (37). 

Here, then, are powerful specifics, and on logical grounds, derived from the 
known biochemical and physiological activities of these agents, a combination 
of yohimbine and the gonadal hormones, with or without the adjuvant anterior 
pituitary or thyroid substance, should experimentally prove of benefit in at 
least the dysplastics and obese schizoids. 

At the outset it must be reported that administration of these drugs, 
yohimbine in particular, in the early acute stage of schizophrenia is quite 
definitely contraindicated. It has been observed that a very marked exacer- 
bation of ill-regulated conduct and psycho-motor restlessness occurs, mastur- 
bation, if being practised, becomes aggravated in frequency, and hallucinosis 
is generally rendered more vivid. The nervous system is already in a condition 
of hvperexcitability, and, in consequence, any further powerful stimulus can 
only increase the observed symptoms. The practice, then, 1s to control the 
earlier stages of excitement by means of baths, sedatives and so forth, including, 
if necessary, a course of prolonged narcosis. Should the psychosis prove to 
be a schizophrenic episode such treatment in all probability will suffice. A large 
number, however, of such cases show diminished restlessness and excitement, 
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and more amenability, but then reveal the classical schizophrenic syndrome, 
with irresponsibility, impulsive conduct, seemingly inane behaviour, hallu- 
cinosis and, in short, all or any of the variations on the schizophrenic theme. 
Tt is at this stage of the disorder that the gonadal-aphrodisiac therapy mav 
safely be exploited ; for the disease now lends itself to classification among 
the sub-groups previously detailed. Apart from this restriction, the drugs 
may safely be administered, and, up to the present, no untoward effects have 
been recorded. 

The results obtained so far from such simple medication appear to be sufh- 
ciently stnking to warrant a preliminary communication. With regard to 
the actual cases, these were selected at random from amongst the more recent 
admissions to Springfield Mental Hospital, it being judged that the response 
to treatment would undoubtedly be more vivid on the whole than that in 
cases of long standing with much more mental and physical disorganization 
and deterioration. 

As a preliminary, a careful history was obtained in as many cases as was 
found possible, with a view to confirming the diagnosis. To this end a psy- 
chiatric social worker and visitor was employed, psychopathic and pre- 
psychotic trends were unearthed and a general picture of the psychic “ milieu ” 
prepared. Thirteen cases are reported on, four of which are females and the 
rest males. At the present moment eight female and fourteen male patients 
are still undergoing the treatment, and their progress so far appears to be 
distinctly encouraging. 

In each of the thirteen cases under consideration no acute symptoms were 
observable when administration of the drugs was commenced, and superficially 
each appeared to be taking a chronic course. A number of routine procedures 
were adopted in each case with a view to arriving at a complete physical and 
biochemical picture of each particular patient after the diagnosis had been 
verified on the history and the physical signs and symptoms. 

The following examinations were undertaken : 


1. General physical inspection and investigation.—Under this heading a note was 
made of physical abnormalities, if any, and a brief classification is given below. 
The type of schizophrenic psychosis is indicated as recorded in Table I. 

It will be remarked that abnormalities of hair development and distribution 
occur with some frequency in male schizophrenics. No fewer than four of the nine 
male cases recorded above were noted as having their hair “en brosse ’’, and one 
‘in whom the vertex of the skull is almost completely denuded of hair. This feature 
appears again to point to some disturbance of the delicate relationships and balance 
normally preserved among the glands of internal secretion with the gonads as the 
controlling factor. The work of Zondek (38), Calder (39), Hoet (40), and, still 
more recently, Janson (41) seems to demonstrate that trichological derangements 
are due primarily to gonadal dysfunction where no gross abnormality of the thyroid 
gland such as myxoedema is discoverable. 

2. Routine inspection by (a) aural surgeon, (b) dental surgeon, (c) gynecologist 
in females. 

3. Blood-count.—Under this heading no gross deviations from the normal were 
discovered either prior to, during or after treatment was commenced. 
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TABLE III. 
Case. Name. Age. Sex. Type. Remarks. 
r . R. W— . 16 . M. . 2 . Asthenic; smooth hairless face, scanty 


pubic hair, congenital atelectasis of 
upper lobe of right lung. 


2 E. L. P— 25 F 2 . Asthenic; marked circulatory distur- 
bance with peripheral cyanosis. 
3 P. R. B— 19 F 2 . No obvious physical abnormality. 
4 G.A— . 27 . M. 3 . Obese; hair “en brosse ”. 
5 J.J.P— . 26 . M. 3 . ji - i5 
6 S. R. P— . 235 . M. 3 . Asthenic ; long slender body. 
7 F.vanR—. 19 . F. 3 . Obese. 
8 A. S— o 28 la’ E. 3 . Asthenic. 
G L. B— . 27 . M. 4 . Obese ; premature baldness. 
10 J.C. M— . 28 . M. A: E », fleshy hands, slender fingers. 
II T.A.G— . 32 . M. 4 . Asthenic type, slender “ girlish ” body, 
etfeminacy, mincing gait, and 
feminine distribution of pubic hair. 
12. E.J.T— . 19 . M. . 4 . Asthenic; slender body, and hair “ en 
brosse ’’. 
13 . R.R— . 35 . M. . 4 . Asthenic; hair ‘ en brosse ’’. 


4. Blood Kahn test.—This was completely negative in all cases. 

5. Cerebro-spinal fluid was examined as part of the routine procedure on admis- 
sion. The usual investigations as to cell-count, sugar, chlorides, protein, Lange’s 
colloidal gold curve and Kahn were made, and again no gross abnormalities were 
elicited. 

6. Blood-sugar tolerance curves revealed that in Io cases, i.e., approximately 
70°, of the patients, the hyperglycemic index (H.I. of Quastel and McCowan) was 
higher than normal, thus verifying the observations made by these authors that 
the probabilities are in favour of endocrine imbalance as a cause of this irregularity, 
provided that toxic factors can be eliminated. 

7. The sedimentation-rate was investigated and was used as an index of the 
presence or otherwise of toxic factors. No abnormal rate was observed and it was 
not found possible to verify the findings of Zara (42), who, using a modified Plaut 
method, noted a definite increase in the sedimentation velocity in 100 cases of 
schizophrenia. The above series of 13 averaged 2'4 mm. at 37° for 30 minutes. 

8. Blood calcium averaged 11:4 mgrm. per 100 c.c. in the male cases, being thus 
within normal limits, but in the female cases the average content proved to be only 
8-3 mgrm. The latter all passed through phases of resistive stupor, and the findings 
confirm those of Gullotta (43), who recorded low blood-calcium content in catatonic 
stuporose Cases. $ 

9. Blood urea.—The lowest estimate proved to be 27 mgrm. per Ioo c.c., and 
the highest 58 mgrm., with an average of 35, once more within the bounds of 
normality. 

10. Blood phosphorus.—This investigation was inspired by tþe work of Longo 
(44), who noted marked increase in the phosphorus content of the cerebro-spinal 
fluid in a series of cases of schizophrenia. Normally the ratio of phosphorus in the 
fluid to that in the blood, using the inorganic phosphorus content as an index, is 
1:2, i.e., the cerebro-spinal fluid content ranges round about I-2 mgrm. per 100C.c., 
and the blood phosphorus varies between 2-4 mgrm. per Iooc.c. Asarule, a delicate 
osmotic balance exists between the blood and cerebro-spinal fluid; and it is in 
consequence of this relationship that blood inorganic phosphorus estimations were 
undertaken. Using the method of Briggs (45), it was found that in a series of 
normal controls an average of 2:8 mgrm. per 100 c.c. was obtained, whereas in the 
series of patients under investigation the average proved to be 3:28 mgrm., falling 
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after a week’s treatment to 3:24. It was decided to use this rather pertinent 
finding as a control for the treatment. 


The general inference which may thus be made is that there is a slowly pro- 
gressive neuronic disintegration with consequent accumulation of the products of 
such degeneration primarily in the cerebro-spinal fluid, and secondarily ın the blood. 
Confirmatory evidence is obtained from the researches of de Giacomo, who in 


surveying the literature covering the period 1929 to 1931, discovered evidence of 
these changes in over 50% of cases (46). 


Finally, with reference to the treatment, a standard course of medication 
was evolved for each series of cases, male and female. Each male patient 
received the drugs previously mentioned in the form of a tablet containing 
yohimbine hydrochloride, gr. ily, combined with testicular extract, gr. I. 
Where obesity was fairly well marked, dried thyroid extract to the extent of 
gr. 4 was added. Oral administration was exploited to commence with, and 
the treatment was given twice daily. Later, the preparations were given by 
subcutaneous injection, since it was felt that responses would be brought 
about with more certainty. The four female cases received 25 Allen-Doisy 
units of cestrin, anterior pituitary substance, gr. I, together with yohimbine 
hydrochloride, gr. ;4;, twice daily by intramuscular or hypodermic injection. 
Messrs. Armour & Co., Ltd., prepared the drugs in use at the present moment 
and supplied the various combinations in ampoules containing I c.c. of fluid. 

The responses observed were variable in their onset. A number commenced 
to improve at once ; whereas most of the cases described manifested very little 
change for approximately two months, after which amelioration began to 
take place. 

Of the thirteen patients so treated,. three females were discharged as 
recovered, one girl was definitely made worse, one male patient evinced no 
change whatsoever, another improved to the extent that he is now amenable 
and co-operative, and seven other male cases were discharged, two of which 
were relieved and five recovered. The recovery-rate in this series is then 
approximately 70°,, which, it is ventured to think, more than satisfies the 
criterion laid down earlier in this paper. 

Further to the treatment, very large doses of the follicular hormone are 
essential for effectual therapeutic administration, and it was found necessary to 
exhibit a minimum of 28,000 rat units during the course. It is interesting to 
note here that menstruation has been induced both in castrated women and in 
castrated monkeys. These results are recorded by Zondek (47), Pratt and Allen 
(48). Again, Cameron, reviewing the recent literature relating to endocrinology, 
notes the statements of Werner and Collier (49, 50) which, written in a hopeful 
and optimistic vein, convey the results of the study of prolonged injections 
of theelin, another name for follicular hormone, into four women with bilateral 
ovariectomies but intact uteri, and a fifth in whom the uterus had also been 
removed. A restoration apparently to a normal sexual state was observed 
in the breasts and genital tract. The quantity of hormone needed to produce 
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these effects was in the vicinity of 25,000 units. Subjective symptoms of 
castration were relieved likewise. 


$ 


SUMMARY OF CASES. 


CASE 1.—Male, æt. 16. 

Family history.—Paternal uncle insane. Father ‘“‘ highly strung ” and has had 
a ‘‘ nervous breakdown ”’ 

Previous history.—Always “ nervy ”, wilful and much addicted to “ tantrums ”’ 
when thwarted in any way. Over-tidy and over-scrupulous about his personal 
appearance. History of masturbation commencing at the age of 14. 

Course of psychosis.—Illness began with an increasing disinterestedness in 
his appearance with a gradual withdrawal of interests from his surroundings. 
This condition deepened until his admission to Springfield Mental Hospital on 
24.111.33. On admission he was stuporose, resistive, negativistic, exhibited 
mannerisms, grimaces and antics. Later he became dull, mute and inaccessible. 

Treatment.—He received a course of injections of collosol ferro-manganese and 
forced respiration by means of carbon dioxide 5°, and oxygen 95%. On 21.V11. 33 
he was noted as still being silent and inaccessible. A course of thyroid—orchitic— 
yohimbine was then commenced. A month later he was up and about, neither 
restless nor destructive, and was able to wash and dress. A month later still, he 
had recovered his volition (he was admitted as a temporary patient under Sect. 5), 
was reading and amusing himself with puerile games and literature, and had gained 
a stone in weight. He was discharged as recovered on 29.x1.33, having gained 
three stones in weight, was rational, correctly orientated and coherent. A recent 
report indicates that he is much less puerile, and is assisting his father satisfactorily 
in his pawnbroking business. 


Case 2.—Female, et. 25. Single. 

Family history.—Negative. 

Previous history. —Was said to have done well at school, but was always of a 
reserved self-effacing nature, making very few friends. After several attempts 
at work of various kinds, finally decided that her bent was nursing. This she took 
up very seriously and avidly. It was reported that just before her breakdown in 
February, 1933, she was over-studying for her examinations. 

Course of psychosis.—Her symptoms commenced with insomnia and erratic 
conduct. On admission to Springfield she exhibited at the outset an inane irrespon- 
sibility and impulsive violence in association with hallucinatory voices of an accu- 
satory type. Later she passed into a state of resistive stupor, which phase was 
interrupted from time to time by outbursts of uncontrolled conduct. She stated 
on these occasions that she was being hypnotized. At this time also she was 
extremely faulty and degraded in her habits. By 18.viil.33, that is five months 
after admission, a slight degree of improvement had been observed, but her con- 
dition alternated between silly elation with mannerisms and antics and aggressive 
suspicion. She also exhibited much disorder of thought and the characteristic 
disharmony between mood and thought was very evident. She had not 
menstruated since admission. Folliculin-yohimbine administration was then 
commenced. A month later a colleague reported that she was much better in 
every way, but still manifested instability with some fatuous inanity. No men- 
struation had as yet occurred. Thirty days later, was reported as having men- 
struated for the first time since admission, was improving and had been granted 
short periods of leave. On 19.x.33 was discharged recovered, having successfully 
negotiated a period of three weeks’ trial. 


CASE 3.—Female, xt. 19. Single. 

Family history.—Negative as far as was ascertainable. 

Previous history. —A shy, quiet, reserved girl, not inclined to mix freely with 
members of either sex. No early neurotic traits were elicited. 
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Course of psychosis.—Her illness was preceded by an attack of acute tonsillitis, 
after which she became dull, silent, completely asocial and disinterested. Became 
increasingly preoccupied with hypochondriacal notions, and catamenia, previously 
irregular, ceased completely. Was admitted on 12.xii.32, and was dull but 
moderately accessible. Hallucinations of hearing were vivid, and she imagined 
she saw snakes in her bed. Heard the “ invisible ” talking to her, and carried 
out compulsory activities under the influence of the “ voices’’. Later she stated 
that she was haunted and that electricity was being put into her. Seven months 
later she began to improve, and a certain amount of exteriorization was now in 
evidence. The special treatment was then administered. From the inception, she 
commenced to regress, and at the moment exhibits marked mental and phvsical 
hebetude, varied from time to time by outbursts of impulsive conduct, giggling 
inanity and disinterestedness. Needs much supervision and is quite unemployable. 


CasE 4.—Male. xt. 27. Single. 

Family history.—Paternal grandfather alcoholic and irascible. 

Previous history.—Always considered to be a rather quiet and reserved boy who 
did not make many friends, but was a “ very good boy ” at home. 

Course of psychosis —Definite personality changes were noticed to begin about 
two years before admission, when he commenced to exhibit ideas of reference. 
Presently he sang and spoke in a quecr language which was quite incomprehen- 
sively repeated at frequent intervals. The words were in all probability neologistic 
in origin. He stated that voices in the wall spoke to him. He maintained that 
he was married to a Russian girl and that he had three or four children. Conduct 
became extremely erratic, and he commenced, prior to the certification, to write 
letters to Scotland Yard asking for payment for his services as a detective. On 
admission, 6.x.33, he was impulsive, hallucinated, fantastically deluded and 
unamenable. His conversation was a complete ‘‘ word-salad ’’, and he needed 
much supervision. Treatment was begun at once. At the present moment he is 
quiet, orderly, co-operative, answers all questions monosyllabically, and 1s a sterling 
ward worker. He is, however, quite unfit for discharpe. 


CASE 5.—Male, xt. 26. Married. 

Family history.—Father committed suicide and was found hanging bv patient. 

Previous history.—Details of earlier history are not available in this case, but 
from information obtained from his wife, it is evident that he was of a quietlv 
reserved disposition. 

Course of psvchosis.—His illness commenced with hallucinosis and erratic 
conduct. At this point the history is rather vague. He became excited, talked a 
lot of nonsense, and treated his surroundings with amused inanity. He was removed 
to Claybury Mental Hospital in July, 1931, and transferred to Springfield on 
22.1x.33, where he was admitted with a diagnosis of schizophrenia and a history 
of extremely impulsive conduct. On admission he was fatuous, inane, sillv, 
manneristic and exhibited gaits, antics, gestures and other bizarre conduct. Nothing 
rational could be obtained from him by way of conversation which approximated 
to a word-salad. Treatment was instituted at once and his recovery was little 
short of dramatic. After a period of trial he was finally discharged as recovered 
on 1.11.34. 

With reference to this case it may be of some interest to note the report of the 
social worker, which was prepared quite recently : 

““ Patient’s condition from observation : Looks well and has put on weight. 
Converses rationally and clearly with no sign of confusion. Goes out every 
evening with his wife and his conduct is exemplary. Wife states that patient 
is much improved. Eats and sleeps well. Is sticking to regular hours of 
living, and has renewed normal marital life.”’ 


CASE 6.—Male, æt. 25. Single. 
` Family historv.—Negative. 
Previous history. —Alwavs regarded as a quiet, self-effacing boy, reserved and 
shy with the opposite sex. Masturbation practised at one time, but renounced. 
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Course of psychosis.—No precipitating cause is known, but illness began suddenly 
with noisiness, complete incoherence and impulsively violent conduct. In the 
observation ward prior to his admission to Springfield was observed to be extremely 
mischievous and destructive. On admission on Ig.x1i. 33, he exhibited stereotypy, 
verbigeration, mannerisms and antics. ‘* Voices’’ of a scandalizing nature told 
him to “ lay off Scotch ’’, and called him “‘ silly ass ’’ and “ bastard ’’. He stated 
later that he could think things by looking through people’s eyes. He was now 
sutficiently recovered for treatment to be safely commenced. He made rapid 
headway, but remained somewhat unstable and hallucinated for some time. Finally, 
after successful trial, he was discharged completely recovered, 19.1il. 34. 


Case 7.—Female, xt. 19. Single. 

Family history.—Negative. 

Previous history.—Not readily obtainable on account of the death, from a varicty 
of physical causes, of a number of near relations, including mother, all within a 
short time of one another. She is considered to have been quite normal, although 
a trile highly strung, until the death of her mother and brother. In May, 1933, 
she was rather badly sun-burnt whilst on holiday, and following this event she 
became sleepless, appetite diminished and cessation of menstruation took place. 
Violent and uncontrolled conduct became manifest, ‘‘ screaming fits ’’ were mani- 
fested together with resistiveness and refusal of food. On admission to Springfield 
on 19.vill. 33 she was most resistive, impulsive, refused her food, and a week later 
evinced typical schizophrenic mannerisms, illogicality, incoherence and mischievous- 
ness. One month later was still reported as being noisy, restless, hallucinated and, 
in association with such experiences, revealed grotesque and bizarre delusions, 
mainly of a persecutory nature. (Estrin and yohimbine administration was then 
begun. By I1.i.34 catamenia had returned and she was commencing to gain in 
weight, but was still inane, giggling and fatuous. On 12.11.34 a colleague reported 
that she was now rational, correctly orientated, interested in her surroundings and 
usefully emploved. After passing successfully through a period of trial, she was 
finally discharged as recovered on 5.1v. 34. 


Case 8.—Female, xt. 28. Single. 

Family history.—All the family are nervous and there is a history of tuberculosis 
in various senior members of the family, but no definite indication of psychosis. 

Previous history.—Again, there is no concrete evidence of pre-psvchotic trends, 
but is stated to have been a poor “ mixer ’’, rather diffident and apprehensive. 

Course of psychosis —Admitted 13.1v.33. Was noisy, restless, excited and 
vividly hallucinated aurally. She stated that she must love and must give hersclf 
to God. There was also a history of amenorrhoea for three months. Three months 
later there was still no improvement, and she remained grimacing, manneristic, 
'mpulsive, deluded and restless. About this time, too, her thyroid gland commenced 
to show slight enlargement. The gonad-aphrodisiac treatment was now exhibited. 
On 9.x.33 she is reported as much brighter, the catamenia have returned and she 
is interested in her environment. She continued to make steady headway and was 
discharged recovered on g.x1. 33. 


Case 9.—Male, æt. 27. Single. 

Family htstory.—Father insane, numerous collaterals died at an early age of 
pulmonary tuberculosis, a brother is still in one of the L.C.C. mental hospitals and 
a sister 1s a tuberculosis suspect. 

Previous history.—Detinite evidence is here elicited of a “ shut-in ” personality, 
night terrors as a child, fleeting phobias of various kinds and other neurotic trends. 
Very shy and reserved, and never made friends with the other sex. Masturbation 
was practised with some frequency at one time, but this habit has now been 
renounced. Was admitted on 29.ix.33 acutely hallucinated, and there was present 
bizarre and fantastic notions of bodily change. He was dull, removed from 
reality, and smiled and chuckled at times in response to hallucinatory experiences. 
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Treatment was commenced and was prolonged for four months, the doses and 
combinations both being varied from time to time. He has, however, remained 
entirely unchanged, being dull, lazy, indolent, and self-absorbed, and retains his 
curious and grotesque notions of bodily change in toto. He cannot be employed 
in any wav. 


CasE 10.—Male, æt. 28. Single. 

Family history.—Negative. 

Previous history. —Fairly bright at school, no particular trends, always a good 
boy and much attached to his mother. At the age of 18 had a so-called nervous 
breakdown during which he developed delusions of persecution. Ideas of reference 
were marked. This followed upon a period of his career when he was mastur- 
bating with some frequency. During his adolescence he is said to have been 
vaguely worried and dreamy. 

Course of psychosis.—On admission on 26.x.33, he was dull, introverted, 
preoccupied with hallucinatory voices which were of a threatening and accusatory 
character. He appeared to be rather lost, sluggish and vacant and the drugs were 
administered at once. Improvement was gradual but distinct, and he was dis- 
charged recovered on 1. ii. 34. 


Case 11.—Male, xt. 32. Single. 

Family history.—Negative, although father appears to be of a nervous appre- 
hensive disposition. 

Previous history.—Personality : Quiet, retiring, studious type with a good 
secondary school record. A great reader, good pianist, but bad “ mixer ”. Symp- 
toms commenced in October, 1923, when he was admitted to’ Bethlem Royal 
Hospital in the throes of a schizophrenic episode. He was finally discharged 
recovered. On admission to Springfield in July, 1933, he exhibited a paranoid 
outlook, mannerisms of speech and gait, and was much tormented by somatic 
hallucinations of nocturnal sexual interference. He stated that he was the victim 
of a political complex, and had in consequence addressed numerous letters to people 
in high places and also to Scotland Yard, demanding protection from the persecution 
to which he was being subjected. A course of yohimbine and testicular extract 
was commenced on II.viil.33, and six weeks later he was reported as being much 
brighter, co-operative, amenable, well-conducted and usefully occupied. On 
30. x1. 33 he was finally discharged, and has remained well to date. 


Case 12.—Male, xt. 19. Single. 

Family history.—Father died æt. 40 of pulmonary tuberculosis. Mother 
considers herself the nervy member of the family and suffers from headaches, 
constant sense of worry and dislike of noise. 

Previous history.— Never very bright at school, always shy and reticent. Mother 
seems to consider the boy rather undeveloped sexually, without any interest in the 
opposite sex. Otherwise was “ such a good boy ” and would sit by the fireside for 
hours at a time. No friends, and social life rather barren. 

Course of psvchosis. —Seemed fairly well until he left for a Territorial camp at 
Eastbourne. He returned in a fortnight “ raving’’. He stated that he had 
committed a terrible crime and that he was a disgrace to the company. He barri- 
caded his room, piling up furniture against the door and windows; would not 
allow his mother to go out, stating that they were both to be shot. On admission, 
18.1X.33, he imagined that he was King of the Jews, King Kong, and maintained 
that he was eventually to be tortured, burned, poisoned, and so forth. The boy 
was utterly bewildered by the vividness of the hallucinations he was experiencing, 
consequently ıllogicahty and incoherence were very well marked. Later he became 
dull, silent and removed from reality. On 16.x11.33 he was still vividly hallu- 
cinated, dull and practically mute. Treatment was now instituted, but a month 
later was still silent, sohtary and still tormented by scandalizing voices. His 
conduct, however, remained unattected. A month still later had so far improved 
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as to be allowed occasional periods of leave. By 15.11i.34 hallucinations had 
vanished, he was bright and cheerful, amenable, and was joining in games and so 
forth. He was discharged on 5.iv.34 after negotiating successfully a period of 
trial. 


CASE 13.—Male, æt. 35. Single. 

Family history.—Negative. 

Previous history. —Again a shy retiring individual, not disposed to make friends. 
History of regular masturbation, commencing in early adolescence and persisting 
until admission, which took place on 6.1x. 33. 

Course of psychosis.—Was admitted in an excitable condition, he laughed, giggled, 
grimaced and exhibited other purposeless activities. Masturbation was frequent. 
Hallucinations of hearing were vivid, and, in association with somatic hallucinatory 
experiences, bizarre and grotesque delusions of bodily change and of persecution 
were elaborated. He stated that he was bewitched by three men, that a priest 
haunted him at night, that he was “‘ drawn off ’’ by three nuns, and that he had 
rendered all three of them pregnant. By 4.xii.33 he had not improved in the 
slightest on symptomatic treatment, except perhaps that he was more amenable. 
Gonad-aphrodisiac treatment was then instituted. Gradual improvement took 
place, and by 5.iii.34 hallucinations were completely absent; he was rational, 
well-conducted, but rather childish, and not very well able to formulate plans for 
the future. On the above date he was discharged relieved. 


CONCLUSIONS. 


(1) Thirteen cases of schizophrenia of various types were treated with a 
combination of gonadal hormones and an aphrodisiac drug, yohimbine. Of the 
nine male patients so treated, seven were discharged as recovered or greatly 
improved, one improved to the extent that he is now a useful hospital citizen, 
and one revealed no response to the treatment whatsoever. Of four female 
Cases investigated, three recovered and one was definitely made worse. 

(2) Gonadal extracts appear to be valuable therapeutic agents in the schizo- 
phrenic group of psychoses, with particular emphasis on the female follicular 
hormone. 

(3) It 1s possible that in spite of the absence of overt indications of sex- 
gland hypoplasia such a condition may be present and hence may be an impor- 
tant factor in preparation of the soil for a schizophrenic psychosis. 

(4) The higher relative recovery-rate in the female cases may be purely 
coincidental, or more probably, may be due to the fact that in cestrin we have 
a substance of known potency and chemical composition, whereas testicular 
extracts are variable in their activities. 

.(5) The drug yohimbine acts as a general central nervous tonic, has a 
specific influence on the genital apparatus, and appears to enhance synergically 
the action of the gonad hormones. 

(6) No untoward symptoms were observed after administration of these 
preparations, either orally or by subcutaneous or intramuscular injection, the 
treatment then being quite safe. 

(7) The blood phosphorus level appears to be distinctly higher in cases of 
schizophrenia than in the normal person, improvement in the mental condition 
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being followed by a fall in this level (using the inorganic fraction as an index). 
This index appears to be of value in controlling the treatment. 

I should like to thank the Medical Superintendent, Dr. R. Worth, for 
permission to use hospital cases and for granting every facility for this work. 
My thanks are also due to my colleagues, Drs. Smith, Harris and Stephens- 
Davies for their kind co-operation, and finally, to Mr. Lavington, our Technical 
Laboratory Assistant, whose help I very much appreciate. 
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THE OBJECTIVE MEASUREMENT OF MENTAL STABILITY. 


By W. Line, J. D. M. GRIFFIN and G. W. ANDERSON, 


University of Toronto. 


I. INTRODUCTION. 


THE studies here reported are concerned with the application of some of 
the techniques of measurement to problems of mental health. They constitute 
the preliminary steps in a programme of research that envisages : (i) the possi- 
bility of assisting mental diagnosis by means of objective experimentation, 
the purpose of which is to isolate variables in personality that are significant 
in their relationships to degrees of mental stability ; (ii) the functional inter- 
pretation of these variables ; (iii) the employment of any quantitative criteria 
that can be thus established, in demonstrating the influence of therapeutic and 
positive mental hygiene programmes. 

This is an ambitious programme indeed ; and a preliminary study can do 
no more than discover some of the possible pitfalls, and take a few tentative 
steps in the direction desired. But the first essential to so far-reaching a 
project is a clear statement of the point of view from which the experimentation 
proceeds. This is attempted in the next section of this paper. There the main 
problems to be attacked are presented in such a way as to throw some light 
upon difficulties encountered in the past, and to indicate a few points at which 
modern techniques may be of value in overcoming these difficulties. The 
gulf between the current practice of diagnosing mental states by means of 
some arbitrary standard, and translating the diagnosed condition into terms 
of a functional psychology which has no place for a clear-cut criterion of 
differentiation between different mental states, seems to be one of the main 
difficulties to be overcome. A method seems desirable that will place diagnosis 
more wholly within the confines of scientific observation and link it up with 
the description of mental functioning. This, we try to show, may be facilitated 
by a “ factor’’ approach. 

“ Factor psychology ’’, however, is still in its infancy, and is not clearly 
understood by psychologists and psychiatrists generally. Accordingly, in an 
appendix, an attempt is made to describe the psychological settings of factor 
analysis, showing how far the achievements to date fit into the programme we 
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have envisaged. Particular attention is given to the extensive work of 
Spearman, who initiated the plan of searching objectively for the significant 
variables in personality, and who has done so much toward giving us a func- 
tional interpretation of the variables so far isolated. The subsequent 
approaches of Kelly, Thurstone, Hotelling and others are also considered, 
particularly since they are developing along lines that may eventually make 
the techniques more general in their scope ; and since some of these techniques 
have been employed in the present investigation. 

The research carried out to date is examined in Section III, and interpreted 
in Section IV. The main reason for including a somewhat extensive inter- 
pretation at this stage is not that the writers regard it as more than tentative, 
but that by interpreting our results as we proceed, we may better be able to 
clarify the programme to ourselves, and to those whose interests warrant their 
reading this report. Coupled with interpretation, therefore, will be found a 
discussion of programmes of further research that seem to be promising. 

It will be seen that the data examined include the scores on a variety of 
tests submitted to very diverse groups of subjects. An excellent opportunity 
has therefore been afforded for the practical and theoretical examination of 
the analytical procedures themselves. The results of this examination are 
given in a second appendix, where some of the difficulties encountered in 
applying existing techniques are discussed. Many of the difficulties appear, 
to the writers, to derive from systematic considerations, and they are conse- 
quently of very vital significance to us here. Hitherto, the various techniques 
have been formulated in connection with quite different psychological methods, 
and the relationship between technique and method has often been confused. 
Differences in point of view, in basic postulates, in nomenclature, have crept 
in; and the field is so complex and has developed so rapidly in the past few 
years that these differences have tended to remain unnoticed. The advances 
made on the mathematical side have often seemed to outstrip the more impor- 
tant progress of psychological method. A certain amount of misconception 
and needless controversy has consequently arisen, as will be illustrated with 
reference to some of the more outstanding recent contributions ; and a careful 
review of the position to date seems very timely. Other difficulties originate 
within the techniques themselves. Some of these are discussed and demon- 
strated by using artificial or abstract material, and by referring to the data 
actually observed in our experimental studies. 

For those who are not particularly concerned with the more technical 
aspects of this field of research, the appendices are not essential. They assist, 
however, in clarifying a few of the difficulties of experimental procedure, and 
in consolidating the position arrived at by these studies. We hope, too, that 
they add a little to the co-ordination and interpretation of different approaches 
in the field of factor analysis, where advances are being made so rapidly by 
the outstanding contributors. 
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II. SOME DIFFICULTIES AND A POSSIBLE REMEDY. 


We may state our major problem concisely by saying that we are interested 
in differentiating degrees of mental stability. Just as scales have been set up 
that will assist in appraising the intellectual capacity of an individual, be he 
idiot, moron or genius, so would we explore the possibility of expressing mental 
health status in analogous quantitative terms. 

Canvassing the field of mental science for some likely starting-point, we 
naturally turn first to psychiatry. There we find that extreme forms of mental 
ill-health can be recognized with a fair degree of certainty ; and that a few 
points along the line of differentiation from stability to instability can be 
indicated by clinical diagnosis. Our immediate problem thus becomes one of 
retining the scale so that it becomes more useful in the practical and research 
fields. For the moment we are not concerned with the differences between 
different forms of instability—a phase of diagnosis that has received much of 
the clinician’s attention ; but rather with the evaluation of degrees of insta- 
bility, whatever their pattern or type. 

Examining psychiatric procedure further, we find various difficulties which 
cbstruct our attempts at refinement. Most of these difficulties derive from 
the fact that clinical diagnosis, however valuable in practice, bases its judg- 
ments upon some vague standard outside the truly scientific realm. If these 
standards could be refined, the diagnostic scale would immediately show 
parallel refinements. But a little consideration will show how impracticable 
it would be for us to seek along this path for the most promising starting-point 
in our investigations. Legal, social, metaphysical criteria all play a large part 
in the psychiatrist's decision that this patient or that is stable, unstable, or 
definitely psychotic. And there seems to be, at present, no very exact way 
of reducing those criteria to scientific standards. 

Our attention is thus directed to the interpretation of the mental states 
themselves—states that represent positions on the scale of differentiation, 
mental pictures that are at present recognizable by clinicians as constituting 
this or that degree of mental stability. If we are to attempt refinement here, 
it would seem that more careful delineation of the psychological, functional 
aspects of mental health might offer distinct help. But another difficulty 
then confronts us. Psychology has traditionally regarded acts of behaviour 
as discrete, self-subsistent events. It has then classified the acts according 
to certain general aspects, giving us such concepts as perception, thought, 
memory and the like. Terminology of this type in no way differentiates the 
normal from the abnormal. An act of perception, as perception, is similar in 
the case of a stable person to a corresponding act of an individual who is 
hopelessly deranged. Hence we have been forced to stress, in abnormal 
psychology, the similarities between normal and psychotic thinking. As soon 
as we introduce the notion of disordered perception, whereby we say that the 
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individual may be dubbed abnormal, we are back again to the vague, arbitrary 
standards to which we referred in the preceding paragraph. 

Similarly with such psychological systems as behaviourism. The act of 
an insane person, considered in and for itself, is interpreted in the light of past 
conditioning and present stimulation, exactly as with a strong and stable 
individual. Almost all of the traditional descriptions of function have followed 
an analogous path. 

When we come to the so-called dynamic psychologies, such as those of 
McDougall and Freud, however, we catch some glimpse of a hopeful sign, 
at least until we examine those systems more closely. While these psychologies 
suffer the aforementioned defect in that many of their terms (‘‘ sublimation ’’, 
for example) apply equally well to normal and abnormal mental pictures, 
they none the less offer a descriptive basis of differentiation in their notions 
of cross-function, conflict, repression, integration, balance, harmony and the 
like. The stable person manifests harmony in his mental functionings ; the 
unstable, discord or chaos. In other words, the acts and tendencies of a sane 
. person hang together differently from those of the insane. Presumably a 
measure of imbalance would be a measure of deviation from true mental 
health. 

But to refine the descriptive picture so that points along the scale could be 
identified with reasonable accuracy, we should have to inquire further into 
the notion of harmony or balance. On doing this, it would at once appear 
obvious that not only are the very terms in which balance is described (instincts, 
tendencies, libido, etc.), difficult to handle experimentally, but that degrees of 
balance (or of chaos) take us immediately to those very same vague standards 
which we decried at the outset. The a priori nature of the framework of these 
systems, together with their dependence on ill-defined and external bases of 
judgment, therefore make the work of refinement almost impossible, save 
through the medium of the experience of sound clinical practice. 

Type psychology seems to have been the nearest approach to what we are 
seeking—particularly as reflected in the writings of Miller, Stern, Gross, 
Heymans, Wiersma and Jung. Here an attempt is made to differentiate 
individuals on the basis of certain general characteristics which are of signifi- 
cance to the questions at issue in any given field of human endeavour. Thus 
the introverted and the extraverted are contrasted. Suppose, for the sake of 
argument, that these types were legitimately postulated ; that they could be 
recognized in varying degrees; that the mentally ill were proven to belong 
to the extremes in either class. We should here, it appears, be moving along 
lines that would remove diagnosis from the realm of artificial and external 
standards. The diagnosis would be coupled with explanation, couched in like 
terms. Degrees of deviation from normality would be measurable ; and hence 
conditions influencing deviation in one or other direction could be more carefully 


and systematically studied. 
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But the types so far suggested have not withstood the piercing glance of the 
empiricist. They by no means display that unitariness of function implied in 
their postulation.* They lack completeness in their reference to the whole 
personality. Somehow or other the categories of typology have yet to be 
named that will work in practice. Our problem, therefore, is to devise experi- 
mental means for arriving at scientifically valid classifications. 


* * * 


To the solution of this problem, the modern techniques of factor analysis 
may bring valuable assistance. Granted that mental ill-health can be recog- 
nized as differing from mental well-being, individual differences of various 
kinds that may be reliably measured by laboratory techniques may be found, 
in some instances, to parallel this distinction. Search must be made for 
variables which can be examined with normal, near normal and abnormal 
patients alike. Each variable will show some kind and degree of relationship 
with the diagnosed states of mental health of the patients. But that is 
only important as a starting-point. What really needs to be investigated 
is the question whether these different variables are so interrelated as to 
reflect the influence of certain factors, unitary in themselves and wide in 
scope. The objective demonstration of factors underlying human functioning 
is the first step. For our problems in the field of mental health, the factors 
that are likely to be of most immediate interest are those which appear to be 
closely related to the differentiation of the mentally strong from the mentally 
weak. If such factors can be isolated and measured, the refinement of the scale 
of differentiation (from stability to instability) can be carried out objectively, 
by refining the measures. Examination of the functional interpretation of 
these factors would be the next step—a procedure that would again be experi- 
mental; so that eventually the differences we are interested in may be trans- 
lated into functional terms focusing upon the objectively established criteria 
of differentiation. Diagnosis could then be assisted by objective reference to 
laboratory standards—norms that are quite legitimate and necessary in all 
science. Progress towards abnormality could be watched by means of similar 
measuring procedures, and if the functional counterparts of the underlying 
factors are ever known, the influence of preventive and therapeutic devices 
could be more accurately and directly determined. Finally, by the same 
means, the ideal of mental health could be more readily interpreted in functional 
terms, and positive programmes of mental hygiene could be similarly evaluated. 

These * factors ’’ of general functional import—if such can be proved to 
exist—seem in this way to offer some hope for solving a few of the problems 

* From a quantitative point of view, one of the major weaknesses of powers or factors 
postulated a priort, is the implication of their unitariness of function. This weakness is inherent 


in faculties, instincts, traits and most of the “ types ’’ so far suggested. Such unitariness must 
be demonstrated, rather than assumed. 
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that have been raised in this section. The research here reported was initiated 
from this standpoint. As will appear in Section III, its objectives were limited, 
and it may be regarded as a preliminary step in the direction herein advocated. 


III. ANALYSIS OF RESEARCH DATA. 


We now come to a consideration of the actual data collected in Toronto 
during the winter of 1933-34.* The problem, briefly restated, concerned the 
possible existence and measurement of some “ factor” or “ factors ’’ which 
would be of use in differentiating the mentally healthy from the unhealthy— 
the normal from the abnormal. To be really valuable, these factors must 
ultimately be conceived in terms of mental function or process—rather than 
of artificial standards. They would then be significant aids or guides in 
psychiatric diagnosis and mental hygiene; and might eventually contribute 
to more systematic thought in the whole field of abnormal psychology. 


A. Original Group. 


As a starting-point in this research, a lead was taken from the procedure 
adopted by Binet in his work on intelligence. A survey was made of a group 
of some 50 individuals, chosen to show, in a very marked and obvious way, 
the functional gradient in which we were interested. About a third of the 
group were graduate students at the University of Toronto, and were selected 
as carefully as possible on the basis of obviously sound mental health. In this 
arbitrary selection of subjects the examiners admittedly exercised their clinical 
judgment. Individuals whose mental health, while not obviously bad, seemed 
at least to be in a slightly precarious state, comprised the middle third of our 
group. These required some assistance either as private patients, or as out- 
patients at the psychiatric clinic. In psychiatric nomenclature they might be 
called the mild neurotic, obsessional and hysterical cases. The rest of our 
subjects were in-patients at the psychiatric hospital. Many of them were 
certified insane, and all of them required full-time supervision. The only 
criterion of selection here was that the patients should be reasonably co-opera- 
tive in test procedures. In the group as a whole the assumption seemed 
justified that a wide variation in “ stability ’’ or ‘‘ mental health ” was repre- 
sented ; and even a crude measurement of a mental function underlying 


* The studies were carried out as a part of the research programme of The Canadian National 
Committee for Mental Hygiene, directed by Dr. C. M. Hincks. Several colleagues and graduate 
assistants participated in the extensive testing programme involved. In this connection our 
thanks are due to Dr. K. H. Rogers, Mrs. J. A. Long and Miss E. Kaplan. Concerning the 
availability of subjects, we are especially indebted to Dr. C. B. Farrar, Director of the Psychiatric 
Hospital, Toronto, who guided and made possible the selection of extremely unstable material ; 
and to Superintendent J. R. Elliott for permission to conduct examinations at the Ontario 
Reformatory, Mimico. 

t The analysis of the results for this group has already been described in part, in a publication 
shortly to appear in the Amer. Journ. of Psychiat. It is included here, also, and extended, in 
order that the data for other groups may be discussed in relation to those originally obtained. 
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the clinical manifestation of abnormality would give individual differences. 
Following any lead of this sort, the research could be refined with the study 
of larger and more homogeneous populations. 

The next task was to decide upon the tests to be employed in this search 
for pertinent factors. Several considerations entered here. The variables 
should, on a priori grounds, show at least a reasonable chance of having a 
significant relationship to the determination of mental stability. Furthermore, 
the tests selected must be applicable with approximately equal validity to so 
varied a group of subjects as the one being examined. Finally, only tests of 
established reliability were acceptable. Extensive search in psychological 
and psychiatric literature led to the final choice. Many tests were eliminated- 
with reluctance owing to the limitations set by time and circumstances. We 
were anxious also to have the advantage of individual testing with the first 
group at least. 

The test battery ultimately decided upon and used was as follows: 


1. Word association (Kent-Rosanoff). Scored thus: 
(a) Average reaction-time. 
(6) Variation in reaction-time. (Mean-deviation divided by mean.) 

2. Rorschach ink blots. Io ink blots. The score was the total number 
of ideas given. 

3. Oscillation. Several tests, e.g. (i) addition of pairs of digits; (ii) 
recognition of printed letters as being made up of straight or curved 
lines. The score was the variation in output based on 5-second 
totals, divided by the average output per 5-second period. 

4. Perseveration. Six tests as follows: A’s, Z’s, W’s, E’s, I, a, 2, b, 

9, t+, colour chart. The technique was that reported by 
Stephenson, * the scores being of the form X-Y/X. 

5. Oscillation-speed. The tests here were the same as in 3. The score 
was the total number of responses on each test made in the full 
3-minute period. 

6. Perseveration-speed. The tests were as in 4. The score was the total 
number of symbols written, omitting the alternating (Y) section in 
each case. 


7. Bernreuter personality inventory—Neurotic scale. 

8. N M 5 — [Introvert scale. 

9. i ” » —Self-sufficiency scale. 
IO. m , e —Dominance scale. 


The word-association test was included because of its long and honourable 
history in connection with experiments of this nature. It should be pointed 
out, however, that the time elements, and not the qualitative nature of the 
responses, provided the necessary scores. The Rorschach test was carried out 


® Stephenson, W., “ Studies in Psychiatry,” I, II, and III, Journ. Ment. Sci., 1931-1933. 
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according to the original instructions.* The only objectively-obtained score 
was the total number of responses, so that our present interest in the test is 
limited to this feature. A detailed account of the other results with this 
group is given elsewhere.f Oscillation and perseveration tests were included 
because of their possible dependence upon important factors having to do 
with the efficient direction of mental processes.t It will be seen that these 
tests were scored relatively to the influence of “ speed”. The Bernreuter 
personality inventory was included because of its comprehensiveness, and 
because the four-fold manner of scoring gave a number of variables presumed 
by others to be related to our problem. | | 

Objection may be raised that this was a curious mixture of tests, that any 
relationships between the results could hardly be due to anything other than 
chance ; and that it was ridiculous to expect significant results from such 
tests of “ abilities’’ and inventories of the Bernreuter type. In answer to 
these objections the writers can only say that significant relationships were 
found (as will be shown), and that such relationships do not appear particularly 
absurd when considered in the light of the nature of the group of subjects. 
It was hoped, and rather expected, that the wide range of “ stability ” repre- 
sented would give enough individual differences common to the variables to 
provide reasonably high correlations. Subsequently this effect could be 
minimized as much as desired in other groups. 

The test-scores obtained from this battery were intercorrelated, using the 
Pearson product-moment technique. The resulting coefficients are shown in 
Table I. 


TABLE I.—IJntercorrelations. Original Group. 


I. 2. 3. 4. 5. 6. re 8. 9. 10. II. 
1. Word association 
—average reac- 
tion time 2. = ‘92 — 144 29 —'39 —'64 327 29 35. —'39 — 30 
2. Word association 
—-mean varia- 


tion : : —- —'5I1 33 —'40 —°68 32 ‘50 338 —'5I —°34 
3. Rorschach ‘ —- —°27 "34 24 —'26 —'33 —'35 °39 "39 
4. Oscillation ; — —77 —:56 49 "14 16 —°09 — 06 
5. Oscillation-speed .— 61 —'30 —'17 —'23 ‘16 “19. 
6. Perseveration- 

speed . r = —'38 —'o7 —'07 “10 2 
7. Perseveration . — "04 I2 —‘IQ —°27 
8. Bernreuter—|. . _ 94 — -6I —°73 
9. Pe —N.. — —‘60 —°78 
10 i —S.. — 65 
II j —D.. — 


In order to determine whether the correlations could be explained on the 
basis of one or more factors common to the variables, it was decided to apply 


* Rorschach, H., Psychodiagnostik, Methodik und Ergebnisse cines wahrnehmungsdiagnos- 
tischen Experiments (Deutenlassen von Zufallsformen) (Bern: Ernst Bircher, 1921). 

t Amer. Journ. of Psychiat. (shortly to be published). 

t See Spearman, C., The Abilities of Man, Chapters XVII and XIX. 
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Thurstone’s multiple-factor analysis technique as outlined by him in 1931.* 
It was felt that, by this means, we might get an indication of lines along which 
more extensive research might be pursued. 

This first analysis of Table I indicated the presence of two factors. The 
factor-loadings corresponding to the various tests are shown in Table II. 


TABLE II.—Factor-loadings. First Analysis of Table I. 


Factor I. Factor 2. 

Word association—average reaction time . -76 : —'OI 
5 n —mean variation . 0,84 : —*04 
Oscillation . ; i n. 2 -58 é —:06 
Perseveration A i ; : "54 ; "07 
Bernreuter—N. . ; : i “71 : —-ol 
is —l . : ; . -70 : "04 
Rorschach . ; ; é : . 152 : -50 
Oscillation-speed . : A : - —'55 : "42 
Perseveration-speed ; : ; . —58 ; "IQ 
Bernreuter—S. . ; ; : . —58 3 -37 


= =D g ; po g . —60- - 31 


To see if, at the outset, these factors were likely to prove pertinent to our 
interest in differentiating degrees of mental stability, standard scores on the 
tests were weighted according to the positive factor-loadings, and distributed 
graphically. It was found that the distribution for both factors clearly 
differentiated the normal from the abnormal subjects. At one extreme were 
the university students ; at the other, the psychotic patients ; and, distributed 
in the middle, were the less seriously ill individuals. When the scores for both 
factors were summed and distributed, the differentiation became more marked 
than ever. 

The significance and interpretation of these results were hard to judge at 
this stage. These factors, whatever they were, seemed to be related to 
“ stability ’’, at least in this group. To differentiate the one from the other, 
and for convenience in avoiding confusion, the factor which seemed most 
positively measured by the word association, oscillation and perseveration 
tests, and by the Bernreuter neurotic and introversion inventory-scores, was 
provisionally called “objectivity ” ; the factor appearing positively in the 
Rorschach, speed, self-sufficiency and dominance scores was called “ fluency ”. 
It was understood that this second factor might contain a considerable amount 
of ‘* speed ’’ which has now been definitely separated from “ fluency ’’; also 
that it might be related more or less intimately with the first ; or again that it 
might split up into several subsidiary and narrow factors—somehow linked 

* Thurstone, L. L., Psychol. Rev., September, 1931. 
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together here by the peculiar nature of the group. The possibility of g as an 
interpretation of either of the two factors was not overlooked ; but a con- 
sideration of the variables used, and of the factor loadings obtained, seemed 
to exclude it in any obvious sense. It may be, of course, that while the 
psychotic patients had, according to case-history reports, more than average 
intelligence, their present mental conditions placed them at a disadvantage in 
any situation where intelligence had to be directed by the environmental 
conditions of stimulation. Though our tests were not g-tests, therefore, the 
understanding of the type of co-operation demanded by them might involve g, 
or at least g directed to a definite. purpose. The question is raised again in 
connection with other groups, and with a more detailed discussion of possible 
interpretations of the results generally. 

Because of the intriguing nature of this first analysis, it was decided to 
proceed further with the data so far obtained. The correlations were next 
examined by the centre of gravity method of Thurstone.* The resultant 
loadings were such as to indicate again two factors, although some displacement 
in the values was evidenced. The results were: 


Factor I. Factor 2. 

Word association—average . i a -59 Í —'48 
5 » mean variation . ; "62 j —:57 
Oscillation . ; : : : : 29 ; —'49 
Perseveration ; i ; ; "22: ‘ —*40 
Bernreuter—N. . i ; ; -58 ; —* 37 
5 —I, ' ; : a . -63 ; —:40 
Rorschach . : : i ; . —*20 ; -56 
Oscillation-speed . ; ; : . —'I3 ; -68 
Perseveration-speed ; : ; . —*50 ; - 36 
Bernreuter—S. . ; A i . —*29 -56 
e —D. . ; A : . —'3I ; -57 


Following the lead given above, the variables were next divided into two 
groups: (a) Those which had significant positive loadings with Factor I; 
(b) those which had significant positive loadings with Factor 2. The first 
group comprised the word association, oscillation and perseveration tests, and 
the Bernreuter neurotic and introvert scores ; the remaining variables made up 
Group 2. The intercorrelations of the groups were examined separately, 
tetrad differences being calculated and distributed. The results are shown in 
Tables III and IV. 

In each case the distribution is approximately Gaussian in nature, when 
due allowance is made for the relatively large probable error in such a small 
group, and for the presence of narrow factors (such, for example, as obviously 

* Thurstone, L. L., A Simplified Multiple Factor Method (Chicago: U. Bookstore, 1933). 
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TABLE III.—Tetrad-differences for Group I. 


Tetrad-differences. Number. 
-00-°09 R . A 23 
-10--19 ; ; : 6 

k -20-'209 ; > k Io 
"30-39 I 
"40—49 2 
50—59 0 
60-69 I 
"70-79 I 


TABLE IV.—Tetrad-differences for Group 2. 


Tetrad-differences. Number. 
-00-°09 : : : 6 
° IO—' IQ 5 
*20—-°29 g ; i 3 
- 30-39 I 
-40-'49 o 


obtains with the two “ speed ”’ tests, or with the two word association variables). 
So far, then, the original analysis would appear to hold. Each group of 
variables is approximately homogeneous, in that it displays communality 
throughout. 

But if the factor reflected in the one group is essentially independent of 
that of the other, when the two groups are combined, as in the original table 
(Table I), we should expect marked tetrad-differences to appear. Actually 
an examination of Table I shows that any significant tetrad-differences obtained 
do not involve the influence of these two sub-groups. Rather do they derive 
from the obvious narrow factors of which we spoke above. Thus, for example, 
the tetrad r (1.4). r (5.10)—r (1.5). r (4.10) involves word association (average) 
and oscillation (from one sub-group) ; oscillation-speed and Bernreuter self- 
sufficiency from the other. But the tetrad-difference is very insignificant. 
If such large correlations as those between the two word association tests, or 
the Bernreuter neurotic and introversion scales, or the two speed tests, are 
involved in a tetrad so as to augment each other, then a tetrad-difference of 
significance is easily obtained. 

Inspection of Table I also shows that, despite the presence of both positive 
and negative signs, the signs do not make any difference to the tetrad-differences. 
They might as well be all positive, or all negative, as far as the distribution of 
tetrad-differences is concerned. Accordingly the policy was adopted of changing 
the signs of variables I, 2, 4, 7, 8, 9 (Table I) so that all correlations became 
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positive ;* and eliminating those correlations which were found, on calculation 
of tetrad-differences, to involve narrow group factors, by excluding one variable 


for each pair between which the narrow factors obtained. The result was as 
shown in Table V. 


TABLE V.—Positive Correlations. Narrow Group Factors Eliminated. 


Í: 2. 3 4. 5. 6. 7. 
1. Word-association—mean variation ; _ SI 33 68 32 -38 “51 
2. Rorschach i ; x A ; — “27 ‘24 26 35 39 
3. Oscillation A A a ; : — ‘56 "49 "16 Tore) 
4. Perseveration . . : ; A — ‘38 07 "Io 
5. Perseveration-speed . — ‘12 "19 
6. Bernreuter—N. é _ "60 
7. ig —S.. ; ; ¢ 


Calculation of all possible tetrad-differences gave the following distribution : 


Tetrad-differences. Number. 
*00-* 049 f : 7 36 
-05-'099 . ; A 14 
-I10—* 149 ; ; ; 27 
I5- 199 : . . I3 
-20-'249 : ; i 8 
-25-'299 : , i 3 
* 30-* 349 : : : 2 
*35-"399 ; ' l 2 


The indications here are very strongly against the presence of more than 
one common factor, particularly when we note that the tetrad-differences 
over '25 are all caused by the possible overlap existing between Bernreuter N. 
and S.—involving the correlation coefficient ‘60. 

The conclusion therefore seems warranted that, in this growp of subjects 
and with the variables employed, a common factor was operative—a factor 
that had definite relationship to the range of mental stability of the group. 
What appeared at first to be a second common factor was very probably a 
number of narrow group factors which had very great importance with the 
material used.t The loadings of the first factor, obtained by analysing Table V 
(Thurstone’s centre of gravity method) were: 


* Examination of the variables involved in this procedure of changing signs, will show that 
there is psychological justification for the changes made; for example, changing the sign of 
Variable ı (average reaction time) brings this variable more into harmony with variables 5, 6, 
etc. (speed). 

t The intluence of the presence of narrow group factors on the techniques of multiple factor 
analysis is discussed in Appendix II. It appears from our results in analvsing observed and 
arbitrary data, that the Thurstone techniques are particularly subject to this influence; and 
the interpretation of our data given above is substantiated by our findings in this connection. 
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1. Word association—mean variation. +80 
2. Rorschach . : : A . +60 
3. Oscillation . : : : n 6°58 
4. Perseveration ; : ; . *53 
5. Perseveration-speed . : - 1204 
6. Bernreuter—N. . : : . 54 
7. ” I. . er > +58 


When Table I, including all the variables, was made positive throughout 
(as above described) the corresponding first factor loadings were : 


I. Word association—average . . 74 
2. p i —mean variation. 83 
3. Oscillation . i : ; . 56 
4. Perseveration i ‘ : ..."45 
5. Bernreuter— N. . ; i . *70 
6. a —l . ; ; . +68 
7. Rorschach . ; ; i . 9°57 > 
8. Oscillation-speed . i ; . +62 
9. Perseveration-speed . A 058 
1o. Bernreuter—S. . f ‘ . +62 
II. R —D. . . : . +64 


Before passing on to consider similar results obtained with more homo- 
geneous groups of subjects, it is interesting to note a few other points that 
come from examining Table I. In the first place, the correlations between 
the inventory scores and some of the more objective variables are surprisingly 
high, as the following group of coefficients indicates : 


I. 2. 3. 4. 5. 6. 7. 

1. Word association—average reaction time — 92 "44 35 ‘29 ‚39 *30 

Be ay se —-mean variation : — SI 38 *50 5I 34 

3. Rorschach : ; : i A 35 33 "39 38 
4. Bernreuter—N. (all coefficients made 

positive asin Table V) . — "94 ‘60 ‚78 

5. j5 —I. . ; ; : : — 6I "73 

6. er —Ss. . . 2 ; ; = 65 


7- ’ —D. 


This is in harmony with the fact that the factor-loadings (Table II) of the 
word association and Rorschach variables compare very favourably with those 
of the inventory scores. While the size of similar correlations obtained with 
other groups was much smaller (as will be seen later), the significance of the 
situation here cited should not be overlooked ; and we shall have occasion to 
return to it when we have completed our survey of the results. 

Of further interest also is the surprisingly high correlation between variables 
such as oscillation and perseveration (+49) which are, under normal conditions, 
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found to be quite independent of each other. This would be in harmony 
with the notion that while two factors might vary independently with normal, 
or with abnormal subjects considered separately, they might manifest 
considerable correlation in so mixed a group as the one here being discussed. 
If this be true, then we should expect the degree of correlation between 
oscillation and perseveration to be much less with more homogeneous and 
more normal groups. In any case the point is worthy of more detailed 
investigation. 


B. Other Groups. 


Following the preliminary research described above, several testing projects 
were undertaken in an effort to clarify the meaning of the results obtained. 
Whereas in the original group an effort was made to obtain wide variations in 
“stability ’’, it was now decided to make each group as representative as 
possible of the general social strata from which the subjects were taken. Thus 
while each group could be considered a relatively “ unselected’’ sample of the 
corresponding population, the groups themselves would represent a wide 
range in occupational and social level. A consideration of the following 
groups which were examined in the research illustrates this variation : 

Group I: 42 men in the Ontario Reformatory at Mimico. These men 
had all been sentenced to prison for terms varying up to “ two years less one 
day ”’ 

Group 2: 120 university students—a mixed class taking lectures in 
psychology in the fourth year of the arts course. 

Group 3: 70 teachers in the Ontario public schools—a mixed evening 
class in psychology, taking work proceeding to an arts degree. 

Group 4: 40 women engaged in social service work, public health nursing, 
and related fields. 

Some slight variations in the test procedure were necessary from group to 
group; but at the same time the material and method were kept sufficiently 
similar to allow as much comparison as possible. As will be seen from the list 
of tests used, the Bernreuter inventory figured rather prominently throughout. 
The subjects in Group I were examined individually. In all other cases group 
methods of examination were used, the 120 university students (Group 2) 
being divided into three sections of approximately 40 each. The following 
is a list of test procedures used with each group. Where necessary, a few 
explanatory notes are added : 


Group 1—Ontario Reformatory. 
(Tests administered individually.) 


1. Word association—average reaction time as in original group. 
Bo oj 7 —-varlation in reaction time as in original group. 
3. Perseveration. As in original group. 
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. Perseveration-speed. As in original group. 

. Oscillation 

. Oscillation-speed. j5 ™ 

. Words A and B. Number of words given orally in 2 minutes. A = 
words beginning with A, B = any words. 

8. Pictures. Number of ideas suggested by 2 ink blots and 2 incomplete 
pictures. Each picture presented for 2 minutes. Responses given 
orally. 

9. Work output. Total number of digits added in two trials of 2 minutes 
each, together with the total number of subtractions made in 3 
trials of ı minute each. This latter involved repeated subtraction 
of 7 from an original large number. Responses written. 

10. Work variation. A composite score arrived at by noting variations 
between repeated trials of addition and subtraction: the variability 
in the number of words or ideas produced in successive 30-second 
intervals in the words A and B, and pictures tests. 


29 LEd 


ns Ou A 


Group 2— University students. 


jt 


. Words A and B. Asin Group ı. Responses written. 

. Letters W. Number of letters written in the previous (words) tests. 

. Pictures. Asin Group I. Responses written. 

Letters P. Number of letters written in the previous (pictures) tests. 

G. Army alpha. 

T. Thurstone neurotic inventory. 

. Perseveration. As in original group. 

. Perseveration-speed. „, n 

. Oscillation. i 

. Oscillation-speed. z 

. Bernreuter inventory. ,, 

. Optimism-pessimism. A scale devised by Prof. S. N. F. Chant, based 
upon Thurstone’s attitude-scale technique.* 


OD ONY DAUN 
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Group 3—Teachers. 


I. Bernreuter inventory. As in original group. 

. Perseveration. 

. Perseveration-speed. 

. Oscillation. 

. Oscillation-speed. 

. Rorschach. 5 ink blots reflected on a screen. Each picture exposed 
for I minute. Total number of ideas given. | 


AUAU N 


* The scale involves checking a list of statements, each designed to express an attitude to 
life. Some of the statements indicate an optimistic, others a pessimistic outlook. 
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Group 4—Social service workers. 


1. Words A and B. As in Group 2. 

2. Letters W. 

3. Pictures. 

4. Letters P. K "N 

5. Words and pictures combined. Summation of scores in Ist and 
3rd tests. 


29 3) 


6. Letters combined. Summation of scores in 2nd and 4th tests. 
7. Perseveration. As in Group 2. 

8. Perseveration-speed. ae 

g. Oscillation. i 

10. Oscillation-speed. 
1r. Thurstone inventory. „ „ 
12. Bernreuter a 


As before, the scores were correlated and analysed. Tables of inter- 
correlations are presented in the order in which they are discussed. That 
part of the analysis which has bearing only upon questions of technique is 
included in Appendix IT. 

With Group 1 (Ontario Reformatory) the results were as follows: 


TABLE VI.—Intercorrelations. Group I. 


—1. Word association — 

mean variation. _ 96 49 "25 17 17 13 o2 —.06 —'31 
—2. Word association — 

average reaction 


time . ; ` — "49 24 2 22 22 —‘o8 —'18 —'31 

3. Words A and B . — "26 49 "49 "14 "33 "II ‘02 
4. Pictures : : — ‘08 38 "24 30 —'02 —'o8 
5. Work output . : — 34 ‘16 53 “31 “12 
6. Perseveration-speed. — 27 "82 38 28 
—7. Work varlation ‘ _ “41 ‘12 "20 
8. Oscillation-speed . — "57 ‘47 
—9. Oscillation è A — -38 


—10. Perseveration A _ 


In this table the signs of variables 1, 2, 7, 9, 10 have been changed so as 
to make most of the coefficients of correlation positive. The negative signs 
before these variables, in the left-hand column, indicate this fact. With 
the exception of No. 7, these are the same variables that were similarly changed 
in order to make all values in Table I (original group) positive. Variable 7 
(work variation) was deemed to be similar to variable ı (word association— 
mean variation); and the change of sign was justified, as the coethcients 
show. 

This table, when analysed by Thurstone’s centre of gravity method, gave 
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the loadings on the first factor as shown below.* For convenience in discussion 
the loadings obtained with the original group by similar procedure are placed 
in brackets opposite the variables to which they apply : 


—1. Word association—mean variation . . +53 (83). 
—2. Word association—average ; A ~ 53 (74). 
3. Words A and B ; : R . 63 
4. Pictures . ; ; ; : ; . +39 (Rorschach, +57). 
5. Work output . ; A : ; . 257 
6. Perseveration-speed . : 2 $ .  *78 (58). 
—7. Work variation j : : . 738 
8. Oscillation-speed i . : l .  *80 (-62). 
—g. Oscillation f , : ; : . +37 (+56). 
—10. Perseveration . s . ; ; . +24 (+45). 


Average 52 (:62). 


It will be seen that the loadings, compared with those for the original 
group, seem to suggest that the first factors are very similar, in fact identical 
in the two cases. Results with the original group seemed to point to some 
connection between this factor and range of “ stability ’’ represented by the 
subjects. Since that range is obviously curtailed in the present group, the 
average decrease in factor-loadings is interesting. While it might be due 
to a number of things into which our data do not permit us to inquire, it 
might also be due to this very fact of a curtailed range. The somewhat lower 
correlations with the variables in this group when compared with the corre- 
sponding ones in the original group (- 31 as against -45) is, of course, in harmony 
with the same argument ; for the lower reliability of the test results (if such 
be the indication of these figures) can hardly be due to test administration. 
Individual testing was conducted here, as before. Co-operation of the group 
was ideal, as far as could be determined, and was certainly more readily 
obtained than in the case of the mental hospital patients (original group). 
All known factors contributing to this result seem to point to the intriguing 
possibility that, behind it, is the connection between this factor and range of 
‘stability ’’, as we have suggested before. 

For other groups, the following tables of correlations were obtained. In 
each case the signs of certain variables have been changed so as to give a 
maximum number of positive coefficients; but, throughout, the changes 

* Thurstone analyses are carried only to the first factor for reasons that are partly given 
above. It was shown earlier that narrow group factors influenced the loadings of second or 
third factors unduly; and several other difficulties, taken up in Appendix Il were encountered, 
which make the policy adopted seem advisable with this material. 

+ The writers realize the difficulty of comparing factors in this way. But in exploratory 


work along new lines, such as the present investigation represents, the above comment seems to 
be both justified and advisable. ; 
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have involved the same or corresponding variables. 
negative sign before the variable in the left-hand column of the table indicates 
the variables treated in this way.) 
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(As in Table VI the 


TABLE VII.—Intercorrelations. Group 4. 
I. 2. 3 4 5 6 7. 8 Q 10. 
1. Words A and B — 1 '72 °45 °95 °85 °26 48 —'11r °07 
2. Letters (W) — "83 45 ‘91 *84 +36 -52 —'o5 °26 
3. Pictures — 79 85 °98 "41 46 — 08 +18 — 
4. Letters (P) . — ‘61 ‘80 31 *34 °03 °24 
5. Words and pictures — QI 29 *§3—"18 14 
6. Letters (combined) — 37 '52 —'05 °22 
7. Perseveration-speed — 55 —'04 ‘04 
8. Oscillation-speed . — 09 +25 
9. Bernreuter—S. — 48 
. IO. PR —D. — 
(—) ıı ” —N. . 
(—) 12 ie —l . 
(—) 13. Thurstone—N. . 
(—) 14. Oscillation 
(—) 15. Perseveration 
TABLE VIII.—Jntercorrelations. Group 3. 
I. 2, 3. 4. 5. 6. 7. 
1. Rorschach pictures — *12 +12 25 —'o5 ‘17 05 
2. Perservation - speed — “SI 22 —'ı0 "17 24 
3. Oscillation-speed — ‘21 23 28 "44 
4. Nehman- Kolsted — — 34 22 20 
5. Bernreuter—S. — 32 *20 
6. —D. — *80 
— 7. ” —N. = 
— 8, —|. 


99 
— 9. Perseveration 
— 10. Oscillation 


(==) (=) (=) 


12. 
"02 


13 


*20 
°37 
"21 
"Io 


(=) (=) 


14. 15 
o5 14 
12 06 
—"03 "14 
707 08 
6 “I6 
"I3 "09 
"22 —'I4 
38 30 
708 +25 
14 7 
13 09 
17 08 
oo +16 
— 1.) 
10. 
‚28 
.30 
*46 
"06 
"13 
"10 
22 
.24 
— 02 


The first factor-loadings (centre of gravity method) are shown in Table X, 
together with corresponding loadings for the original group and Group 1. The 
comparison is interesting in that again a degree of correspondence obtains, 
suggesting close relationship between the first factors for all the groups. 
The average loadings reflect the same curtailment in range of “ stability ’’ as 
mentioned above, in that they are as follows : 


Original group j ; 
Group I (Ontario Reformatory). 


» 


39 


4 ( 
3 ( 
2 ( 


Social service workers) 
Teachers) 
University students) 


-62 
«52 


The tentative conclusion to be drawn from the foregoing array of data 
seems to be either (a), that the “first factor °, whose loadings have been 
indicated, is of functional import, and is significantly related to the range of 
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TABLE X.—Factor-loadings. All Groups. 


Tests. Original group. Group I. Group 4. Group 3. Group 2. 
I1. Rorschach. i ‘ 57 ; st : we "25 Fa 
2. Words A and B ; me i 63 ; “71 : EN i "4 
3. Letters (W) , . bis s oh ; ‘79 ‘ ec A 5 
4. Pictures . ; 5 a ; 39 : 75 ‘ Ea : 34 
5. Letters (P) ; ; m : er ; ‘00 A ~ ; “34 
6. Words and pictures a 5 ar j 75 
(combined) 
7. Letters (combined) . ku : ae : B4 . “i ; ti 
8. Oscillation speed ; "62 ; *80 ; 70 ; “70 . *46 
g. Perseveration-speed . 58 . 7 i 39 ; *46 ; 36 
ro. Work output . i er N 57 eis ; = ; T 
1r. Generalintelligence (G) a ; on i sa ; = ; "46 
12. Bernreuter- S. ; ‘62 ; be ; ‘21 : ‘20 ‘ "53 
13. es —D. : "64 : ac ; 63 ‘ 76 ` 6I 
14. Nehman- Kolsted . en ; es ; Es ‘ 26 : Sa 
(—) 15. Bernreuter—N. ; zo ; ake ; 58 ‘ ‘85 2 “56 
(—) 16. x — Í.. ; «63 : in ; “49 ; 78 š 53 
(—) 17. Thurstone —N. è E ‘ i ; 04 x tog : “41 
(—) 18. Optimism-pessimism . ack ; a ; s : si ; ‘ol 
(—) 19. Word association "74 ; 53 
(average reaction 
time) 
(—) 20. Word association. 83 . 53 
(mean variation) 
(--) 21. Oscillation x 2 56 ; 37 ; ‘2 i “47 i -37 
(—) 22. Perseveration . ‘ "45 3 "24 5 .24 ; ‘00 . — o5 
(—) 23. Work variation ; DR k 38 A ʻi x 


“stability ” in the various groups ; and that, in addition to this, there are a 
number of narrow group factors which disturb the true equiproportionality of 
the correlation tables; or (b), that the sole influence behind the analysis is 
the presence of these narrow group factors, which, by giving many correlations 
of a fairly high order, account for the significant first factor-loadings. We 
have given some attention to the first possibility already. If the second 
conclusion is nearer the truth, the data are still of interest to our main purpose 
in these studies. For whether the narrow factors exist over and above a 
common factor, or whether they “ account ” for the appearance in our analysis 
of the “common factor’, they show the type of variation from group to 
group that we have discussed in connection with the “ first factor ” loadings. 
For example, oscillation and perseveration, known to appear as independent 
factors with normal populations, show the following relationships in the 
different groups: 


Original group j ; ‘ -  °49 
Group 1 (Ontario Reformatory). . °38 
» 4 (Social science) . : . +18 
» 3 (Teachers) . : ‘ . —'02 
» 2 University . : ; . *05 


The loadings of these variables with the “ first factor ” are oscillation - 56, 
perseveration +45, in the original group; the corresponding values for the 
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other groups being Group I, ‘37, '24 ; Group 4, ‘24, ‘24; Group 3, °47, °00; 
Group 2, °37, —‘05. The examination of the correlation tables similarly 
shows that as we proceed from the original group td the university group, 
the significant correlations are increasingly confined to certain narrow sets of 
variables. For example, in Group 4, the “ fluency ’’ measures (words A and 
B, pictures, etc.) constitute one set, oscillation-speed and perseveration-speed 
another, the Bernreuter and Thurstone variables another. Between these 
sets the correlations are almost uniformly low. 

This being the case, the fact that some of these variables become more 
highly specific with the later groups than they were with the original group, 
again suggests that with the abnormal cases, deviations in a number of 
directions became so marked that, when compared with normal subjects, a 
certain generality in deviation is noticeable. It may be that what we 
originally termed “ objectivity ’’—partly as a matter of convenience, partly 
for reasons which will be set forth in the next section—is in reality demon- 
strable by testing along a number of lines. These lines are distinct psycho- 
logical variables; but they represent different facets of general mental 
instability. Thus deviations in fluency, speed, perseveration and the like— 
factors for which a degree of independence may be claimed under ordinary 
circumstances—become related together very closely as patterns of symptoms 
reflecting an all-round lack of healthy mental functioning. 

It is difficult to summarize this section without appearing to make 
sweeping generalizations. A beginning has been made in applying some of 
the existing techniques of analysis to psychometric data gathered with the 
problem in mind of differentiating degrees of mental “stability °’. Many 
difficulties have been unearthed, and the experiments have opened up a 
number of interesting lines of further investigation. The suggestion has been 
made that the procedures here adopted possibly reveal the existence of a 
factor of wide import, significantly related to the degree of mental health ; 
or to a number of factors so related. But before this conclusion can be stated 
with confidence, a great deal more research must be undertaken, some of which 
can be outlined on the basis of our results. In order to facilitate these next 
steps, therefore, we may proceed to a fuller and broader discussion of the 
progress here made; for by attempting a tentative interpretation, we may 
succeed in clarifying the present position sufficiently to enable us to formulate 
a further plan of investigation. 


IV. INTERPRETATION OF RESULTS, AND DISCUSSION OF 
FURTHER PROBLEMS. 


The data presented in the preceding section, while not conclusive, are 
highly suggestive. It would appear that the inter-relationships of test-scores 
vary considerably, depending upon the nature of the subjects tested. While 
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this is by no means a discovery on our part, it comes to a distinct focus in 
connection with the general problem motivating our research, and is clearly 
reflected in the results’we have obtained. 

Briefly summarizing the major finding, the distributions of scores in the 
variables employed are certainly more closely related when the range of 
subjects stretches all the way from well-adjusted to psychopathic individuals, 
than when a narrower range is involved. The inter-relationships were sufficient 
to postulate the presence of a common factor, the saturation of which in the 
different tests was higher with the original (widely disparate) group than with 
the others. The group factors over and above this broader factor seemed to 
account for a much greater proportion of the total correlation as we progressed 
in our examination from the original to the university groups. Intercorre- 
lations between those variables representing different group factors became 
much less than they had been in the first table of correlations. 

The groups tested vary, of course, in respect of criteria other than “ degree 
of stability ’’; range of social status, of educational background, possibly 
of native intelligence. The influence of these, and of other variables, will 
eventually have to be examined. But, as far as our evidence goes, any 
variations in these would appear to be very small compared with the particular 
line of variation directing the selection of our groups. While the educational 
and social backgrounds, for example, certainly differed from group to group, 
the range was not as noticeable in the first group as in some of the others— 
the social service group, for example. And in these respects the Ontario 
Reformatory group seemed much narrower than in the case of the university 
or teachers groups. Yet these latter showed less influence of the common 
factor than did the former. 

The possible interpretation of the common factor in terms of g must be 
given more prominence. While the tests employed do not generally measure 
g, the use of g in understanding the purpose of the'investigation sufficiently 
well to ensure intelligent co-operation, the consequent need for directing the 
“attention ’’ towards the matters on hand, might well be important factors 
underlying the results obtained. As far as clinical evidence could tell us, all 
the patients in the first group were above average “ intelligence’, at least 
during their periods of comparative sanity, or in the time preceding their 
illness. Care was taken to ensure the absence of any very wide range in 
“native I.Q.’’, in the group comprising normal and abnormal subjects. We 
felt quite confident that the range was no greater there than in several of the 
other groups. But as Hart and Spearman, by very ingenious procedures, 
showed in 1914*—the mental hospital patient is none the less characterized 


* Hart, B., and Spearman, C., “ Mental Tests of Dementia”, Journ. Abnor. Psychol., 
October-November, 1914. The writers wish particularly to draw attention to the statistical 
devices employed in the work reported in this article. The application of two-factor techniques to 
problems of multiple-factor analysis is there definitely laid down ; and a means whereby absolute 
g measures may be made comparable from group to group was originated and tried. The latter 
point is of great interest in questions of determining race-differences, for example. 
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by an apparent g-deterioration which is often due to the direction of whatever 
is measured by g into channels other than those demanded by the usual test 
situations. The lead thus offered seems to be very pertinent to our problem 
here ; and we shall accordingly discuss it more fully. 

There seems to be no question now in the minds of psychologists generally 
as to the legitimacy of the g-concept of Spearman. The only systems throwing 
over such a notion are those which, for purely systematic reasons, cannot give 
place to it if they are to adhere to the psychological method demanded by their 
own postulates; and even these accept g immediately they forsake their 
particular branch of science and discuss human behaviour from a practical 
standpoint. Any controversy that appears to exist, therefore, in regard to 
the acceptance of g, is beside the point. If we start with the postulates 
adopted by Spearman—a matter which is beyond the realm of dispute since 
it pertains to the method of science generally—and if we examine the data 
gathered under the direction of these postulates, we arrive at the g-concept 
inevitably. 

The use of g, however—its direction in what we may call “ worth-while ”’ 
channels—may be a very crucial matter when we are thinking in terms of 
mental health. The neurotic may differ markedly from the stable individual 
in this respect. So that the investigation of directional aspects of behaviour 
is likely to be all-important in the field of our present interest. 

But the term “ worth-while ”’ must be made more meaningful—ultimately 
by experimentation, initially by systematic thought which will direct a plan 
of search for data illuminating the concept. Psychological, educational and 
psychiatric literature abounds with discussions, all of which bear upon this 
question. But these discussions have seldom been grounded on the firm rock 
of scientific inquiry. As has been suggested earlier, the writers feel that it is 
just here that the factor-techniques have so much to offer. We shall now 
consider this more carefully, first pointing out some of the persistent paradoxes 
that accompany mere discussion on a priori grounds, and thence attempting 
to formulate a plan whereby investigation might be systematically pursued. 
A number of problems for immediate research will thus be isolated by way of 
illustration; and in this manner the broader setting of the studies here 
reported will be made more clear. 

By way of approaching possible psychological concepts underlying insta- 
bility let us first consider a few fundamentals of educational theory. This 
may seem a fairly wide deviation from our topic, until it is remembered that 
the avowed task of education is involved in directing the energies of the 
educand into channels that are deemed to be fit and proper. The conception 
of what directions are worth-while, which has bothered us so much in psychiatry, 
has had many formulations in education. Most of these may be classified 
under the two main headings: social and individual. 

In so far as the social goal has predominated, educational theory can offer 


84 = OBJECTIVE MEASUREMENT OF MENTAL STABILITY, [Jan., 


little that is of interest to us here ; for in such cases the personal needs of the 
individual have been overlooked, or else made subservient to the supposed 
good of the whole community. Spartan ideals, as embodied in the writings of 
Lycurgus, are a case in point. Nationalistic aims, particularly in their most 
rabid formulations, and even the cruder conceptions of democracy, are similar 
in nature, since they give place to the understanding of human propensities 
and needs only to the degree that such knowledge assists in directing the 
individual’s behaviour into channels already accepted as contributing to the 
composite social good. The “good” itself has little or no reference to 
psychological concepts. 

Individualism, on the other hand, tends to start with the nature of the 
individual in mind. Theories coming under this heading have either been 
frankly hedonistic, or else have given place to something “ beyond the pleasure 
principle ’’. The first type of individualism always involves a conflict between 
the rights of one individual and those of others in the social group. Each 
individual apparently has certain tendencies, certain forms of reaction, certain 
bodily needs to be looked after. The psychological picture is not very 
elaborate ; but its major characteristic is an emphasis on the individual as a 
centre of activity, seeking the pleasure which comes from expressing himself 
in certain appetitive directions. Lest these expressions clash with those of 
others, a Compromise must be arrived at—a social compact must be entered 
into, in order that the pleasure of each member of the group should be taken 
care of to a maximum degree. Here we have the doctrine of “ adjustment ’’ 
set up as a practical working ideal. Learning in the direction of “ sociali- 
zation ’ is the major consideration. In so far as, the abnormal person can 
be regarded as maladjusted, he is differentiated from the more mediocre, 
harmless, well-adjusted normal. But, be it noted, the criterion of “ adjust- 
ment ” is not very clear, and is certainly not based upon any standard derived 
from a knowledge of psychological characteristics. ‘‘ Adjustment ’’ refers 
rather to the social compact ; and the technique of training is one of arranging 
the consequences of behaviour so that a certain goodness of fit will result, due 
to the acceptance of pleasure and the withdrawal from unpleasure so charac- 
teristic of human nature. 

The more elaborate conceptions of individualism have endeavoured to 
stress the creative side of human experience. Mere impulsive expression of 
appetites, curbed, enhanced or redirected by the pleasure or unpleasure 
accompaniments, is not considered to be an adequate picture of the psycho- 
logical basis of behaviour. Certain forms of activity are so far beyond these 
primitive anımal strivings that they deserve the centre of the stage in 
considering worthwhile directions. Art, philosophy, science, religion—the 
human values generally—so characterize the human race, that the emphasis 
should be on “inherent satisfaction’’, rather than on mere pleasure. And 
education must see to it that each child is so nurtured that he comes to 
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experience the richness of creative experience in these all-important directions. 
Mere training for “ adjustment ” or along lines of utility is not enough. ' 

Now while these concepts of “ values” are highly significant, their 
scientific import is more difficult to estimate. As ordinarily described and 
differentiated, the one from the other, they can hardly be said to fit into any 
psychological categories so far devised. Instead of starting with them, we 
should more properly envisage a system of scientific concepts which would 
be basic to them, and in terms of which the values themselves would have 
fuller meaning for education and development. 

In actual practice, the educationist’s theory of values is of necessity 
translated into a working scheme, through the medium of a curriculum—free 
or rigid as the case may be. Valuable directions into which the child’s 
experience should be led are now conceived as worth-while acts, or achieve- 
ments ; and the goals of education thus become the particular tasks, skills, 
facts embodied in the classroom programme. 

The paradox is then one of education for achievement and enriched 
experience, on the one hand, and for utility and adjustment on the other. In 
trying to assist the educational process, psychology has often stepped in at 
this point and studied the conditions under which these facts or skills are 
acquired efficiently ; and in so doing has frequently lost sight of the educational 
theory underlying the educational content. Where it has done so, we have 
associationistic, or bond psychologies. The classifications of these associations 
or bonds are usually taken over from the curricular titles, so that we speak 
of “‘ reading ability ’’, “ arithmetical ability ’’, and so forth. The psychology 
of number work is often discussed as if it were fundamentally different from 
the psychology of other fields ; and individual differences have often followed 
similar classifications when speaking of group factors or special abilities and 
disabilities. It is difficult to see, therefore, what justification we would have 
for seeking important personality differences guided by such an artificial 
classification as this, where the directions of behaviour are differentiated in 
terms originating in the school curriculum—a purely artificial and arbitrary 
device, designed to serve the purposes of mass education. 

Where the more formal meaning of education has been preserved, and the 
‘values ” have been translated into behaviour characteristics, a form of 
facultism has always resulted. Thus the scientific value may be said to 
include persistence, trained perception, mature reasoning, developed curiosity, 
etc. Education must accordingly develop these faculties. But such a priori 
schematization of human nature has not led to the type of systematic investi- 
gation that is necessary, if the meaning of worthwhile direction is to be 

clarified. j 
l Similarly in psychology, the post-evolutionary emphasis on instincts and 
propensities, formally conceived, suffers the same disadvantage. But we 
should do well to reflect that, in going beyond hedonism, and viewing the 
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organism as distinctly purposive, as expressing in achievement a nature that 
derives something more than mere pleasure or unpleasure, the hormic theories 
have something to offer; for, as we saw before (Section II), these theories 
involve the concept of organization that does lend itself to a differentiation 
between mental strength and mental weakness. The poverty of research 
directed by their conception is the major drawback ; and this is itself due to 
the air of finality pervading their a priori analysis of human functioning. 

This insistence, in the hormic psychologies (such as those of McDougall 
and of most psychiatrists since Freud), and in the educational theory of values, 
on the essentially creative character of behaviour, on the need for satisfaction 
as distinguished from mere feeling, is often overlooked, even in psychiatric 
practice. As evidence for this fact we may cite the tendency to view mental 
abnormality as somehow related to, or involved in, undue emphasis upon 
ego-centric feeling ; yet at the same time to suggest that, because of certain 
hypothecated instincts or urges, the individual needs that ego-satisfaction 
which comes from a purely self-centred expression of those instincts. This 
constitutes one of the persistent paradoxes in psychiatric theory, which must, 
it seems, be overcome if we are to arrive at a truly scientific approach to 
problems of mental health. Education similarly has, at times, suffered from 
the same dilemma, in that it stresses fostering an interest in achievement, 
yet rationalizes its methods in terms of such ego-motives as self-expression, 
self-assertion, self-confidence, and the like. 

Our starting-point may well be, therefore, the distinction between feeling 
(as an affective quality of the subject in experience) and satisfaction. The 
latter term refers to the affective accompaniment of achievement. It has no 
self-reference, and is a concomitant, rather than a resultant, of achievement. 
Behaviour so directed (motivated) that the feeling qualities of experience are 
never prominent in the intention of the subject, may be termed “ objective ”’ ; 
where ego-motives predominate, the term “subjective ’ is most applicable. 
As a preliminary interpretation of “ worth-while direction ’’, we may frankly 
accept “ objective ’ as against “ subjective ’’ behaviour, since this distinction 
is based upon psychologically observable phenomena. Education would then 
be concerned with fostering a maximum of objective achievement ; mental 
hygiene would advocate a similar policy, since mental health would be regarded 
as being proportional to the degree to which achievement 1s directed towards 
satisfaction rather than feeling.* 


t 


* It is difficult to make clear-cut the distinction intended between feeling and satisfaction. 
The terms themselves have been used verv loosely ın psychological literature ; and because of 
this an unscientific atmosphere pervades them. If they are objected to on these grounds, 
they mav have to be discarded, and new terms emploved. But the distinction seems to be 
worth maintaining. It is certainly implicit in much of our thought in the fields of development 
and of abnormality. 

At the risk of labouring the point, we may therefore elaborate the above by saving that the 
signification of the term " feeling "is that implied by Ward when he characterizes feeling as a 
quality of the subject in experience as known. In the same way, Plato suggested that the earliest 
effect of sensory stimulation was J’athema. The ground of the Gestaltists, the impressions of 
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Accepting this hypothesis for the moment, let us see wherein it assists in 
formulating a systematic plan of investigation. In proportion as an indivi- 
dual’s achievement is objective, so is he functioning in a manner conducive to 
sound adjustment, co-operative endeavour, social living in the fullest sense of 
that term. Ego-centric achievement is the antithesis of all this. The one is 
based primarily upon the logic of the situation as known ; the other involves 
the prejudices and narrow-mindedness of personal likes and dislikes. Con- 
ceivably, therefore, it should be possible to discover differences in the behaviour 
of stable and unstable individuals which reflect these opposing characteristics 
—objectivity and ego-centricism. Alertness to objective stimulation which 
could be examined by reaction-time and speed-tests of various sorts, dotting 
apparatus, etc., might be found to be related to degree of objectivity at the 
time, and under the conditions of laboratory experimentation. And while 
tests of this type have frequently been used with abnormal patients, their 
scores have usually been evaluated separately. Our point here is that the 
inter-relationships between such scores might reveal underlying factors— 
factors which might prove to be very general in their scope, which would 
substantiate or disprove the hypothesis we have set up. If they substantiate 
the hypothesis, further examination of the factors might lead to a fuller 
understanding of the meaning of the terms involved in the hypothesis. The 
results reported in Section III may be regarded as a preliminary step with the 
type of material suggested, and point to the possibility of isolating pertinent 
factors by this means. It should be kept in mind, however, that, particularly 
in the early stages of the research, where we are interested in determining the 
functional interpretation of the factors isolated, these factors are best examined 
one at a time; and. further experiments will be conducted with a view to 
isolating and examining, separately and more carefully, the general and group 
factors that are suggested in our results. 

Very important in such investigations would be the determination of the 


Hume, would appear to involve a similar point of view. But as experience is known more fully, 
even in the earliest acts of cognition, the character of objectivity arises, together, of course, 
with “ thinghood ’’, spatial and temporal, and all the other qualitative characters present in 
the * object ” as ultimately known. As subjectivity is reverted to in cognitive manifestations 
there appears to be a gradual merging of these differentia. (Reversion toinfantilism undoubtedly 
has this meaning in part also.) The active use of g, therefore, would imply something that goes 
bevond the primitive, subjective feeling, and that results in the apprehension and the inter- 
relating of the characters superposed upon the primary ‘ ground ”. And the naturalness of this 
activity constitutes its own motives. This is all we really mean by “ satisfaction ”, save that 
the atfective side of achievement is undoubtedly experienced, and is ditferent from the purely 
subjective affect—feeling. (See the experimental work cited by Spearman in The Nature of 
Intelligence (Chapter XIV).) Expressing this distinction in practical terms, we may well turn 
ugain to education. The central principle would be to avoid egocentric: motivation, to foster 
an interest in achievement for its own sake, to minimize the tendency to develop self-confidence, 
and so on. Pedagogy would clarify the objective meaning of the goal, purifying the goal as 
completely as possible from all motives of self-reference. This is exactly what we endeavour 
to do in *‘ objective ” methods of discipline, of routine training, and the like. So that again our 
distinction 1s not by any means new. We have simply tried to recognize more explicity the 


central feature of the best existing systems of thought in the realm of human motivation and 
development. 
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scores obtained by the same patients at different times. In any preliminary 
selection of tests to be used, it might be advisable to choose those which 
seemed to give results varying in accordance with clinical evaluation of the 
patient’s condition ; for such variations would seem to point to a connection 
between the score and the general mental condition. Along similar lines, 
those tests which, when given to normal patients, are highly reliable in that 
repetitions of the tests give corresponding distributions of scores ; yet, when 
given to abnormal patients, display marked unreliability, would seem to be 
of value. Fluctuations in test scores, evidenced by this type of data, might 
be related to fluctuations in “ objectivity”, clinically determined. The 
short-time fluctuations—apparently the best measures of Spearman's 
“oscillation °” factor—might be combined with fluctuations over longer 
periods. Or again, since fluency measures would seem likely to be dependent 
upon maintaining an objective set towards the experimental situation, these 
should prove worthwhile for this purpose. Perseveration tests—obviously 
involving direction and change of direction of g—could be especially adapted 
to avoid success on any other than objective grounds, at least to a large 
degree. In all these matters of selecting suitable material, we would reiterate 
the need for trying out the tests on the same patients repeatedly, studying 
the results in relation to the best type of psychiatric appraisal of the patient’s 
condition at the time of testing; and comparing the results, particularly as 
regards variations in scores, with those obtained with more normal subjects. 
Eventually, by using patients manifesting different symptomatic syndromes, 
certain types of material may be found to be more suitable for some classes of 
deviation than for others; and in this way an experimental attack upon 
problems of differential diagnosis would be begun. 

The advantages of a programme of investigation so conceived seem, to the 
writers, to be: (i) The techniques of factor-analysis would be able to play 
their part. In a field where psychometrics have hitherto proved to be of 
little use, these more scientific approaches to mental measurement may be 
more successful, particularly since they are applicable under the direction of 
scientific hypothesis, and do not necessarily involve preconceptions as to what 
measurable factors actually do exist. This latter point is their main claim 
to being truly scientific techniques. (ii) The systematic search for variables 
does not depend upon an arbitrary schematization of the field to be explored. 
Factors are not picked out indiscriminately, or examined under the direction 
of classifications of behaviour suggested by other disciplines. Examples of 
this latter type would be “arithmetical factors’’, “ mechanical factors”, 
etc. The starting-point is the fully-accepted g, so important in all achieve- 
ment ; and the field of investigation is the direction of g. Translated into 
practice, this “ directional field ’’ is presumed (on psychological evidence) to 
be characterized by the logical opposites—subjective (ego-centric) and 
objective ; and the validity of this assumption is one that experimentation of 
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the type suggested may be able to examine. (iii) The programme thus 
conceived includes the more important directional aspects of g already 
examined, particularly in the normal range of subjects, and carries them over 
into the field of the abnormal. Oscillations in efficiency, perseveration and 
fluency measures are cases in point. (iv) Any success in such a projected 
scheme of investigation would have far-reaching results. The patterns of 
factors characterizing different types of mental instability may be sufficiently 
distinct to be identifiable by measures of this kind. The factors may even- 
tually be sufficiently sensitive to measurement, as our techniques are refined, 
to result in laboratory identification of them in their earliest stages of develop- 
ment. Objective observation of developing mental instability may thus 
prove to be more feasible ; and therapeutic programmes could then be checked 
by means of scientific standards. 

We would tentatively interpret our findings, therefore, by saying that the 
differences in degree of relationship between test scores manifested in the 
various groups of subjects examined, may feasibly be regarded as reflecting 
differences in the directional characteristics of function. Should the existence 
of the “ common factor ’’—the presence of which was suggested in our results 
—be substantiated by further research, this may possibly prove to be the 
“ objectivity ” which we have been considering. In that case it may be 
closely related also to the w-factor investigated by Webb with “ normal ” 
subjects; or it may be a particular form of relationship between such 
directional variables as fluctuation (oscillation), perseveration, fluency and the 
like. It seems quite logical to think of “ objectively ” directed g as being less 
subject to fluctuation than would be the case where the objective achievement 
is being offset by strongly subjective tendencies. Fluency in objectively 
motivated tasks; or adequate mobility (lack of inertia) in changing the 
direction of thought in accordance with the objective situation, might similarly 
be expected to characterize the more “ objective ” type of mental organization. 
So that if the legitimacy of the concept “ objectivity ” is established, various 
subdivisions or subsidiary factors related to the field of mental health may 
be discovered also. In this way the search for factors will be consistently 
directed by psychological—rather than by any outside and arbitrary criteria. 

These possible lines of variation in directional characteristics are all 
concerned with indicating degrees of objectivity. Expressed otherwise, we 
might find that the more subjective individuals were deficient in constancy of 
achievement, or in fluency of thought, or in mobility of adjusting the direction 
of thought to meet the needs of changing situations ; or in several of these, 
and other, respects. In addition to this, it is quite conceivable that types or 
kinds of objectivity may ultimately be established, using again a psychological 
schema for classifying the types concerned. This classification would have 
to refer to the different classes of “ object ’’’ that are possible—personal, as 
against impersonal, for example. An individual might therefore be tound to 
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be objective in regard to impersonal thought-objects, yet deficient in objectivity 
as regards personal objects. The distinction personal-impersonal is suggested 
simply because it seems to follow logically from the subject-object differen- 
tiation implied in our use of the term “ feeling’’. “ Personal ”’ represents an 


object known, by analogy with our own experience, to have the character of 
awareness. 


An individual’s objective interest might therefore be concerned with 
objects known to be also the objects of other people’s thought (as in any 
co-operative endeavour, for example) with the subjective aspects of the other 
person’s thought (e. g., as in art), or simply with objects (impersonal) as such 
(as in pure science). It would seem to be worthy of investigation, therefore, 
as to whether objectivity could be so classified, the terms “ co-operative ", 
“sympathetic’’, and “ impersonal ’’, respectively, being possibly of some use in 
categorizing the subdivisions suggested. All this, however, is at present 
highly speculative; but again it serves to indicate a little more definitely 
what we mean by a psychological schema, which alone should direct our 
searches for existing variables that are ultimately to assist our understanding 
of mental functioning. 


APPENDIX I. 
PSYCHOLOGICAL SETTINGS OF Factor ANALYSIS. 
A. Spearman's Two-Faclor Approach. 


The factor problem is, of course, a very old one. It goes back to the earliest 
attempts to classify temperaments, personality types, abilities, and so forth. 
But the application of mathematical technique to psychological method, in such 
a way as to arrive at quantitative analvses of individual propensities, is of compara- 
tively recent origin; being first clearly envisaged by Galton towards the end of 
the last century, and receiving its original positive expression in the work of Spear- 
man in 1004.* 

Spearman's interest was in understanding the nature of achievement. It is 
true that this interest was largely an educational one, so that we naturally find an 
early emphasis on cognitive aspects of behaviour. But at the same time, his 
conception of education was sufficiently broad to include all phases of development ; 
and while his experimental procedures dealt largely with intellective processes, his 
method by no means suffered this limitation. Asa starting-point for investigation, 
the field of “ abilities ’’ would naturally offer scope for more definite, more readily 
controlled, observation. Furthermore, all variables in personality that are signiti- 
cant for study owe their significance to the fact that they are reflected in the 
behaviour of the individual; and, given the appropriate conditions, they will be 
reflected in the cognitive aspects of behaviour. Hence it is important to note 
that by starting his investigations with an apparently limited or partial aspect of 
human personality—the cognitive aspect—his method is broad enough to include 
affective and conative aspects as well. These aspects are not necessarily regarded 
as distinct or separate. They arise in our thinking largely as conveniences of 
expression. Behaviour itself, viewed as purposive achievement rather than as 
mechanical response, is the object of his analysis; and from the analysis he 


* Spearman, C., “ General Intelligence, Objectively Determined and Measured ”, Amer 
Journ. Psychol., xv, 1904, PP. 201-293. 
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endeavours to arrive at a picture of human functioning that will assist in under- 
standing the constitution of human personality, and the reasons underlying 
individual differences. 

Starting with the “ abilities ’’, therefore, as they manifest themselves under 
adequately controlled and known conditions, the important variables should be 
those that are reflected in individual differences of a broad or even general nature. 
By this we mean that while two individuals will vary in their ability to do a certain 
task, this fact of difference is of small significance in itself. If that difference is 
paralleled by others in the same direction and to comparable degrees, over a wide 
held of performances, the suggestion at once offers itself that, underlying these 
ditferences there is a factor of psychological importance. Consequently it is 
necessary to search for abilities which are apparently related in some intimate 
and formal way, despite the fact that the performances involved are apparently 
quite dissimilar. 

The technique devised for so fascinating a problem is based upon the mathe- 
matics of correlation. But since correlation coefficients deal with imperfect and 
unexplained relationships between scores, something further is necessary. This is 
the significance of the tetrad criterion, which is designed to show when the relation- 
ships represented by correlation coefficients may be explained by postulating a 
factor common to ail the variables involved, together with specific factors, one for 
each variable.* 

At this stage of the method the interest centres largely upon the common factor, 
although, as we shall see later, the specific factors are also very important indecd. 
The common factor may pertain to these variables which have been explored with 
a particular group of subjects under given conditions. But how extensive is it ? 
To a degree this question may be answered statistically. Statistics can show in 
what variables this common factor x occurs, and to what extent those variables 
reflect it. Hence we may determine the +x-saturation of a given test when applied 
to a given group or class of subjects under certain standard conditions. This 
x-saturation may vary with groups of different kinds; e.g., with 14-years-old as 
against 7-vears-old children. It may vary under other conditions, so that we may 
study the x-manifestation in relation to these conditions. Moreover, we may 
discover other tests which give scores reflecting the same x-factor. 

But such purely empirical studies are not enough for psychological purposes. 
We wish to know how extensive this factor is in a psychological sense also, in order 
that we may understand more fully its significance in behaviour generally—as 
against the particular forms of behaviour demanded bv mere laboratory tests. 

Herein lies an important distinction between the term “ general factor’, meaning 
(statistically) a factor common to a particular set of test-variables ; and “ general 
factor ’’, meaning (psychologically) universal in behaviour. The writers advocate 
using the term common factor where the statistical (empirical) signification is the 
only legitimate one, reserving the term general factor for the psychological situation. 

How may “ generality ’’ in the psychological sense be demonstrated ? The 
tetrad criterion will show us when the variables explored reflect a certain common 
factor. More and more test-variables may be added, and intercorrelations calcu- 
lated, so that we may demonstrate empirically the presence of x in a very wide 
sampling of performances. Variables which do not show x to any marked degree 
may be discarded; others involving x may be added. But the method must go 
beyond this trial and error procedure. The objective validation—whereby the tests 
are shown statistically to reflect the x-factor—must be followed by a functional or 
process validation, in order that the nature of x may be translated into psycho- 
logical terms. If these terms can legitimately take the form of principles or 
processes, we are then considerably nearer to the type of " generality ’’ we require. 

This is the significance of Spearman's procedure in studying one factor at a time. 
He wishes to determine how extensive the factor is—not only in a statistical sense, 


® Because this technique enables us to tell when each variable may be so divided (into a 
general and a specific factor) it is often referred to as the “ two-factor ” technique. 
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but above all in a psychological one. Let us see in greater detail how this applies 
to some of the more important factors discovered by him. 

Starting with tasks of the “ intellectual ” kind, he finds a common factor g. 
By extending the number and type of tests, he finds that this factor appears over 
a very wide range of performances, and that the degree to which it is present 
varies with conditions in so regular a manner that its control is now fairly readily 
accomplished. He is therefore able to select tests which show the presence of g 
to a marked degree, and compare them with others wherein the importance of g is 
much less, or almost nil. This comparison is all-important ; and, be it noted, the 
comparison is a psychological one. What processes seem to be universally involved 
in those performances which reflect g, but cannot be detected in the non-g perfor- 
mances ? Spearman’s answer is in terms of his noegenetic principles, which are 
postulated at this stage as formal processes.* 

To illustrate the method further, let us take his second principle, that of the 
eduction of relations. The observable process of educing relations is hypothecated 
as being a psychological counterpart to the statistically demonstrable g. How may 
this hypothesis be substantiated ? Very readily and by the same procedure as in 
all other sciences. Tests may be constructed wherein this process is critical. 
They may then be added to the battery already constructed, or to certain ‘‘ reference 
values ” ; and their g-saturation may thus be calculated. In so far as these tests 
show high g-saturation, they serve as an experimental tool in checking the hypo- 
thesis under examination. 

But a principle such as that of “ relation educing ” is formal in nature. It has 
that generality which we require if we are to establish the psychological justification 
for considering g as a general factor. How, therefore, may we proceed to show its 
universality over the whole possible range of ‘‘ material” ? Here the analysis has 
again been most thoroughly pursued. The range of possible relations has been 
systematically explored by the use of a convenient classification. This classifica- 
tion need not necessarily be a psychological one ; but it must be logically complete, 
in that it includes all kinds of relations that can be educed. Such a classification 
Spearman has given us; and by means of it he has sampled the various classes of 
relations, and has determined the g-saturations of tests so constructed that the 
relations are critical in the test performance. In this way he is able to show the 
true universality of g.f 

Having explored the one general factor so far, his method now makes possible 
the examination of other factors. In the original search for variables satisfying 
the tetrad criterion and involving g,ł occasionally one comes across variables 
which do not fit into an equiproportional scheme (i. e., where tetrad-differences do 
not even approximate zero values). While the purpose of the study was to explore 
g, these variables were discarded. Now, however, our interest swings to just 
those variables which do not satisfy the criterion for two-factor division ; for in 
these would appear to be other factors, one of which we now wish to explore singly 
and thoroughly, as we explored the general factor g before. 

Some of these new factors seem to be very narrow indeed in their range of 
influence. Two tests may correlate more highly than can be accounted for by theır 
g-saturations alone, merely because they involve in their execution very similar 
mechanical responses, yet, withal, responses which play a considerable part in 
determining the individual differences measured by the tests. Thus, for example, 
the tests of cancelling a’s and cancelling c’s in a passage of pied type. These 
narrow group factors, as they are called, may have some significance for vocational 
guidance, if that branch of applied psychology ever becomes sufficiently detailed 

* Spearman, C., The Nature of ‘‘Intelligence’’, etc. (Macmillan, 1923). 

fT Spearman, C., The Abilities of Man, Chapters XI, XII. 

t Some writers talk of ‘‘g’’ as a ‘‘g’’—asif there were others. There are, it is true, several 
“general factors” already known, in a psychological sense. But Spearman’s g is so basic in 
its psychological import that it should be regarded as a perfectly definite and meaningful aspect 


of behaviour. Other general factors should have their own designations, as they have in 
Spearman’s writings. 
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in its analytic procedures to know where these narrow factors play a dominant 
part in successful adjustment. For example, the factor shared by the two forms 
of cancellation may perhaps turn out to be influential in the vocation of proof- 
reading. But at this stage of our endeavour to employ the techniques of measure- 
ment to isolate the more important variables in personality such factors can have 
little significance. 

We therefore concern ourselves with group factors which operate over a fairly 
wide range of performances—performances that are significant in broad fields of 
human achievement. ‘‘ Group factors’ such as these then become the real 
centre of interest for the two-factor method, rather than being ‘‘ trouble makers ”’ 
for it, as is sometimes supposed. * 

When these are examined individually it is sometimes found that the tests 
involving them may be so scored as entirely to eliminate any influence of g from 
the results. This is often the case with so-called “ perseveration ’’ tests. Under 
these conditions we may discuss many tests, having a common factor, as before. 
But when reference values from such a battery are compared with representative 
g-tests, there is found to be no correspondence whatever between this common 
factor and g. The psychological interpretation of the new factor is sought and 
checked as before ; and its psychological range—i. e., its ‘‘ generality ” or lack of 
complete generality—is tested. Spearman’s factors—p and o are cases in point. f 

If the tests involving factors other than g cannot be given or scored so as to 
eliminate the influence of g from the results, statistical means of elimination may 
be employed. The procedure is then as before, and is illustrated by the work of 
Webb and others.t 

Spearman's techniques are thus capable of handling many factors; but he 
has advocated from the first the study of these factors singly in order that their 
psychological significance may be examined. And in this way a very intimate 
relationship is maintained between the psychological method and the statistical 
techniques. This relationship is of very great importance; and may be further 
illustrated with reference to the two-factor approach. 

We have seen how “ narrow factors ’’ may crop up at any time in experimen- 
tation of this kind. They may be quite insignificant save in the special circum- 
stances of the test procedure. How can we explore the field of behaviour so as to 
discover these factors that have more basic meaning psychologically ? Only by 
the intimate co-operation of experimental observation and psychological hypo- 
thesis ; for instance the hypothesis of ‘‘ energy ’’—as representative of g, whose 
function is interpreted in terms of the noegenetic processes. In harmony with 
the same hypothesis, the energy must always take some or other particular 
direction—the direction peculiar to each act or performance corresponding with 
the specific (s) factor. The change in direction when task A gives place to task B 
involves mobility ; and “ inertia ’’ may be a legitimate and suggestive concept—a 
notion that led up to the statistical demonstration of the broad factor p. Again, 
the constancy or otherwise of this g-efficiency under conditions demanding 
continuous activity in a given direction similarly raised a question which resulted 
in the discovery of o. The question as to how far a performance, highly saturated 
with g is more readily performed after repeated trials, has assisted us in reinter- 
preting the psychology of practice. The question as to the relationships between 
the directions in which g is used from time to time, has led to the discovery of 
w—a factor that promises much from further study. 

There remains the problem of so formulating the method of Spearman in 
somewhat greater detail than has yet been accomplished, in order that the survey 
of psychologically significant group factors may proceed systematically. Only 
by this means will the interpretation of these factors be readily possible. Trial 


* See, for instance, Thurstone, L. L., ‘‘ The Vectors of Mind ”, Psychol. Rev., January, 1934, 
xli, No. 1, pp. 1-32 (p. 4). 

t Spearman, C., The Abilities of Man, Chapters XVI and XIX (Macmillan, 1927). 

~ Spearman, ibid., Chapter XX. 
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and error surveys of fields of human achievement, will not serve our purpose ; for 
they are most assuredly prone to fall into the error of accepting arbitrary classifi- 
cations of behaviour, and thence giving us no coherent way of search. For 
example, if we start without the directing influence of our method, worked out ın 
the detail required, we are likely to raise our questions in terms of disciplines 
already so subdivided. Is there a mathematical, a geographical, a scientific 
ability ? Is there a pugnacious, a self-assertive ability? And so on. Our 
analysis is then of the atomistic sort which makes a coherent picture of personality 
impossible. Personality so analysed becomes a mosaic. If the factor approach, 
however, is intimately directed at every step by a truly systematic, logically 
coherent method, this error will not be perpetrated. The detailed survey of group 
factors, “ traits’’, etc., awaits this. But it is possible by Spearman’s method 
and technique, as will be shown, elsewhere. Further discussion of this point is 
not pertinent to our immediate interests here, so that we may content ourselves 
with having drawn attention to it. 

We may summarize the foregoing by saying that Spearman’s approach to 
factor analysis has already had a long and significant history. It essentially 
involves an intimate relationship to psychological method, and for this reason 
endeavours to isolate and study one factor at a time. In doing this it does not 
preclude the examination of many factors, but rather handles those factors in as 
simple a setting as possible. It is a synthetic method—trying to build up a careful 
picture of mental functioning from an objectively observed mental sub-structure. 
Each factor is therefore examined, first, alone—as a statistical factor; then in 
terms of its psychological significance and functional meaning ; finally, in relation 
to other known factors. And the whole procedure is directed by a well-formulated 
psychological point cf view. 


B. Multiple-Factor Approach. 


The so-called “ multiple-factor ’’ approach may be illustrated by referring to 
the work of Kelley,* with whom this particular approach to factor-analysis mav 
be said to have originated; and to that of Thurstone,t Hotelling, Moore and 
others. At the outset it should be pointed out that to have employed the term 
multiple-factor analysis is unfortunate, since the implication has often been that 
this approach is to be contrasted with the two-factor technique, on the basis of 
the number of factors ultimately postulated.{ As we have seen, there is no 
necessary limit to the number of factors isolated and examined by the two-factor 
techniques; but the common and general factors will be examined one at a 
time. With “ multiple-factor analysis ’’, on the other hand, complex data are 
handled statistically so as to reveal how many factors must be postulated to 
explain the intercorrelations obtained. Theoretically there 1s no limit to the 
number of common factors that may be handled here in one single general operation, 
although even here they have to be taken out piecemeal, one at a time, leaving a 
less complex pool of data from which the remaining factors are removed in the 
same way. Spearman sets up his experimental situation so as to make two-factor 
division possible, taking care to preserve the purity of the one common factor so 
that this may be examined in detail. Thence, as we have seen, he proceeds to 
other factors individually in like manner. The approach we are now considering 
does not require the initial homogeneity of the variables involved. It treats data 
reflecting one or several common factors, and discovers how many there are 
underlying the observed correlations. 

From this it will at once appear that the multiple-factor approach begins by 
being far less intimately associated with psychological method than is the case 
with Spearman’s technique. The setting is here essentially a statistical, rather 


* Kelley, Th., Crossroads in the Mind of Man (Stanford U.P., 1929). 
t Thurstone, L. L., “ Multiple-Factor Analysis ”, Psychol. Rev., 1931, xxxviii, No. 5. 
`t Idem, “ The Vectors of Mind ”, ibid., 1934, xli, No. 1, p. 2. 
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than a psychological one. In so far as there is any psychological point of view 
reflected in the work of the proponents of this approach, it is, in general, one of 
assuming multiple functions in behaviour, which operate either singly or in com- 
bination in any one act of behaviour. But all this is unclear, since the advocates 
of this method do not say very much concerning their point of view at all. There 
are vague references to ‘“‘ multi-dimensionality °’ of mind; to manifold traits or 
determinants of behaviour. But nowhere is the guiding influence of psychological 
method very clearly demonstrated. In the main, the primary interest has been 
in the mathematics, considered rather abstractly, often divorced entirely from 
psychological thought, or applied to it in a very loose and indefinite way. Partly 
for this reason there is constant change of mathematical formulation, with radical 
shifting in the form of the techniques themselves. | 

The contact with psychology is seen to be indefinite, in that, after a complex 
pool of intercorrelations has been analysed, and a certain number of factors have 
been postulated as necessary to explain the correlations, the interpretation of the 
factors is a matter of looking at the variables in which they occur most significantly, 
and judging as to the most representative names by which the factors may be 
called. As a starting-point for interpretation this may well be adopted. But it is 
important to note that, to be consistent, the interpretation should derive from a 
systematic plan or point of view ; and to check the interpretation with any degree 
of scientific precision, one factor at a time is all that can be handled. 

Multiple-factor techniques, therefore, are very useful in any preliminary survey 
of a complex field, particularly when the variables set up in the experimentation 
are carefully chosen, the choice being directed by a systematic plan or purpose. 
When the tentative location and isolation of certain factors has been achieved, 
it would appear advisable to introduce the policy of detailed investigation of one 
factor at a time, and thus employ these objective techniques to assist in the inter- 
pretation of the statistically demonstrated factors. As will be seen in Section III 
(above). this policy is the one adopted in the present research as far as the results 
have warranted to date. 


APPENDIX II. 
SoME DIFFICULTIES ENCOUNTERED IN APPLYING THE TECHNIQUES. 
A. Difficulties Arising out of Misconceptions and Controversy. 


In Appendix I the psychological and experimental background of the various 
factor-analysis techniques was briefly described. Particular attention was given 
to the two-factor approach, because it was felt that Spearman had thereby furnished 
us with an excellent example of research systematically pursued under the guidance 
of a definite psychological method. The method as laid down by him is suffi- 
ciently clear-cut to ensure close co-operation between the problems to be investi- 
gated, the manner of gathering data, and the techniques whereby the data may be 
evaluated. In this way the interpretation of the results is possible in a manner 
comparable to that prevailing in other branches of science; and, being always 
very closely related to the observed facts, is readily checked by further experimen- 
tation. 

The so-called ‘‘ multiple-factor ’’ approaches have not yet been presented in so 
systematic a manner. This state of affairs is not necessarily an essential feature 
of these approaches. But the fact that it exists should be pointed out. Over- ` 
looking its significance has given rise to a number of apparent ditficulties in the 
use of the techniques, resulting in a great deal of wasteful controversy and 
misconception. Instead of close co-operation among all contributors to this 
field, we therefore find a certain amount of misunderstanding which, it seems, 
could be easily avoided. We shall accordingly take up the question of system or 
method in relation to technique, first; for by so doing we rid ourselves of those 
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difficulties that ought never to have arisen, and make way for the consideration 
of cthers that are more important. 

In doing this, it is helpful to obtain the type of perspective that only a knowledge 
of the historical development of these techniques can give. At the time of 
Spearman’s initial formulation of the two-factor technique in 1904, and of the 
interpretation demanded by his data in accordance with the postulates of his 
system, American psychology was dominated by two major influences. The first 
was the laboratory experimentation imported from Germany through the students 
of Wilhelm Wundt. The second was the broad interest in functionalism, cul- 
minating in extreme and narrow behaviourism, but including many other subsidiary 
movements—all of which tended to stress conditions determining responses, and 
particularly those conditions which were amenable to direct observation and 
control. ‘' Objective observation ’’, so-called, was the keynote in experimentation ; 
and the secrets of human behaviour, of human personality and development, were 
sought by attending to those features, preceding and accompanying behaviour, 
which were thought to be the all-important “ stimuli ”. Human nature was to 
be described in terms of what human beings did under certain conditions of 
stimulation. 

The implications of such an outlook are many. Particularly significant is the 
assumption that we know what to observe, what aspects of the environment are 
likely to be important in that thev are causally related to forms of behaviour 
which, by virtue of their occurrence, influence the personality in significant 
directions. From this it follows that the observational approach is very indirect. 
It deals with phenomena assumed to be related to “ personality ’’, but not with 
“ personalities ’’ themselves. To some degree this indirectness is common to all 
psychological approaches, since the term “ personality ” is useful and meaningful 
only in relation to behaviour. But by interpreting behaviour only in terms of 
antecedent events, the dynamic nature of behaviour itself is passed over. Yet it 
is just this dynamic nature that we need to understand, if ‘* individual develop- 
ment ” is to be made meaningful. A picture can be seen only if it is presented 
under certain conditions ; but, given those conditions, what is the nature of the 
seeing process ? Under like ‘‘ objective °’ conditions, one person sees more than 
another. What does the one person do that contributes to this difference? By 
raising questions of this type, we are inquiring into the processes themselves— 
processes which constitute the personality. When these are better understood, 
the conditions influencing them may then be better controlled and isolated. 

It will be obvious that so long as psychology concerned itself mainly with 
functionalism in its various forms, factor theory as applied to the analysis of 
personality would receive little notice. In so far as “ intelligence ” came to be 
regarded as an aspect of, or a variable in, personality (due particularly to the 
stimulus of the empirical mental-test movement) some attention to the quantitative 
appraisal of individual differences was evoked. But this branch of psychology 
was either divorced from, and inconsistent with, current general theory, or else 
was subjected to an atomistic scheme of interpretation, which made measurement 
at best only a rough approximation, dependent upon trial and error sampling of 
hypothecated simple bonds or abilities. Under these circumstances the concepts 
used in designating measurable functions are very unsystematic. Some of them 
derive their significance from classical faculties, whereby human functions are 
grouped under captions such as intellect, memory, perception and the like; but 
the dividing lines between these groups are always unclear, since they are deter- 
mined by metaphysical distinctions. Some of them follow divisions of other 
disciplines, and hence, when taken over by psychology, are quite arbitrary, however 
justified they may be within the limits of their proper field. Education gives us 
many divisions which we call “ special abilities ’’; psychiatry gives us its intan- 
gibles “ real” and “ unreal”, introvert and extravert, depression and mania ; 
physiology supplies endless possibilities for subdivision in terms of its basic atoms 
of response ; popular speech supplies endless lists of personality traits; and so 
on. Spasmodic interest in analysing personality can only lead to chaos and 
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unsystematic results ; for we then follow the easy path of accepting distinctions 
already to hand, and experimenting in terms of these distinctions, whether they be 
legitimate psychologically or not. Each time a result of practical import is 
stumbled on, the result is applied, and interest in measurement is stimulated. 
But without the guidance of a systematic plan of investigation, real co-ordinated 
advance is impossible. Mental measurement, in consequence, has been rather a 
chaotic movement in the United States, mainly because psychological interest has 
been directed along other lines. To these interests in rather abstract laboratory 
experimentation—mainly structuralistic in their systematic origin—and in 
atomistic functionalism, are attributed the consequent lack of systematic back- 
ground pertinent to mental and personality measurement. The testing movement 
remained chaotic, practical at certain points, but inefficient as a scientific effort. 
So, too, observational studies—case-history records, classified notes on children’s 
behaviour—lacked form, were indirect and ill-defined, since the categories of 
observation were arrived at on a prior: grounds. The clinical artist may interpret 
them in the light of his vague but valuable experience. Child guidance has its 
successes in the same way that clinical medicine achieves positive results. But 
the experimental contribution of these approaches is comparatively small; and 
‘‘ personality ’’ becomes no more clearly defined or analysed than in the days of 
Plato. Foundations give their support generously to the conscientious and 
worth-while efforts in this humanitarian field. But in expecting research results of 
a definite and positive kind, they are doomed to disappointment. Such is the 
dilemma being realized recently ; and the realization has been made more acute 
by the need for careful stocktaking, brought on by economic depression and the 
need for conserving research funds. 

Into this setting the genius of Thurstone makes its entry—somewhat dramatic, 
very timely, but so easily misinterpreted by those whose background is limited 
to such as has been briefly portrayed. The possibility of taking an array of 
complex data, and analysing it into a few significant factors or clusters from which 
the data derive their complex form, is very appealing. Here, at last, is a method 
by which masses of evidence, collected on a priori grounds, can be classified, 
simplified, and reduced to seemingly meaningful entities. Apparent chaos in 
the observed data; simple form in the derived variables postulated to explain 
the observed data—a very intriguing suggestion that naturally captivates the 
imagination of the research worker. 

But the dangers lurking here are extremely acute, and, indeed, if not avoided, 
might detract in no small measure from the unquestionable value of such out- 
standing contributions to technique as those of Thurstone, Kelley and others. If 
we get a mass of data, accurately and honestly gathered, yet resulting from random 
observations—and all observation is random unless directed from the outset by a 
co-ordinating methodological principle—factor analysis will give us factors that 
are meaningless. We get out what we put in; and what we put in will be ordered 
or chaotic, depending upon how systematic our observations were. The factors 
derived by mathematical analysis will apply to the given experimental setting in all 
its complexity. Unless great care is taken in the control of that setting, no com- 
parison can possibly be made between the “ factors ” there obtained and those 
derived from other equally uncontrolled settings. Method is all-important ; 
techniques—mathematical or otherwise—are but the servants of method; for of 
what significance to science would “ factors’’ be that pertained only to the 
particular setting of a laboratory experiment ? i 

It must be admitted, of course, that experimental control is never absolute, 
particularly in the realm of human behaviour. But that is no excuse for abandoning 
the notion of control altogether. As definite a formulation must be given to the 
programme of observation as is possible, prior to the observation itself. In 
psychology, this may often be extremely indefinite compared with the apparent 
simplicity of experimentation in the natural sciences. So that preliminary investi- 
gations (such as the one reported in Section HI) may often profit by somewhat 
crude surveys as to how many factors are likely to be necessary to explain observed 
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relationships. But this procedure should ultimately make possible a more and 
more definite type of observation, whereby each one of these factors may be 
explored more intimately, and separately, under more carefully prepared conditions. 

Bringing these matters into closer relationship with the present status of factor- 
analysis, we may say first that while the attention of American and other psycho- 
logists was quite naturally and legitimately directed into channels other than that 
represented by Spearman’s The Nature of ‘‘ Intelligence '’, as soon as they begin to 
take notice of the two-factor techniques they must endeavour to consider the 
psychological method by which the techniques were directed. As a matter of 
fact, when the very striking set of results obtained by those techniques were 
published in 1927,* widespread interest was manifested. But a lot of pother has 
been caused by those who saw no necessity for interpreting the results in the light 
of the former volume. In this sense the present writers would not agree with 
Thurstone, when he says that the appendix to The Abilities of Man “‘ should have 
been expanded to be the book itself’’.t The appendix, presenting the mathe- 
matical propositions, undoubtedly could be expanded to advantage. But the 
book involves the method of experimentation, without which Spearman’s results 
are meaningless. 

Let us consider the last point further, as a concrete example of the confusion 
engendered by an appraisal of techniques divorced from method. We may well - 
do this by referring to some comments made by Thurstone in one of his most 
recent publications entitled The Vectors of Mind.t In this article, which contains 
a brilliant account of present and future fields in which his techniques should be of 
value, there seem to be a number of statements that need qualification, if the 
reader is not to be misled. One possible source of error lies in his insistence upon 
the term “ single factor ” (rather than ‘‘ two-factor ’’) as applicable to Spearman's 
approach. His reason for this is apparently quite logical. The technique deals 
with only one factor common to the variables being examined, and several specific 
factors—one for each variable. Thurstone therefore concludes that it should be 
called either a “‘ single-factor ° method or a “ multiple-factor ’’ method of some 
kind—certainly not a “ two-factor” method. Since he prefers the term ** multiple- 
factor ” for his own form of analysis, he suggests ‘‘ single-factor ’’ as a less-ambiguous 
designation of the former technique. 

So far this is quite legitimate. It is a matter of terminology. The two-factor 
technique undoubtedly examines a set of correlations with a view to discovering 
if there is one factor common to all variables. or ıf subsidiary group factors are 
present. It determines the degree to which each variable depends upon the 
common factor, the specific factors, or the group factors. But if more than one 
common factor has to be postulated to explain the given conditions, the Spearman 
technique will certainly indicate that fact in all cases where Thurstone’s technique 
would give similar indications ;§ for Spearman is just as interested ın cases where 
the tetrad-criterion is not satisfied, as in those where it is. But the major use of 
the two-factor technique is in situations eventually set up so that one common 
factor at a time can be examined (see Appendix I); and since Spearman’s psycho- 
logical interest is also in the conditions under which a particular factor x is ex- 
tremely important, as against those under which the specific factors operate most 
strongly, the common and the specific factors must both be studied; the term 
“ two-factor ' therefore mirrors the psychological interest, as well as the statistical. 

That Thurstone appears, at times, to divorce the statistical from the psycho- 
logical interest in the above connection, is evidenced by his statement that 
Spearman's technique is inadequate to study the ‘‘ multidimensionality of mental 
abilities ”. Whatever that phrase means psychologically, the context from which 

* Spearman, C., The Abilities of Man. 

t Thurstone, L. L., Theory of Multiple Factors (Chicago, U.P., 1933), p. I. 

t Psychol. Rev., January, 1934, xli, No. 1, pp. 1-32. 

§ In passing it should be noted that in all cases where the tetrad analysis. indicates the 


presence of only one common factor, multiple factor techniques would give similar results. The 
reverse of this is not necessarily true, as is shown. 
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it was taken suggests that Spearman’s g is the sole common factor that can be 
discovered by his technique ; whereas, as has been made clear before, there is no 
statistical limit to the number of common factors ultimately necessary to describe 
mental functions, whether the two-factor or the multiple-factor techniques are 
used. In another section of the same article, Thurstone shows that he is well 
aware of this fact. The uncritical reader, however, might be confused by the 
two statements (i) ‘‘ Spearman’s method deals with only one common factor ” 
(see p. 2 of the article in question) ; (ii) “ Spearman’s method deals with many 
common factors ” (see p. 5 of the article). 

We agree, therefore, that the term ‘‘ single-common-factor ” (but not “ single- 
factor ’’) may be legitimately applied to the two-factor technique. Our dislike of 
the term is first that its use may overlook the great importance, in Spearman’s 
approach, of the specific factors, which, apparently, Thurstone would have us 
neglect. Secondly, it tends to suggest that only one general factor is legitimately 
postulated in psychological thought. Since the technique is adequate for the 
study of several factors (one at a time), it should be adequate to deal with the very 
complex nature of the mental abilities, even though the latter is as multidimensional 
as Thurstone thinks. | 

More serious in its possible misinterpretation would seem to be the contention 
that since the two-factor approach deals with only one common factor, and that 
since such a factor will vary from one correlational matrix to another, the technique 
is inadequate to prove or disprove the hypothesis itself. This appears to strike 
at the very roots of Spearman’s system. But, as we have shown (Appendix I), 
an x factor common to a group of tests varies according to the setting and conditions. 
These conditions may be varied experimentally and studied in relation to the 
x-saturation of a given set of variables. In this sense the x-saturation of a test is 
known as accurately as is the degree of ionization of a given solution at a given 
temperature, forexample. This makes possible the use of two or more “ reference 
values ”,* containing the x-factor, which may then be introduced into any 
correlational matrix with a view to determining whether other common factors 
are identical with x or not. So that identification of a factor as identical with or 
different from another, is just as straightforward a procedure as is, say, the proof 
that ordinary salt contains the same kind of sodium as caustic soda. Beyond 
that, as we have said before, the technique cannot go. But when the technique is 
coupled with, and directed by, psychological method, the generality or otherwise 
of the common factor can be determined. This, as we have seen, is the significance 
of Spearman's doctrine of noegenesis, his hypothesis of inertia, and so on. 

In this way the question of how far a “ factor ’’ depends upon the setting in 
which it is derived and how far it can be legitimately conceived as a psychological 
individual difference, is answered. When the “ factor ” is known only as some- 
thing postulated to explain a given set of correlations, its psychological import is 
almost entirely a matter of conjecture. The number of factors postulated by 
multiple-factor techniques, and the factor-loadings in a set of variables, will in 
some cases, be disturbed considerably on the addition of one more variable to the 
correlation matrix. But when the factors are further explored singly and when 
the exploration is guided by an adequate method, then—and only then—can 
their psychological import be determined. Thus the factor g—common to such a 
wide array of variables as has been reported in the literature—now stands for a 
general factor, representing a perfectly stable, measurable quantity.t It is not 
to be confused with any value derived merely from a jumbled variety of “ stunts ”’ 
(an unfortunate word used by Thurstone) ; and by a method similar to that which 
has led to this knowledge of g, other general factors have been isolated and studied. 
Only by this type of procedure can we hope to avoid arbitrary and artificial 


* Cf. Abilities of Man, Chapter XIII, p. 223. 

t It should be pointed out that this is by no means equivalent to saying that g ts “ intel- 
Ireence''’, as Thurstone seems to imply. Spearman’s position on this is perfectly definite. See 
The Abilities of Man, p. 76. 
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standards on which are based explanations and interpretations of variables, 
standards which we have decried in Section II (above). 

In similar vein we would qualify another implication from Thurstone’s presen- 
tation of factor-theory. He states that since the tetrad-criterion is satisfied only 
if the variables have one factor in common, and since batteries of tests with only 
one factor in common are difficult to arrange, the tetrad equation is rarely satisfied. 
For almost countless examples of test-batteries which do show perfect satisfaction 
of the criterion, one has only to peruse the pages of The Abilities of Man. Moreover, 
the “ careful selection ” that is regarded as difficult to arrange, is only necessary 
in the primary groups, when one is concerned with the isolation and purification 
of the common factor. But the selection is not left to chance or arbitrary opinion. 
It is made objectively, by experiment, and is controlled by reference values. 
Having isolated the one factor, the search for new factors—narrow or broad— 
proceeds by deliberately arranging the variables so that the tetrad-criterion is not 
satisfied—even approximately. The deviation of the tetrad-difference from 
zero gives an indication of the statistical importance of the new factor disturbing 
the hierarchy. In this way the discovery and clarification of the new factors is 
begun. 

As the array of factors becomes more imposing, more numerous, the matter of 
deciding which of them shall be considered more basic may appear at first sight to 
give trouble. Thurstone suggests that it is quite an arbitrary matter. When we 
consider a number of factors derived only by the mathematical analysis of a given 
set of data, the interpretation is bound to be arbitrary in the extreme. Factor 
techniques themselves offer no lead that would make it otherwise. If Thurstone 
were to adhere to the policy of considering each matrix by itself, then nothing 
but arbitrariness could result. But if the psychological method is such that it 
guides the very search for factors intimately at every point, then all arbitrariness is 
removed. In this sense g—best measured by perceptual “ reference-values ” of 
the kind described by Spearman—is, for Spearman, undoubtedly the basic psycho- 
logical factor. It is basic by virtue of the very nature of what he takes to constitute 
the subject-matter of psychology (as opposed, for example, to behaviourism, 
which confines its subject-matter to behaviour). All postulates are arbitrary in 
the sense that the investigator might have based his system on others. Watson's 
acceptance of mechanism is quite as arbitrary as Spearman's postulate of ‘‘achieve- 
ment’’, and neither can ever be proved by experimentation. ‘Thurstone’s dis- 
cussion of this point is, of course, in harmony with the position here emphasized. 
He shows how the frame of reference by means of which the factors are interpreted 
depends upon the initially accepted point of view. All we have intended to stress 
is the vital necessity for careful scrutiny of method at all times, if systematic use is 
to be made of scientific techniques. The distinction between method and technique 
is of paramount importance if misconception is to be avoided and co-ordinated 
advance made possible. 

Summarizing this first section, we may say that the significant differences 
between the two-factor and the multiple-factor techniques revolve around the 
fundamental fact that, whereas the former deals with one common factor at a 
time, the latter serves to analyse complex data necessitating the postulating of 
one or more than one common factor. In preliminary surveys of comparatively 
unknown fields, the multiple-factor techniques obviously have an advantage. 
They give an indication of how many factors are likely to prove significant for 
further study, and, in a crude sense, where these factors are likely to be found. 
The ultimate determination of psychological generality and functional import 
undoubtedly involves the examination of one factor at a time. In this sense, the 
multiple factor and two-factor approaches are complementary. 


B. Technical Difficulties, 


Turning to some of the difficulties that arise within the techniques themselves, 
the major complaints against the two-factor approach are first, that the calculation 


3 ° Zr 


1935. | BY W. LINE, J. D. M. GRIFFIN AND G. W. ARDERSON = 10L°" .- 


of tetrad-differences is a laborious process; secondly, that it is only a special case 
of factor theory, the general expression of which is embodied in the theorems of 
multiple-factor analysis. The first complaint has been voiced by Kelley and by 
Thurstone, among others. The second is mainly due to Thurstone. 

Let us consider these in turn. That the calculation of all the tetrad-differences 
in a large table of correlations is a lengthy process no one can deny. If shorter 
procedures can be devised that will serve the same purpose they will naturally be 
welcomed. On the other hand, it would be very unfortunate if the usefulness of 
the tetrad-criterion were discarded merely because of laziness on our part. Our 
sympathies would then be, not with those who had performed stupendous feats in 
calculating thousands of tetrad-ditferences, as Thurstone suggests, but with those 
who had accepted less accurate criteria in their examination of worth-while data. 
On a great deal of the data summarized by correlation devices, time would be 
wasted if elaborate tetrad analyses were made. But, given a carefully and 
methodically gathered body of data, can the tedium of tetrad analysis be overcome ? 

Kelley's attempt to solve this problem was his introduction of the pentad 
technique—based on the tetrad, which he deemed to be cumbersome. A com- 
parison of the two devices, however, has failed to justify the substitution suggested, 
since the new device is far more cumbersome than the old. Perhaps for this 
reason, Kelley himself reverted to a form of analysis very similar to the tetrad- 
procedure, after the first few examples quoted in his Crossroads. 

Spearman, in replying to comments and criticisms,* has already pointed out 
how, in practice the lengthy tetrad analyses are rarely necessary. In primary 
_ groups of correlations, where the possibility of two-factor division is being examined 
very carefully, these analyses are strongly advocated by him. But the use of 
“reference values’, carefully selected by such primary-group analyses, can 
shorten the labour thereafter, without decreasing the accuracy of the technique. 
In preliminary surveys of a more general type, the presence of marked group 
factors—wide or narrcw in scope—can be detected by systematic search for 
significant tetrad-differences, without a complete and elaborate analysis of all 
possible tetrads. 

None the less, it is obvious that a less exacting procedure would be very timely, 
provided that the same degree of accuracy would be obtained thereby ; for the cases 
where meticulous analysis is required should become increasingly frequent, as the 
factor techniques are applied in rigidly controlled settings. Our considerations 
must therefore be turned towards the second ‘‘ complaint ’’ mentioned above, for 
we may then obtain some further light upon the question of the accuracy of 
shorter procedures. 

In the statement that the two-factor approach is a special case of a more 
general factor theory, Thurstone draws attention to the generalized factor 
equation 
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ab = a, b, — aa bs — a, b.. . . . a ab. 
The two-factor equivalent would be (familiarly) 


fb f ag N bp or (more generally) 
Tab = ax Yox.+ 
In other words, where the variables a and b are explained on the basis of one 


* See particularly ‘‘ The Factor Theory and its Troubles "—a series of six articles in Journ. 
of Educ. Psychol., October, 1932, to May, 1934. 
+ The simple mathematical deviation of the second equation would be— 
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In the Thurstone equation the factor coefficien ts (a, 6) correspond, of course, to Vax and “bx in 
the two-factor equivalent. 


° 


` ` 
e . ere. e 
` è » e 


022.5 ':: OBJECTIVE MEASUREMENT OF MENTAL STABILITY, [Jan., 


common factor plus two specific factors (one for each variable), both equations 
hold good ; for a,b,, aba, etc., vanish, the terms all being zero. In this sense the 
first equation covers cases where the number of factors common to the variables 
is unlimited ; the second equation deals with situations involving one common 
factor only. So far the claim of greater generality for the multiple-factor theorem 
holds good. 

But in the results we shall cite in a moment, it will appear that the question of 
generality may be looked at from several different angles. This must be realized, 
since the bare statement of ‘‘ greater generality ’’ often implies these other meanings 
as well as the first. Yet it will be seen that (in these other senses) the two-factor 
approach is the more general—at least at the present stage of development in this 
field. 

One of these alternative meanings of the terms ‘ generality ” involves the 
question of relationship between the factors. Thurstone assumes that “ the 
contributions of several independent factors are summative in the individual's 
performance on each one of the tests’’. Spearman has recently shown that the 
relationship between g and s does not have to be necessarily additive. It may be 
multiplicative without involving any change in the mathematical foundations of 
the theory.* In this sense, therefore, the degree of generality appears to be, at 
present, greater in the case of the two-factor, than of the multiple-factor technique. 

Another line of reasoning on this same question demands more lengthy treat- 
ment, and is based upon empirical data. In Section III, reference has been made 
to the analysis of our original data by several of the procedures set forth bv 
Thurstone. In order that they may be examined again, and compared in the 
light of some interesting problems, the factor-loadings are reproduced here 
(Table XI). 
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TABLE XI. 
A. B C. D E 
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Perseveration š P 54 ‘07 22 — 40 45 —'25 45 —'2 53 2 
Bernreuter—N. . ‘ 71 —-O! .s8 — 37 ‘70 63 ‘70 "63 "54 —'52 
j3 —I, : 0 04 63 —'4o 68 +64 — 68 64 T = 
Rorschach . š 52 50 —'20 56 57 —'o3 —'57 °03 60 —'19 
Oscillation-speed . . —'55 42 — 13 «68 62 — "41 — +62 “41 a 4 
Perseveration-speed . —°58 "19 — 50 36 "58 — 57 —°58 "57 64 55 
Bernreuter—S. $ . —°58 37 — 29 56 62 39 — 62 — 39 58 — 49 
y3 —D. . . —'6o °3I — 31 57 64 55 —*64 —°55 ma = 


The original analysis by the Thurstone sub-group method is shown in column 
A. Here two factors are plainly indicated—each with significant positive loadings 
on about half the variables. The data were then analysed according to the 
Thurstone centre of gravity method with the result shown at B. Here two factors 
again appeared, but the coefficients were rather seriously changed in size, and 
were seemingly displaced from Factor I to Factor II. Furthermore, it was noticed 
that the second factor exhibited a balance among the coetficients, indicated by 
the fact that the algebraic sum of these loadings approximated zero. Since the 
whole correlational table derived from the original data could be made positive by 
the simple expedient of changing the signs of five variables, this was done; and 
the resulting matrix was analysed according to the centre of gravity method. 
The result is shown at C. The loadings of Factor I are practically identical in size 
with those produced in the original analysis (A); but, of course, they are all positive. 


* This proof will be published shortly. 
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Factor II, however, does not resemble the distribution in either of the preceding 
analyses, the positive loadings being limited to the Bernreuter variables. The 
loadings again show the characteristic of summing algebraically to zero. When 
the signs of the variables are changed back to their original characteristic, and 
this change carried through to the variables involved, Factor II becomes altered 
bevond recognition (D). Positive loadings now link the Bernreuter neurotic and 
introvert inventories with the two speed scores; and the coefficients no longer 
sum to zero. To determine the effect of narrow group factors on the analyses, 
the more obvious ones were removed and the resulting matrix again made positive. 
Centre of gravity analysis now led to the result shown at E. Factor I retains its 
general characteristics although the co-efficients -themselves are considerably 
altered. But Factor II is quite different again. Coefficients which were positive 
before (C) are now negative and vice versa. Moreover, the size of the loadings has 
changed for each variable. Elimination of narrow factors here, at least, has 
created quite a disturbance. 

This array and variety of results, it would seem, could lead only to confusion. 
We were confronted with many problems. Why, for example, do the various 
methods of analysis give such different results? Why, when the correlational 
matrix is wholly positive, does the sub-group method of analysis yield only one 
general factor? What is the meaning of negative factor coefficients? Why 
does the distribution of second factor loadings (and of loadings of all subsequent 
factors) of necessity sum to zero? What determines which variables will have 
negative signs in the second and subsequent factors? Why are these signs so 
changeable ? Why are very obvious narrow factors undetected by the multiple- 
factor techniques, while at the same time the presence of these factors influences 
very markedly the loadings obtained ? Many of these questions are answered 
directly bv the inherent nature of the mathematics underlying the techniques. 
But, far from clarifying the issue, this complicates and beclouds it. 

In order to examine these problems more carefully and perhaps clarify to some 
extent these and related difficulties, it was decided to try the various methods of 
analysis with artificially constructed tables of factor loadings and the derived 
tables of correlations. In this way it was hoped to gain further insight into the 
analytic techniques, and make possible a more critical evaluation. 

To begin with, a very simple table of loadings was drawn up—one which 
might easily have been obtained by the centre of gravity method. In other 
words, it was composed of a significant Factor I, showing positive loadings in all 
variables ; anda Factor II, the loadings of which summed to zero (Table XII, A). 


TABLE XII. 
A. B. 
— e o ae, || a, te mi, 
L II. a. b. c. d. e. f. I. lI. 
a ‘60 —*50 a — ‘OI 61 "II ‘II "II a 60 50 
b -60 —'50 b 6r — "61 ‘II "II ‘II b 6o *50 
c 60 —°§0 c ‘OL OI — ‘II ‘II "II c 60 so 
d 6o +°50 d “II ‘II 'II — OI “OI d +60 —°50 
e 60 +°50 e ‘II ‘II ‘II ‘Or — 61 e «60 — 50 
f 60 +50 f ‘II ‘II II 61 61 — f ‘60 — 50 


Such factor loadings, on application of the factor equation, yield to table of 
correlations shown at B. Analysis by the centre of gravity method resulted in 
the reproduction of identical factor loadings from which the table was formed— 
identical, that is, except for the fact that it is apparently decided quite by chance 
which three variables shall have the negative signs in the second factor—the 
a, b, c group, or the d, e, f group (see Table XII, C). 

Analvsis by the Thurstone sub-group method, however, gave a very curious 
result. Factor I was easily obtained, and was present in each variable to the 
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extent of + 65. But when an attempt was made to obtain Factor II, it was found 
that such a factor could not be produced. When the influence of the first factor 
was withdrawn from the matrix, there was nothing left over to give a second 
factor. It was immediately seen that this objection to the original sub-group 
technique must apply to all cases where the correlational matrix is entirely positive. 
In other words had the correlations from the originally observed material been all 
positive (see Section III), then the method could have extricated only one common 
factor ; and, instead of two factors, each with positive loadings on about half of 
the variables, one factor with fairly high positive loadings on all variables would 
be postulated. In this case, since no second factor is forthcoming, the explanation 
would have to be in terms of the non-existence of such a second factor. Any 
further correlation between variables that cannot be accounted for by the first 
cominon factor must be due to narrow group factors. This, in turn, may account 
for the changeable characteristics of the second factor obtained by other techniques. 
Some such conclusion, indeed, was reached by us, and has been already stated in 
Section III. 

In order to avoid the effects of assuming a perfectly balanced second factor 
(which sums to zero) the arbitrary material was complicated slightly. A table of 
two factors distributed among six variables was arranged as shown in Table XIII, A. 


TABLE XIII. 

A. B. C. 
—— —— == 

I. 11. I. II. 1. 

a "60 ‘60 a 76 37 a 75 
b «60 ‘00 b 76 37 b 75 
c 60 O c "57 — 20 c 67 
d "6O o d 57 — 20 d 67 
e -60 o e "57 —°20 e ‘07 
f *60 o f 57 — 20 f ‘67 


Such a distribution is quite conceivable where, for instance, there is a significant 
common factor in all variables, and, in addition, a significant narrow group factor 
between two of the variables. The centre of gravity method yielded two factors 
as shown in B. These were hardly comparable with the original postulated 
loadings. Analysis by the sub-group method was hardly more successful (C). 
In this case, as before, only one factor emerged, since again the correlational 
matrix was wholly positive. 

At this point it is well to note, however, that the correlational matrix can be 
approximately obtained again from the factors produced by the centre of gravity 
method (B), just as well as from the originally postulated loadings. And. this is 
true, also, of those factors produced by the various methods from our originally 
observed data. Thus the correlational coefficients obtained by calculating back 
from the factor arrays shown in Table XI correspond, within the limits of experi- 
mental error, with the original experimentally obtained values. Intercolumnar 
correlation between the correlational coefficients thus calculated and the actually 
observed correlations ranges from -7 to -g In this case, too, it appears to make 
little difference which method of analysis is selected for this check—one is as 
good as another. An obvious proviso, however, obtains in the case of Table XI, D. 
Here, the analysis was carried out with a homogeneously positive matrix, and 
then the signs of the variables and factor loadings were adjusted, after the analvsis, 
to correspond to the original signs. These signs must be restored (as in C) before 
the original correlations can be obtained ; in which case, of course, the calculated 
correlations will all be positive. From what has been said, it will also be obvious 
that this reversibility will not bold for factors produced by the sub-group method 
unless this analysis has been adequate. Such is seldom the case when the correla- 
tional matrix is wholly positive. 
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It was possible by further complicating the artificial material to show that, in 
some typical distributions of factor-loadings, the usual Thurstone techniques were 
not even remotely successful. One example from the many calculated will be 
sutficient to show this result. Table XIV, A, is an example of a distribution 
involving six variables and three factors.* 


TABLE XIV. 
A B. C. 
. IL L 1. iI. TIT. I. 

a “90 "Io "IO a 63 65 "00 a 66 
b Q90 Io ‘10 b 63 65 ‘00 b 66 
c "10 °90 "10 c 63 — *33 "56 c "66 
d ‘10 99 ‘10 d 63 — *33 56 d 66 
e "10 ‘IO ‘90 e 63 — "33 — +56 e *66 
f “I0 “10 "90 f 63 — 33 —°56 f 66 


Factor coefficients of this nature might be obtained, for instance, in a test- 
situation involving the measurement of three very slightly related abilities, by 
means of six tests—two for each ability. In such a case one would expect to have 
three narrow factors highly specific in their respective abilities. The centre of 
gravity analysis yielded the result shown at B. Instead of the narrow factors, 
the customary common factors emerged; and, as usual, the second and third 
factors summed approximately to zero. The sub-group analysis is shown in C. 

From these arbitrary examples, a few tentative generalizations may be made. 
Of great importance would appear to be the statement that there are often several 
possible distributions of factor-loadings which can explain or yield a given correla- 
tional matrix. Of these, the distribution produced by the centre of gravity method 
may be the simplest ; but there is no reason for assuming it to be the best (from 
a psychological point of view, for example). It is the simplest because it displays 
a first factor which is as large and as common as possible under the given conditions. 
When the correlational matrix has been derived from a set of factors in which the 
first is not more dominant than the others, or in which none of the factors can be 
considered common to all variables to a significant degree, then multiple-factor 
devices do not seem to be adequate as yet to deal with the situation. 

Further, the significance of the fact that all factors emerging subsequently to 
the first, must have loadings which sum to zero, remains still very questionable, 
although the centre of gravity technique of Thurstone, and Hotelling’s procedure, 
both give this result. Certainly it is not reasonable to suppose that all factors 
after the first must of necessity fulfil this condition. 

Again, the loadings show great variation, depending upon the particular 
technique of analysis employed, and upon the variables involved in the matrix. 
We have seen that the removal from a matrix of obvious narrow factors disturbs 
the loadings of the common factors. It does not seem reasonable to suppcse that 
these loadings should be so dependent upon local and arbitrary conditions, as they 
appear to be. 

From all this, the conclusion seems justified that, if the matrix is such that the 
tetrad criterion is completely satisfied, the multiple-factor techniques will yield 
the same results as those of the two-factor approach. If the tetrad criterion does 
not hold, due to the presence of group factors—-a fact that the two-factor approach 
indicates adequately—the multiple-factor devices will still give us a picture of an 
underlying common factor. This factor, if present, will be represented, however, 
by loadings which are seriously influenced by the group factors. It may even be 


* The analysis is not materially affected if zero loadings are assumed here, rather than low 
coetheients (ocr). Similarly in Table XIII, A, very small positive loadings could be postulated 
instead of zero loadings without effecting much change in either the derived correlation table 
or the reproduced factor coefficients. 
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entirely fictitious, the loadings being due to the group factors themselves. It 
was for these reasons that, in analysing our data in Section III, we were careful to 
indicate the fact that the “ common factor’’ apparent in our results might be 
alternatively explained on the basis of the several obvious narrow factors. 

In addition to these matters concerning the first factor, the difficulties we have 
discussed in connection with subsequent factors point to the conclusion that the 
multiple-factor techniques may possibly serve to indicate the number of factors 
necessary to explain a given table of correlations. But so far the techniques are 
hardly competent to indicate their location or loadings accurately. We understand 
that this conclusion agrees also with the findings of Alexander.* For this reason 
the final analysis of our data was limited to first-factor loadings, as indicated 
in Section IIT. 

If these conclusions are justified, then it appears that in the sense of practica- 
bility also, the two-factor approach is the more general ; for only when two-factor 
analysis has shown the equiproportionality of a correlational matrix can the 
multiple-factor techniques be relied upon, save, perhaps, in the sense that a 
preliminary survey of factors necessarily postulated may often be of great value. 
When two-factor divisibility has been demonstrated, the multiple-factor devices 
give a quick appraisal of the loadings of the common factor. If, by inspection, 
therefore, we could be fairly confident of equiproportionality, the tetrad devices 
might be replaced by those of Thurstone, with a saving of time. But in more 
refined work, tetrad-analysis is necessary ; and this, be it noted, has the additional 
advantage of being able to deal with specific and group factors as well. 

In conclusion, we would suggest that the possibility exists of combining an 
intelligent application of psychological insight with the use of multiple factor 
techniques. This appears to be particularly fruitful and necessary in preliminary 
surveys of complex data. If we can determine the number of factors that must 
be postulated to explain a given matrix (as appears possible by multiple-factor 
techniques), .the location of these factors in the variables is possibly more accu- 
rately determined by a psychological grouping of the material, than by a blind 
adherence to arbitrary statistical rules. Such an approach would attempt to take 
cognizance of the arrangement of, and values in, the table of correlations, without 
losing sight of the psychological characteristics of the variables involved. But 
again, while this may be of use in rather crude preliminary surveys, undertaken in 
new fields of research, it must ultimately give place to the more accurate procedure 
of studying one factor at a time. Only when the factors are known individually 
in fairly intimate detail can we hope to handle them in simple or complex patterns. 


* Alexander, W. P., studies to be published shortly. 
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STUDIES IN EXPERIMENTAL PSYCHIATRY. V: 


“W”? AND “F” FACTORS IN RELATION TO 
TRAITS OF PERSONALITY. 


By L. GRACE STUDMAN, 


University College, London. 
\ Be, 


Miss SImMIns and Dr. Stephenson* in their recent articles in this Journal 
have given some account of the “ g ”’ and “ p” factors of the Spearman school, 
studied in relation to psychiatry. The part of the present writer in the research 
was to find some means of assessing factors in the field of conation and volition. 
The research consisted of two parts, a first tentative experiment carried out at 
Horton Mental Hospital in 1930-31 and a final experiment in 1932 at the 
Maudsley Hospital, Bethlem Royal Hospital and at Horton, by the courtesy 
of Dr. E. Mapother, Dr. Porter Phillips and Dr. Nicol, to verify the results 
of the first experiment and to secure more finely-graded results. The cases 
were carefully selected by the psychiatrists concerned, and the writer is greatly 
indebted to them for their generous assistance, particularly in the matter of 
supplying detailed estimates of personality traits. 

In the first experiment 110 cases and in the second Ioo cases were tested. 
The letters and figures used to designate these patients in the accompanying 
charts are the same as those used in the studies of “ g” and “p”. 

In psychiatry, emotional and volitional disturbances and deviations of 
personality are often of paramount importance, so that in the present series 
of investigations it was obviously necessary to include a study of the factor 
“w”. This factor Prof. Spearman suggests, ‘‘ may be provisionally described 
as consistency of action resulting from deliberate volition or will”. He regards 
it as a general factor in the conative field comparable to “ g ” in the cognitive 
held. Dr. Webbj in analysing the “ w’’ factor, has shown that it is a factor 
common to such character traits as: 

Persistence as opposed to changeability. 
Persistence in the face of obstacles. 
Trustworthiness. 
Conscientiousness. 
Kindness on principle. 
In the present research, therefore, these and other personality traits were 


* W. Stephenson, ‘‘ Studies in Experimental Psychology ”, Journ. Ment. Sci., October, 
1931; April, 1932; October, 1933. 

t Spearman, Psychologies of 1030, ed. Carl Murchison, pp. 359-361. 

~ E. Webb, “Character and Intelligence”, Brit. Journ. Psychol., Monogr. Suppl., 1915, i. 
NO. 3. 
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assessed in order to study possible relations between this factor and clinical 
observations in psychiatry. 


‘sé te 


TESTS OF “ W 


Though tests of temperament and character are as yet admittedly unsatis- 
factory, it seemed worth while to attempt some objective measure of “w”, 
however crude, and a large number of such tests were tried out with a group 
of 40 patients at the Maudsley Hospital. These tests included some from the 
Downey Will Temperament Scale* as well as tests for speed of decision, per- 
sistence of effort, physical endurance, ability to inhibit movement under 
different circumstances and other techniques similar to those used by Harts- 
horne and May in studying deceit, service, and self-control.f Some of the more 
promising of these were modified and used, but the results were very unsatis- 
factory, and for a time it was found necessary to depend upon estimates alone 
to measure the “ w factor. 


ESTIMATES. 


The collaboration of Dr. D. M. Kapp (née Wilkins) and the help of five 
other medical officers at Horton made it possible for each patient to be rated 
by two independent judges. Each patient was rated on twenty-one different 
personality traits. These traits were : 


Energy. 
Perseverance. 
Deliberateness. 
Trustworthiness and conscientiousness. 
) Unselfishness. 
) Quarrelsomeness. 
) Self-control. 
) Self-confidence. 
) Self-consciousness. 
) Sociability. 

) Attitude of others towards the patient. 
12) Independence. 
) 

) 
) 
) 
) 
) 
) 
) 


Pe cai ee En E ee GE u a 
ZN AN A U N 
w ee ee a” 


Ko) 


Trustfulness. 

Expression in speech. 
Warmheartedness. 

Love or hate (intensity). 
Depression (or elation). 
Fear. 

Anger. 

Stability of emotion. 

21) Control of emotion. 


* June E. Downey, The Will Temperament and Its Testing. 
t Hartshorne and May, Studies in Deceit, 1928; Studies in Service and Self-control, 1929. 
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An attempt was made to define the traits in order to avoid misinterpreta- 
tion ; each trait was described in terms of characteristics of behaviour often 
associated with it, or qualities which seemed to accompany it, e. g., generosity 
seemed to be one of the criteria by which unselfishness was judged and was 
therefore included under that heading. The following is an example of such 
a definition : 


(3) Deliberateness. 

+ Deliberate : 
Looks ahead. 
Plans his actions before beginning anything. 
Makes inquiries before setting to work. 
Cautious. 
Suspends judgment. 

— Impulsive : 
Rushes into things without thinking. 
Seldom plans his actions beforehand. 
Frequently corrects himself or starts again. 
Reckless. | 
Judges prematurely. 


The judges considered each trait in turn and gave ratings on a scale from 
zero to ten, according to the degree to which that trait appeared to them to be 
present or absent in each patient, e. g. : 


(3) Deliberateness. 


Deliberate. Average Impulsive. 
ae a normal. sored — 

Mrs. A— | | | a | | 
. | | | | | v 
Miss McD— A 

l | V | | 
Miss L— Zu ee nn 

l, 

Miss C— POON eee | eee A | EBENE 


0 9 8 7 6 5 4 3 2 I +O 


RESULTS OF THE ESTIMATES. 


The first step taken in analysing the results was to examine the reliability 
of the estimates, i.e., the extent to which the two judges agreed in their opinions. 
It was found that they were in close agreement in their ratings on certain 
traits, but showed little agreement about other traits. For example, they 
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agreed as to which patients were confident or energetic, but not as to which 
were trustworthy or persevering. 
The qualities on which their ratings agreed were: 


(1) Energy. 

(17) Depression or elation. 
(14) Expression in speech. 

. (8) Diffidence or confidence. 

) Quarrelsomeness. - 

(12) Dependence or independence. 


I 
(20) Stability of emotion. 


| 
(6 


Now these traits were not, descriptively, very suggestive of Webb’s “ w ”. 
The traits which had been included in the scale as characteristic of the “ w ” 
factor were: 


(2) Perseverance. 
(4) Trustworthiness and conscientiousness. 
(7) Self-control. 

(5) Unselfishness. [Later it was found that peaceability versus 
quarrelsomeness, good temper versus bad temper, also belonged to this 
group. | 


2 


In spite of much less unanimity of opinion on the part of the judges on 
these “ w” qualities, intercorrelation of the traits showed that they were highly 
related to each other, and that there was a common factor underlying them. 
This factor was assumed to be “ w” and the next step was to examine the 
relationship of the other traits to each other and to this group. l 

The traits mentioned above on which the judges had agreed were first 
examined. Their intercorrelations are shown in Table I. 

In this table, the figures in the top row show the relationship of the trait 
energy to each of the other traits, the second row that of elation to the 
other traits, the third row that of expression in speech, and soon. The relation- 
ship of the “ g ” factor to each trait is shown in the bottom row. It will be 
seen that all the traits are closely related to one another except in the case of 
quarrelsomeness ; whereas they are unrelated to the “ g” factor. Such high 
intercorrelation indicates that there is some element which these traits share 
in common—some factor underlying them all—yet this common factor is not 
the cognitive factor “g”. The relationship of this group of traits (omitting 
quarrelsomeness) to the “ w group was examined and the two groups proved 
to be entirely unrelated (r = -05) as had been suspected from their descriptive 
dissimilarity. Not only were the two groups as wholes unrelated but the 
individual traits in each group were also unrelated.* In short, the common 


* See Appendix for full table of correlations. Reference to this table will demonstrate the 
point more clearly. 
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TABLE I.—Number of Cases, 110. 


. = 
. er .2 
& © ° 
2 a l z A 
R 5 8 g < a 
u & Z z 5 5 R 
V & ag V > E Š 
v S Š as) = 9 2 
Fes n ag S a_a t mi 
a g A ro) D 5 © © 
bo 2 u 9 R r 5 bd 
2 z A = E 2 z g 
m A Q oA = = © a 
Energy. , . 69 7 *59 so "42 "44° "15 “17 
Elation /depression > . 57 65 57 52 36 ‘50; —'06 — 09 
Expression in speech . . 59 57 45 46 "44 47 23 13 
Self-confidence . : . °§0 2 46 61 72 69 39 "13 
Independence. . 42 36 “44 72 44 20 "45 04 
Instability of emotion 44... “22 47 69 720 36 os ag 
Quarrelsomeness i . “I5 — "06 23 "39 45 “09 44 — '002 
Tests of “gr. ; . 7 — 0g "13 "13 04 Io °002 


(1) Correlations above °29 are significant, i. e., over five times their probable error. 
(2) Figures in heavy type indicate the reliability of the estimates, the degree to which the 
judges were in agreement. 


factor underlying the six traits—energy, elation, expression in speech, self- 
confidence, independence and instability of emotion—was neither “g” nor 
“w”, and it was decided for the present to refer to this new factor as “ f ”. 

The full definitions of these “f’’ traits are given below with the positive 
and negative aspects grouped separately, though in the original scale these 
contrasted pairs formed the opposite poles of the same six traits. (See 


p. 109 for the original arrangement.) 


The Six “f”? Traits + m Qualities) 


Energy (drive) (1) : 
Active and enthusiastic. 
Throws himself wholeheartedly into anything he takes up. 
Spares no effort to achieve his purpose. 
Never idle. Always has something he wants to do. 
Shows a strong desire for achievement. 
Strong determination. 

Confidence (8) : 

| Extremely sure of himself Believes in his own ability. 
Always knows his own mind. 
Trusts his own judgment. 
Never hesitates to express his own opinion. Always ready to 
interfere and set others to rights. 

Lays down the law. 
Extremely proud of his own achievements. 
Self-satisfied. Does not accept criticism. 
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Independence (12) : 
Acts independently of advice or opinion of others. 
Takes initiative and shoulders responsibility. 
Enjoys power (likes bossing). 
Not easily persuaded. 
Expression in speech (14) : 
Expressive. 
Talkative. . 
Expresses himself easily in language. 


Elated feeling-tone predominant (17) : 
Elated and happy. 
Looks on bright side. 
Pleased with life and glad to be alive. 
Full of hope. 
Does not anticipate difficulties. 


Instability of emotions (20) : 
Labile emotions. 
Has ups and downs. 


The Six “f”? Traits — (Negative Qualities). 
Energy (1) : 
Sluggish and indifferent. 
Works or plays in an aimless, half-hearted way. 
Easily discouraged. 


[Jan., 


Often has nothing he wants to do, and is inclined to while away the 


time in idle amusements. 
Unenterprising. _ 
Weak determination. 
Confidence (8) : 
Very difident—unwilling to express an opinion. 
Distrusts himself and his own ability. 
Distrusts his own judgment. 


Apt to regard his achievements as poor and to be ashamed of them. 


Self-critical. 


Independence (12) : 
Dependent on advice and approval of others. 


Likes someone to lean on who will take responsibility for him. 


Easily managed. 

Expression in speech (14) : 
Inexpressive. 
Silent. 
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Depressed feeling-tone predominant (17) : 
Usually depressed and miserable. 
Looks on the gloomy side of everything. 
Finds life a burden. 
Hopeless. 
Always sees difficulties ahead. 


Instability of emotions (20) : 
Maintains emotion for long periods. 
Stable and equable. 


RELATIONSHIP OF “f” TRAITS TO CLINICAL SYNDROMES. 


As these “f ” traits appeared to make contact with manic and depressive 
syndromes, it was decided to pool the scores for each patient on these traits, 
adding her rating for energy, for confidence and so on to form a total “ f” 
rating, and to compare this with the clinical classification. The resulting 
distribution of scores is shown in Chart I. Each letter in the chart represents 
the name of a patient, and shows her position on a scale from ++ to ——. 
This scale is shown by the figures at the top : 


0o = —--, 18 = Foro 


and intermediate figures represent grades between these two extremes. 

In this chart the relationship of “ f ”? traits to manic and depressive syn- 
dromes is outstanding. The highest rating given to any patient in the melan- 
cholic group was 8, whereas the lowest rating in the manic group was Io. In 
the manic-depressive group, too, the scores of patients tested in the manic 
phase were, all but one, above 10. From this it seems clear that the psychia- 
trists regarded these opposite sets of qualities as observable in manic and 
depressed patients. 


TESTS oF “f”. 


This evidence in support of an independent “f” factor was derived 
from estimates on personality traits, but batteries of tests had also been 
applied to the same patients and one set of these tests proved to be 
significantly related to the “ f ” factor thus estimated. This set of tests was 
based upon tests which had been used by Dr. Hargreaves* in studying imagina- 
tion. From his research he had concluded that there was some evidence of 
group factors due to the influence of speed and an unknown factor “x ” which 
affected the “ fluency ” of his subjects on these tests. Both speed and “ x” 
appeared to be due to conative differences and, for this reason, tests similar 
to the ones he used were included in the present study and are referred to as 
“ f°" tests. 
= Sn L. Hargreaves, * The ‘ Faculty’ of Imagination”, Brit. Journ. Psychol., Monogr. Suppl., 
lll, No. Io. 
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Delusional insanity includes : Non-systematized delusional insanity, paraphrenia, dementia 
paranoides, true paranoia. 

Manic-depressive psychosis: Manic phase, heavy type; 
phase, ordinary type. 


depressed phase, italics; normal 


The three “ f ”’ tests included in the first experiment were as follows : 


(I) The 3-minute word-association test. 
In this well-known test the patient was asked to say as many words 
as possible in 3 minutes. 
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(2) Unfinished pictures. 
Pictures were shown which had been begun but not finished, and 


patients were asked to mention as many things as possible which might 
be added. 


(3) Unfinished sentences.* 


Patients were asked to add the last word to sentences such as: 
Everything seemed upside........ ? Wait until the bus ........ ? 
In the second experiment several other tests were added. These included : 


t (4) Other word series, such as: 


>) 


Words beginning with “s”; words of 4 letters; things that are 


“little ”’. 
(5) Topics. 


The patients were asked to say as many things as they could about 
given topics, e.g., a man going up a ladder, a dog barking, a parcel. 
Trivial items, disconnected or in a series, were encouraged. 


+ (6) Natural rate of reading. 
A short easy passage was presented to be read silently at an easy 
natural rate. The main gist was to be reported to the experimenter 
afterwards. 


(7) Ink blots. 


Patients were asked to mention as many things as possible which 
the shape suggested. 


(8) Form completion (or line addition). 
Patients were asked to complete meaningless lines, e. g., |, to give 
them meaning. 


The last two were non-verbal tests which appeared to involve the same 
factor as the verbal tests. 

In all “ f ” tests (except 6 above) care was taken to explain that speed alone 
would be scored, not quality or accuracy, and this was emphasized throughout. 


RESULTS OF “f” TESTS. 
(1) General. 
Table II shows the intercorrelation of the three tests in the first experiment, 
and Table III that of three tests used in the second experiment. 


* This test was unsatisfactory and was omitted in the second experiment. 
+ The test numbers used here do not correspond to the numbers used in Table IV. 
$ A test suggested by Dr. Cattell. See p. 121. 
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TABLE II.—First Experiment. 
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(Correlations over 31 are significant.) 


The intercorrelations of “ f” tests are all high. Unfortunately they also 
correlate with “g”, which at once suggests they may test purely cognitive 
ability, but it will be noticed that their correlations with each other are con- 
sistently higher than with “g ”. 


: ° og Ist < 1 = > : 
Average intercorrelation of “ f tests d Sex periment 67 


2nd „ == ‘67. 
Average correlation with “g” . aoe = z 


(2) Related to estimates. 


The scores on these tests were added, and the following figures show the 
correlations of this total test score with the total ratings on “ f” traits and 
on “ w” traits in each experiment. 


First Experiment: Judges’ Estimates. 


Total of 3 Tests of 

“f” tests. I 
“{” rating (manic-depressive traits) "4I ; 'I3 
“w” rating . ‘ : 5 ; . —o008 . -04 


(Correlations over '29 are significant.) 
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Second Experiment. Judges’ Estimates. 


Total of 6 Tests of 

“f” tests. En 
“1” ratings (manic-depressive traits) N ‘SI. — -00 
“w” ratings : : ; ; SSRIS n "03 


(Correlations over +31 are significant.) 


Here the relationship between “‘f’’ tests and estimates on “f” traits is 
evident. In each case the correlation is statistically significant whilst the 
corresponding correlations with ‘‘g’’ tests are negligible. Ratings for “w”’, 
on the other hand, are unrelated to the tests except for a small negative cor- 
relation with “ f’’ tests in the second experiment.* 

There are many difficulties inherent in obtaining exact estimates of per- 
sonality traits ; they depend upon subjective judgments, necessarily rendered 
dificult by ambivalence and over-compensation on the part of the subjects, 
and judgments on particular traits are liable to be affected by general impres- 
sions. In view of these facts, and of the difficulty of testing non-cognitive 
factors, a correlation of -51 between estimates and test results is of some 
importance. 


(3) Related to clinical classifications. 


The next two charts show the distribution of test scores for the different 
clinical categories in the first experiment. 

Chart II shows the distribution of “ g ” scores.t 

Chart II  ,, in ee 

The scale of scores is shown at the top, ranging from o = very low score 
to 17 or 20 = very high score. 

There is a certain similarity in the two distributions, emphasizing again the 
cognitive element in “ f tests, but some differences may be noted. At the 
foot of each figure are given the scores of a group of non-psychotic adults tested 
for comparison. In this group the “g ” tests clearly differentiate defectives, 
domestic workers, and professional classes; “‘f’’ tests on the contrary show 
3 out of 6 defectives with the same scores as domestic workers. Another 
difference is apparent in the group of manic patients. 

On “ f ” tests all but one of these cases scored above the average, whereas 
on “g” tests all but one scored below the average. The average line is not 
very reliable here, but in any case this tendency for manic cases to make 
unusually high scores is observable on comparing the manic with the melan- 
cholic group. On“ f’’ tests only three melancholic patients (S.F.V.) fall within 

* Discussed on p. 131. 

t This chart has been rearranged and reproduced here for convenience of comparison from 


Chart Il in “ Studies in Experimental Psychiatry, No. IV”, Constance Simmins, Journ. Ment. 
Sct., October, 1933. 
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CHART IL.—“ g” (Non-Verbal). 
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Delusional insanity includes: Non-systematized delusional insanity, paraphrenia, dementia para- 
noides, true paranoia. 

Manic depressive psychoses tested in: Manic phase, heavy type; depressed phase, italics; normal 
phase, ordinary tvpe. 

Non-psvchotic cases: Defectives, heavy type; professional classes, italics; domestic workers, 
ordinary type. 
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Average 
normal. 
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CHART II.—“ f” Tests (Pool of Three Tests.) 
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1935. | 


u O 


Zi 
Z 


*xoo.wid 
viIvyUIWIG 


zOoAmo| 


m. 


> 


MAL 


POPURI 


a a a0 
2 x g A| 
Mo 2 
Wo = 
m ’ A | 
A <o niet my 
nn me N 
EN: re 24 ee -0 MO z= 
=z = OY 
oO < 
< oO 
WO x 
< ™ m 
= [u m QA O 
A = L 
i A 
% zZ, i 
| 
‘sisonoAsd 
aaAtssaldap | "SIS VI 


-tUL wruvyg | EUD | Asdopidg | onopasd-uUoN 


I20 STUDIES IN EXPERIMENTAL PSYCHIATRY, [Jan., 


the same range as the manic patients—scores II to 16—the others are all 
below Io. On “g?” tests, however, rather more than half the melancholic 
patients fall within the same range as manic patients—score 9 to 16. This is 
a rough comparison, but at least “ f ” scores do appear to differentiate manic 
from melancholic patients more sharply than do “ g ” tests, though the latter 
are purer tests of ‘‘g’’ on the evidence of their differential value in the group 
of non-psychotics. A third interesting difference occurs in the group of manic- 
depressive patients. In this group six patients were rated as “ normal” at 
the time of testing. These patients (I, C, A, B, D and L), with the single 
exception of A, maintain the same relative positions on the “g” scale and on 
the “f ” scale. Of those whose condition was manic (N, M, G, O, E, K and F) 
only K and F maintain the same position relative to the “ normal ” patients 
on the “ f’’ scale; the others are all relatively higher, and case G, who was rated 
as the most manic of all the patients* in this group, shows by far the biggest 
difference of position. J, on the other hand, rated as slightly depressed, comes 
relatively a little lower than on “ g ” tests. So that out of 14 cases, only one 
(A) fails to fit in with the supposition that ‘‘f’’ tests depend upon “g ” plus 
some factor directly associated with manic and depressive syndromes. f 

Chart IV shows the distribution of ‘‘f’’ scores in the second experiment. 
In this case the scores represent a battery of six “ f ”’ tests. In order to mini- 
mize the interference of the “ g” factor the scores here have been calculated 
on the difference between a scaled “ f ” score and a scaled “ g ” score, so that— 


Average “g” with high “f” = + = high “f” score. 
Average “g” „ low “f”’ = — = low “f” score. 
High “g” „ high “f” = 0 = average “ f’ score. 
Low “g” » low “f” = 0 = average “f” score. 
Average “g” ,, average “Í” = o = average “f” score. 


The results, however, are very similar when the crude “f” scores are used. 

These results confirm the previous observations quite definitely. In this 
experiment, the “f” scores are markedly different in the manic and depressed 
groups. With the exception of one manic and one depressed patient, the 
highest score amongst the depressions is only equal to, or lower than, the 
lowest score in the manic group, whilst the “ g ” scorest for the manic patients 
are decidedly lower than those of the depressed patients in this experiment. 


CORROBORATIVE EVIDENCE FROM THE WORK OF DR. CATTELL. 


There seems little doubt that a common factor had been assessed by the 
estimates and measured by the tests, but the question arose as to whether this 


* See Chart I. 
+ At the time of testing A had been ill and was still very weak, which may account for the 
retardation, 


$ See Miss Simmins’ paper, Chart III, Journ. Ment. Sci., October, 1933. 
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new factor was demonstrable only in abnormal cases and would, possibly, not 
be manifested by normal individuals. Fortunately there was independent 
evidence available on this point. The writer discovered at the beginning of 
the second experiment that Dr. Cattell* had been working on temperamental 
traits in a group of training college students. He had analysed a compre- 
hensive list of personality traits and he also had found a second factor in 
addition to “w”. This factor which he designated “c’’, appears to be the 
same factor referred to in the present research as “f”’. 

The following traits are included in his “ c’ group: 


“c” (surgent-desurgent qualities). 


Cheerful. Gloomy. 

Natural. Formal. 

Sociable. Unsociable. 
Adaptable. Conservative. 

Quick of apprehension. Slow of apprehension. 
Forward. Shy. 

Co-operative. Distrustful. 

Tactful. Tactless. 
Sophisticated. Naive. 


Not only were the traits similar to “f’’ traits, but of the two tests he used 
to measure this factor one was of a very similar nature to “ {f ” tests. 

It was possible to include these two tests in the later part of the present 
research, and their correlations with a pool of three “ f ” tests (shown below) are 
high enough to warrant their use as “ f ° measures. The reading test was in 
fact included in the final pool of six tests used for the total “ f ” score. 


Dr. Cattell’s Tests. 
Reading passage Words of 2 


natural rate. syllables. 
Test of “g”. A f ; ; 05 f -29 
“f’’ tests . A ; f . ; 45 ; ‘07 


(Correlations over °31 are significant.) 


INTERPRETATIONS OF “ f” AND RESEARCH SUGGESTIONS. 


Dr. Cattell suggests that “ c ” is a temperamental factor and is expressible 
by some term conveying “ leaping’’ or “ rising up” of ideas and impulses, and 
suggests the word “surgency °’. Dr. Emanuel Miller,* in a recent article on 


* Since published, ‘‘ Temperamental Tests”, R. B. Cattell, Brit. Journ. Psychol., January- 


July, 1933. 
t Emanuel Miller, ‘‘Temperamental Differences in Children”’, Brit. Journ. Educ. Psychol., 


November, 1933. 
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temperamental differences in children, formulates a category of “ mobility ’’ 
which characterizes children who “ always approach tests with superabundance 
of movement and restlessness, talking spontaneously, and moving about in a 
way not suggestive of erratic and false movements, but rather of overflow. 
They are always in a state of tone’’, in contrast to others who “ sat silently 
throughout the testing, almost toneless and with a minimum of movement ”’. 
Dr. Hargreaves* pointed out the influence of the presence or absence of a self- 
critical attitude on the tests he used, and suggests they may indicate inhibition 
or the reverse. These various terms all seem to indicate essential aspects of 
the “f” factor; but further research is still needed to throw light upon its 
exact signification. The present research tends to emphasize its connection 
with the mood disorders and their typical syndromes, and the possibility of 
measuring differences associated with mood suggests two lines for future 
investigation : Firstly, research in which the same patients are retested from 
time to time to discover whether the rapidity of mood changes has any signifi- 
cance, and whether each patient has his or her own particular range of variation ; 
secondly, research on normal subjects to discover what are the normal limits of 
depressive or elated reactions. 

In the meantime certain characteristic reactions to “ f ” tests were observed 
during the course of the testing which call attention to certain qualities of the 
tests which measure “f”. Most of the “f” tests involved associative pro- 
cesses and all were indeterminate. Unlike fully determined tests, such as 
opposites where there is only one correct response (the opposite of big? = 
little), “ f’’ tests allowed an unlimited number of correct responses, the patient 
was free to choose his own direction, e. g., “ say ‘something’ about a parcel ”. 
Many patients, particularly those who distrusted themselves, found this vague- 
ness and lack of direction irksome; they appeared unwilling to decide for 
themselves and seemed lost and helpless with nothing to guide them. Some 
patients found it difficult to select from such a wealth of alternatives or to 
focus on any definite item amongst the confused welter of recalled material. 
Even the very simplicity of the tasks worried hypercritical patients who were 
unable to persuade themselves to ignore quality. Nevertheless, some degree of 
restraint of this kind seemed inevitable with normal subjects and “ f’’ seemed 
to measure less perhaps the degree of the restraining or inhibiting force than 
the superabundant surging pressure of mental activity which was able to over- 
come such barriers in the case of manic patients. If it is this quality which is 
pre-eminent, ‘‘surgency ” might be a suitable term for such a sthenic-asthenic 
factor. 


SPEED TESTS. 


In order to throw into relief the essential qualities inherent in “f” tests, it 
was decided to include in the second experiment a battery of speed tests of a 


* See p. 113. 
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CHART IV.—“ f” Score. : 
“f” less than “g”. “f” greater than “g”. 
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different type to compare with them. These tests consisted of extremely 
simple but definite tasks to be performed at maximum speed, e. g. : 
(1) Reading aloud 100 easy words from a reading sheet: had, ran, 
pen, nut, big, old, yet, etc. 
(2) Counting irregular rows of spots one at a time. 
(3) Naming 40 pictures of common objects from a sheet. 
In such tests there was no element of doubt, no consideration of quality, 
and no question of difficulty to impede the speed of reaction. 
The different nature of this battery of tests is reflected in the correlations 
in Table IV. In this figure the tests in the first section (o to 7) were all speed 
tests of this kind or very simple speeded movements, and the tests in the middle 
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CHART V.— Speed Scores. 


Speed less than “g”. Speed greater than “g”. 
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The scale at the top represents the difference between ‘“g’’ and speed as in the case of ‘‘f’’, 
Chart IV. 


section (8 to 15) were “f” tests. The three rows of figures represent the 
correlations of these different tests— 

First (top line) with “g”. 

Second, with a pool of 3 other “ f tests. 

Third, with a pool of 5 other speed tests. 

With the exceptions of tests o and 12, the correlations with “g” are all 
fairly low. In the next two rows there is a distinct difference between the two 
types of test. In the first section (o to 7) the correlations in the third row are 
all higher than those of the second row, whereas in the second section (8 to 15) 
the reverse is true, the correlations of the second row are all higher than those 
of the third. That is to say the speed tests are all more closely related to other 


> 
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speed tests than they are to “ f’’ tests and vice versa. The “f” tests do cor- 
relate more highly with speed tests than with “ g’’, but even in the case of 
test 12, where the correlation with “ g” is high and with speed yet higher, it 
is markedly higher still with the “ f’’ pool. 


RELATIONSHIP OF SPEED TESTS TO CLINICAL CLASSIFICATIONS. 


The difference in the two types of test is shown again in the distribution 
of scores in different clinical groups in Chart V. On these tests the manic 
and depressed patients are not differentiated as on ‘‘f’’ tests. The depressed 
‚group shows quite a normal distribution, whilst the scores of manic cases are 
only equal to those of the average depressive. Actually five depressed patients 
were relatively quicker than any of the manic patients. It is also noticeable 
that on these tests anxiety cases tend to be quicker than normal, whereas 
there is a slight tendency for schizophrenic and hysteric patients to score below 
the average. Further examination shows some striking differences between 
“ f’’ scores and speed scores for individual patients. Some who score highly 
on “f” tests are slow on speed tests and vice versa. Cases of the former 
are mainly in the schizophrenic and hysteric groups (e. g., Cases 51, 72,59, shown 
in heavy figures in Charts IV and V) and cases of the reverse, 1. e., quicker 
on speed tests than on “f” tests are mainly in the depressed and anxiety 
groups (Cases 7, 23, 2, 70). 


ce >» 


RELATIONSHIP OF SPEED TESTS TO ESTIMATES OF “w 


On considering these differences it occurred to the writer that scores on the 
speed tests might be more affected than “f’’ scores by the degree of effort 
put forward. Patients who showed blocking and inhibition on “ f”’ tests were 
able to exert themselves to the full on speed tests which were easy and definite 
enough to give confidence to the most timid subjects. Reference was therefore 
made to ratings on perseverance, tenacity and industry, and later on to those 
on other “w ” qualities. 

Ninety patients in the second experiment had been rated on personality 
traits. The ratings had been supplied by two medical officers, two nurses 
and the three experimenters* on each patient, and these ratings were combined 
to form a score on each trait. 

Chart VI shows the scores obtained for the three traits combined—per- 
severance, industry and tenacity. In comparing this chart with Chart V 
certain points of similarity in the distribution of scores in the different clinical 
groups are apparent. Depressed and manic patients are not differentiated, 

* In a few cases, one or other of the ratings was missing, but there were at least three ratings 


for all cases except on such traits as sociability, where the experimenters could not give ratings 
themselves. 
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CHART VI. —Estimates. 
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anxiety cases are above normal, whilst schizophrenic and hysteric patients are 


below. 


The following correlations also confirm the existence of some slight relation 
between the speed tests and ratings for perseverance, industry and tenacity : 


Estimates. 


Perseverance + industry + tenacity 
Group of “ f ’’ traits (manic-depressive) 


(Correlations over °31 are significant ; correlations over ‘18 are suggestive.) 


Quick on Quick on 
“f” tests. speed tests. 
—'10 s 26 
"51 . "37 


The speed tests are more highly related to the perseverance group than are 
‘“‘ f°” tests, which actually show a small negative tendency, but the “ f ” tests 


are more highly related to “ f ” traits than are speed tests. 


If, as these figures 


indicate, the persevering subjects are quick on speed tests but slow on “f” 
tests, the difference in score on the two batteries of tests should give a better 
measure of perseverance. For this reason the difference in the scaled scores 
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on the two batteries was calculated for each patient and this comparative 
score* was correlated with the estimates. The results show, as one would 
expect, increased correlation with perseverance and diminished correlation with 
the “ f’’ group, as follows : 
Estimates. Tests s-f. 
Perseverance, etc. . ; i , :35 
Group of “ f” traits ; > . —I4 


The distribution of “ s-f ’’ scores in the clinical groups is shown in Chart VII, 
and if this chart is compared with Chart VI it will be seen that there is some 
agreement except in the manic group. The scatter} of scores in the depressed 
group was above that of the schizophrenic or hysteric groups. 


CHART VII.—Tests. Speed score-“ f”? score. 
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* The standard deviations of the two distributions were about equal, but it is not claimed that 
this crude comparison gives more than a rough approximation, and it is hoped that a more 
satisfactory method may be found for more exact work. 

f Scatter = range of scores and number of cases at each point in the scale. 
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Scores of depressed patients range from 3 to 16. 


= schizophrenic A = Eee 

5 hysteric e 3 » O „ II. 
Depressed group Ig cases above the average, II cases below. 
Schizophrenic ,, 8&8 5 ‘6 T I4 ,, j 
Hysteric 7 i j j 12 ,, ” 


In the case of the manic patients, who all score below the average, it seems 
possible that they were unduly handicapped by their excessively high “f” 
scores making it impossible for them to score relatively higher on other speed 
tests, or, on the other hand, it 1s just possible that they were overrated in the 
estimates. 

This correspondence between test findings and estimates on “w” traits 
seemed promising, particularly in view of the complete absence of any such 
correlation in the earlier “ w’’ tests used in the first experiment.* As, how- 
ever, the three traits forming this group of perseverance ratings were so very 
similar, it was thought that they might involve overlapping specific factors 
in addition to the common “ w ” factor. A second group of ‘“ w” traits was 
therefore chosen for comparison. This group comprised : 

(1) Trustworthiness and conscientiousness. 
(2) Self-control. 
(3) Unselfishness. 

These traits had shown correlation with other “ w” traits in the first 
experiment and seemed less alike than the perseverance group. 

Chart VIII shows the scores on these three traits and is very similar to 
Chart VI. 

The correlation between the two groups of “ w” traits proved to be -7I 
and their correlations with “g’’ -03 and —-o8 so that there seems no reason 
to doubt that both indicate “ w ”. 

Table V shows at (a) the intercorrelation of the three groups of estimates: 

‘“w,’’ Trustworthiness and conscientiousness. 

Unselfishness. 
Self-control. 

“w,” Perseverance. 
Industry. 
Tenacity. 

“f” Six“f{” traits. 

(manic depressive traits.) 
and at (b) their relation to the different test batteries. 

Certain differences are noticeable in the correlations of “ w) ” and “ w,” 
with tests. The speed tests show no correlation with the new group (“ w, ” 
and even the s-f score gives a barely significant figure. Dr. Stephenson’s 


ce 


ce 


93 


* See p. 108. 
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CHART VIII. —Estimates. 
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Trustworthiness +- unselfishness + self-control. 
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(Correlations over +31 are significant ; correlations over "Id are suggestive.) 
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“p” tests* which show a slight correlation with “ w,” are quite unrelated to 
ow” 

In seeking for some explanation of these anomalies it was noticed that the 
correlation between “w,” and the “f” ratings was a negative one, but 
significant (—-36), i.e., there was a certain tendency for manic-depressive 
patients to be less reliable and trustworthy than depressives. The correlation 
of “ w, with the “f” tests, though smaller, supported this (—-27). These 
negative correlations, however, were much smaller in the case of “w,” (—-II 
and — Io), and it seemed reasonable to suppose that the “ perseverance ”’ 
group of traits might be more influenced than the “ trustworthiness ” group 
by qualities typical of the “ f ’’ group—energy, confidence, etc.—so that manic 
patients might compensate to some extent for lack of “ w” by increase of 
“ {” and thus the negative correlation would be reduced. Though this possi- 
bility is largely conjectural, the figures would fit this theory and may justify 
the temporary assumptions : 


a») 


(1) That “w,” gives the truer measure of “w 
severance group alone ; 

(2) That the traits of perseverance, industry and tenacity are 
dependent upon two factors, ““w’’ and “f’’ plus the usual specific 
factors. 


than the per- 


SoME MINOR POINTS FROM ADDITIONAL TESTS. 


The results of the two tests described below are less significant than the 
results of “ f ” tests, but they may be of some interest for further experimental 
studies of personality factors. 


The Tapping Test. 


The first of these was a tapping test which demanded the endurance of 
physical fatigue. The tapping machine used was designed so that when the 
patient tapped on a lever to which a pencil was attached, each tap was recorded 
on a moving tape below. The tape was running at a constant speed, so that 
the rate of tapping could be calculated easily and any increase or decrease 
of speed noted. The patient was asked to tap as quickly as possible, and was 
given several trials of a few seconds each. When the experimenter was satis- 
fied that a score had been obtained which represented fairly the patient’s 
maximum speed of output for short intervals, the patient’s attention was 
called to his best record, and he was asked to try to maintain that rate con- 
tinuously for two minutes. He was warned that his arm would ache, but was 
urged to maintain his speed at all costs. This was an impossible task and 
the score for endurance was calculated on the decrease in speed. This drop 


a Stephenson, Journ. Ment. Sci., April, 1932. 
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in rate was calculated so as to eliminate differences of speed ability in the 
initial rate of tapping.* 
The resulting correlations with estimates are shown below— 


Tapping rate s-f + sustained 


Estimates. ; Non ‘‘p’. 
sustained. tapping. 
bd = se te 
Trustworthiness, etc., Ww, : . ‘09 ; ‘24 3 03 
Perseverance, etc., ‘‘ Wa” . ; : 28 3. #42 ; -28 
“ft” elation, etc. . f ; -I2 A be : ‘19 


(Correlations over '31 are significant ; correlations over ‘18 are suggestive.) 


Again the correlation with perseverance is suggestive, particularly as this 
is a single test requiring only five minutes to administer, and when the scores 
for s-f are added to the score for sustained tapping the figure becomes really 
significant. It is interesting to note that the correlations of “ p tests with 
the estimates are almost identically the same as those for sustained tapping, 
i. e., higher with “ w,” than with “f” ratings, but showing no correlation 
with “w,”’. 

ERRORS ON A MAZE TEST. 


The second test was designed to bring out any individual preferences for 
speed versus accuracy. The patient was given a maze blank (Fig. 1) and was 
asked to move his pencil through the pathway indicated without touching the 
lines anywhere. The path was over a quarter of an inch wide, so that the 
task was well within the ability of any subject who chose to take sufficient 
time and trouble. No time limit was suggested in the instructions, the patient 
was only required to avoid touching the lines. A second trial was given in 
which the patient was asked to repeat his performance, but this time at maxi- 
mum speed without touching the lines. 

It was intended to score for errors alone an the first trial, and to use the 
second trial for a comparison of speed preference with speed ability. The 
latter score, however, proved to have little significance, and as a number of 
errors made on the first trial was too small, the errors on both trials were 
included as well as the number of errors made in two other tests: (1) Errors in 
counting ; (2) errors in dotting on squared paper. 

The total number of errors on all three tests was still too small to give a 
normal distribution, and the cases were heaped towards the zero end of the 
scale. In spite of this inadequate score for errors, the correlations with ratings 


are not altogether insignificant. 
Errors on 3 


tests. 
Trustworthiness, etc., “ w, ; : . *28 
Perseverance, etc., “ w,” . ; : . °2i 
“f” traits i , ; : f . 702 
* Individual score = t — 1'4d, where ¢ = initial rate, d = drop, 1'4 = constant such that 


"ld = 0. 
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The correlations with both “ w” groups were decidedly bigger* than with 
“f’’ traits, and for the first time in the whole experiment test scores showed 


a higher correlation with estimates on “ w} ” than on “ w,” 
In further studies of “ w”, independent scores for errors would seem 


advisable, but it should be borne in mind that quite slight degrees of “ difficulty ”’ 


Fic. 1. 


in the tasks set introduce the complication of the “ g ” factor. Yet, of course, 
easy tasks naturally yield few errors, so that a relatively large battery would 
be required to give a valid score for the errors due to personality factors. 


CONCLUSIONS. 
“w” AND “f” FACTORS IN PSYCHIATRY. 
It is hardly necessary to stress the importance in psychiatry of any obser- 
vations which throw light on temperamental differences, and it seems possible 


* This difference is not statistically significant. 
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that the concepts of “f” and “w” as independent variables may serve to 
direct attention to two fundamental factors in temperamental make-up. There 
may, of course, be other factors of equal importance which have not yet been 
clearly demonstrated. 

As regards the tests, it has already been pointed out that considerably 
more research is required before “f” tests can be applied in psychiatry with 
the expectation of immediate interpretation of test results in terms of normal 
behaviour. Nevertheless some tests of both speed and “f” might usefully 
be applied at present to supplement other forms of observation. Test batteries 
are often less significant used in isolation than when they are compared with 
other batteries. As Miss Simmins suggests* the significance of “ g’’ tests is 
greater when the results are related to other tests results—e. g., 


ce 


g” tests related to educational tests. 
Non-verbal “ g” related to vocabulary tests. 


This is particularly true of “ f” tests. The significance of a patient’s “f ” 
score lies, not so much in its absolute value as in its relation to his “ g’’ score, 
to his score for speed,t to his “ p” score, and particularly in its relation to 
clinical observations. Dr. Stephenson? in his analysis of the “ p” factor has 
shown certain associations of “f” and “ p” scores forming four groups of 
patients : 


) Patients with low “ f” and low “p”. 
2) F » high “f” and high “p”. 

) K » high “f” and low “p”. 

) 


be 


re » low “f” and high “p 


He suggests that some of these combinations distinguish between clinical 
sub-groups, e.g., though typical manic patients fall into category (3) and 
typical depressions in category (4), one group of the patients in category (2) is 
composed of depressions of the “ agitated ” type—still differentiated from manic 
cases by high “ p” scores. And again, in category (I) one group of patients 
are schizophrenes distinguished from manic cases by low “f”. It seems 
probable that further detailed psychiatric studies of groups of patients may 
reveal other significant combinations of test results. 

A further argument in favour of such relating of the different factors 
measured lies in the fact that a truer assessment of temperamental qualities is 
more often obtained from general observation than from tests designed to 
measure them. The reason seems to be that in general observation the observer 
assesses many factors at the same time, and his judgment on any one point is 
coloured by his knowledge of other factors. He “ makes allowances ” for 


* C. Simmins, ‘f Studiesin Experimental Psychiatry, No. IV", Journ. Ment. Sci., October, 


1933. 
t See Charts IV, V, and VI. 
t Brit. Journ. of Med. Psychol., xiv, July, 1934. 
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differences of age, physique, previous training, intelligence and so on, sometimes 
without realizipg it, and his judgment on the point in question is relative to 
these other factors. If all the factors concerned were known and could be 
controlled and measured, and each factor could be interpreted in the light of 
all the other factors, the resulting assessments should be at least as reliable 
as the more haphazard personal estimate which at best is dependent upon 
personal standards of comparison. For example, a patient is judged as over- 
or under-active only in relation to the observer’s notion of what is normal 
activity. But this personal “ norm’’ depends not only upon the limit of the 
observer’s individual experience, but also upon the conscious use he has made 
of such experience to build up an adequate standard of comparison. Now that 
several of the factors appear to be measurable, it seems worth while, in spite 
of obvious difficulties, to attempt some such systematic and objective type of 
observation to supplement and verify personal judgments.* 


SUMMARY. 


Rating scales and tests were used to study traits of temperament and 
character in the same patients as those studied in the previous reports. 

Analysis of the estimates revealed a second factor in addition to “ w’’— 
the common factor underlying character traits. The six outstanding traits in 
this second group were activity, elation, talkativeness, self-confidence, insta- 
bility and excitability, and the letter “ f ° was used to denote the new factor. 

Dr. Cattell’s work on “c” provides independent evidence of the existence 
of such a factor. 

Tests used to measure ‘‘f’’ were of an indeterminate type and most of 
them involved speed in associative responses e.g., word-association—ink 
blots. | l 

Correlation of “ f” tests with ratings on the “f” traits were significant, 
and scores on “ f” tests proved to be related to the clinical classification of 
manic and depressed patients. Possible interpretations of “f” and its 
connection with mood are discussed and the lines for further research indicated. 

Speed tests of a very simple and definite type were applied for comparison 
with “f” tests. Certain differences were observed which subsequently 
proved to be related to ratings on one group of “w” qualities, namely, 
perseverance, tenacity and industry. 

Differences were noted between this group and a second group of “w” 
qualities—trustworthiness, self-control and unselfishness—and the possibility 
that the former group may be more influenced by “f” than the latter is dis- 
cussed. 


* No attempt has been made in this study to analyse the responses given by the patients in 
their qualitative aspect. At the same time the varied “f” tests do provide ample material 
for observing qualitative differences such as have been noted on the Rorschach ink blots test 
and other association tests. 
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The results of two “ w ” tests indicate possible lines of approach for further 
studies of “ w’’—particularly the use of tests scored for error alone. 

It is suggested that in psychiatric studies the relative scores on all the factors 
measured, i.e., “g’’, “p’’, ““w’’ and ‘f’, should be taken into consideration 
rather than any factor separately. 


APPENDIX. 
Note on the Intercorrelation of Traits. (First Experiment.) . 


In this table traits I to 6 are the traits included in the “ w’’ pool. Their 
intercorrelation is shown at the top left-hand corner (inner dotted line). Traits 
17 to 22 were included in the “ f ” pool, and their intercorrelation is shown at 
the bottom right-hand corner (inner dotted line). 

These intercorrelations with traits in their own groups are in each case 
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Figures in heavy type show the reliabliity of the estimates. 


high, whereas the correlations of the traits of the one group with the traits of 
the other group are low or nıl—as is shown by the correlations in the top 
right-hand corner and the bottom left-hand corner. For instance, reading 
along the top line: 


Trustworthiness with other “ w’’ traits (nos. 2 to 6) 
r=°50 ‘49 ‘68 .4I +52 
whereas with “ f ” traits (nos. 17 to 22) 
r= -°24 ‘08 ‘03 ‘21 —.060 °08. 


The total score on the 6 “w” traits is entirely unrelated to the total score 
on the 6 “ f ” traits (r = '05), so that the two factors are independent. 

Of the other traits, Nos. 7, 8 and 9 are more highly related to the “w ” 
group, 13, 14 and 15 to the “f” group. Sociability (No. 10) makes contact 
with both pools. 
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PERSEVERATION. 


By KENNETH H. ROGERs, 


Lecturer in Psychology, University of Toronto. 


I. 


By “ perseveration ’’ is intended the lag or persistence (‘‘inertia’’) of a 
mental process. That is, perseveration refers to process-lag as a function of 
the individual. It is probably best studied in terms of the effect of its presence 
on another immediately subsequent process. It is indirectly manifested in 
the realm of mental content, and the effect is usually appreciated as “ inter- 


a» (Ei 


ference ”, “ inhibition ” or “ carry-over ’’, which are symptoms of its presence. 


II. 


Perseveration in mental activity is by no means a new idea. Wynn Jones 
discerns a suggestion of it in Aristotle, and Spearman quotes from Plato. 
Hartley finds a mental counterpart to the idea of persistence of movement 
(inertia) in Newtonian physics in the persistence of sensation after the removal 
of the stimulus. His illustrations of the phenomenon are chiefly from the 
field of vision. Probably the observation of the similarity between the pheno- 
mena was the basis for his idea of vibration as an explanatory concept. Thus 
Hartley tells us that after an object of sensation has been removed, the sen- 
sation and its vibrations persist briefly, but become fainter the while. They 
may become as weak as an “idea ” ; repetition may make it as strong as a 
sensation. It is to be distinguished from memory ; memory is always accurate 
association ; association is between sensations and ideas. 

Herbart advanced a similar conception, considering it, of course, as part 
of the dynamics of his mental “ atomism ”. This emphasis is delightfully 
crystallized in Volkmann, who not only sees every idea with its own dynamics, 
but also with a memory and imagination of its own. 


III. 


It is well known that Neisser in 1894 used the term “ perseveration ” to 
describe a clinical symptom in the field of psychiatry. It was used to indicate 
an abnormally persistent repetition or continuance of an activity, after the 
activity had been once begun or recently completed. An instance would be 
the frequent speaking or writing of a given word or words in unsuitable places. 


> 
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It is evident that the use of the term is quite a broad one. There is no indica- 
tion, however, that perseveration is to be interpreted as a functional concept 
abstracted from the manifest activity. Furthermore, in so far as the original 
meaning of the term in this field can be represented, it appears to have involved 
no explanatory intentions. 

The use of the term by contemporary and later psychiatrists accomplished 
what seems to be more or less inevitable in the development of language 
elements. The term, through redefinition and reinterpretation, became both 
narrowed and broadened in its application, so that its meanings became as 
varied as the persons using it. Perseveration was to be found referring to the 
nature of continuance respecting the ‘‘ preceptual and purely internal’ 
reactions, and was thus only characteristic of “ ways of apprehending ”’. 
Definition of the phenomenon in terms of “ psychical after-images’’ and as 
“the weakness and slowness of associations ” at least served to indicate an 
Increasing psychological emphasis. 


IV. 


Experimentation of the “ new’ psychology was almost entirely limited 
to the observation of mental content as opposed to underlying process or func- 
tion. As such, the association doctrine, on a background of a persistent 
facultism, tended to dominate its approach and problems. Thus, the first 
experimental data respecting perseveration were found in an investigation of 
memory that employed association techniques in its studies; this was the 
work published by Müller and Pilzecker in 1900. Perseveration was used as an 
explanatory concept relative to the occurrence of “ errors’’ in memory. Thus, 
“after having once entered into consciousness, every idea possesses a perse- 
verative tendency—i.e., a tendency to rise freely into consciousness.’ Miller's 
description indicated that this tendency generally dies rapidly away, that 
attention and repetition of the idea strengthened it, so that cumulative repe- 
tition may so establish it that it may outride immediate association. That is, 
“ideas will come into consciousness solely in consequence of their perseverative 
tendency ’’. Foster’s experiments of a later date to test the findings of Muller 
and Pilzecker would appear to offer nothing further ; ‘‘ readiness to respond ”’ 
as an alternative explanation merely begs the question. 

Does perseveration as it is presented by Miiller indicate the mere continuance 
of a previous stimulation or the spontaneous and free recurrence (arousal) 
of the ideational content of some prior experience ? This query serves well to 
indicate a point upon which later writers were not in agreement. Ach seems 
to appreciate the likelihood of this differentiation and includes both meanings 
in his use of the term, believing that such was the intention of Muller’s employ- 
ment of it. Wertheimer uses perseveration to mean both, the tendency to 
remain (continuance) and the tendency to return (recurrence). Foster presents 
Jung and Riklin as interpreting Müller to mean “ merely the continuance ”’, 
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while he himself looks upon his use of the term as indicating “ spontaneous 
recurrence ”’. 

Other recent expressions of associationism make reference to perseveration. 
There would appear to be little change in meaning apart from singularity of 
expression or slight differences demanded by systematic implications. If there 
is any tendency toward a further crystallization of meaning, it would appear 
to favour the limiting of the application of the term to the phenomenon of 
spontaneous recurrence. The range of its utilization in explanation has been 
somewhat increased: Witasek spoke of a perseverative tendency of feeling, 
Stern of feeling-tone, Koffka of configuration, Maltzew of the pitch and the 
interval, and Ach of a determination. Possibly the rise of a certain experi- 
mental popularity of the concept “ retro-active inhibition ’’ was the expression 
of interest in an aspect of perseverative phenomena. However, within this 
school, perseveration has at no time been a vital centre of either speculative 
or experimental concern. 


V. 


That perseveration as a systematic concept has never found a very certain 
place in the principles of associationism is not difficult to understand. It is 
never experienced in its own right ; it underlies a manifest content—errors, 
continuances, recurrences, disturbances, etc. ; ‘‘ all measurement of function 
is mediate measurement ’’. Perseveration implies for the associationist the 
possibility of conscious content apart from basic experiential connection ; 
which, in turn, suggests that the general principle of association does not tell 
the whole story. The difficult aspect of the situation may be indicated by 
stating the possible answers to the question, How may an idea be reinstated ? 
Two occasions are known, by association and by perseverative tendency. 
Association refers to a demonstrable connection in experience. The latter, 
however, implies that ideas continue apart from association processes. This con- 
tinuance may be more or less immediate in consciousness, or this continuance 
may not be in consciousness, but nevertheless continue (persist, perseverate), 
and then, later, either find its way into consciousness when not inhibited by 
something else occupying the field, or combine with other processes active at 
the same moment in the production of complex processes, i.e., spontaneous 
recurrence. Thus it would appear that the empirical phenomena of continu- 
ance and recurrence are dependent in varying degrees upon some common 
underlying “ function '’—perseveration. 


VI. 

This condition of affairs is, however, by no means characteristic of the 
use of a concept of perseveration within a different systematic emphasis. 
Spearman’s discussion of his “ Principles of Cognition ” and introduction of 
the “Two Factor” method of analysis as a psychological and scientific 
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technique in 1904, appears to have opened up many fertile fields for investi- 
gation. Certainly most important among these was the question of the 
functional bases for individual differences—that is, the abilities underlying 
achievement and character. Webb’s early investigation respecting this 
general problem offered a lead that was further investigated by Lankes, and 
published under the title “ Perseveration’’. This latter investigator found a 
background for his approach to his more specific problem already existent in 
the idea of “ secondary function ” elaborated previously by O. Gross, Wiersma, 
etc. This was interpreted as being akin to Miiller’s perseveration. 

In this connection the earlier contribution of Beneke (1798-1854) should 
not be overlooked. For him the whole psychology of individual differences 
was essentially based upon three “ ground-properties’’ (‘excitability by 
stimulation ’’, ‘“ powerfulness’’ and “liveliness °’). The second “ ground- 
property ’’ was described as the mental “ powerfulness’’ with which the 
sensory excitations are assimilated. This implies a mental intensity, suggesting 
the possibility of deep but comparatively isolated systems of ideas ; such may 
plausibly enough be expected in minds where any impression, once made, 
tends to persist to the exclusion of other impressions. O. Gross (1910) distin- 
guished two types of mental make-up which were said to arise out of the 
proportional dominance of the “ primary ” to the “ secondary ” functions of 
the nervous system; the “secondary function ” referring to the persistence 
of “ excitement ” after the presentation has left the span of consciousness— 
an after-function that is further regulative of mental activity. Wiersma took 
over this notion, building up the theory that individual differences rest upon 
emotionality, activity, and the equilibratory relationship of the primary and 
secondary functions. He uses the phrase “the psychical after-effect’’ as 
synonymous with secondary function. It is acknowledged that this secondary 
function is difficult to determine, thus experimental procedure was used for 
its detection ; Wiersma led the way in this respect. 

Lankes contended that an adequate treatment of perseveration must cover 
the following phenomena : (a) the persistent after-effect of a sensory experience, 
(b) the spontaneous recurrence to consciousness of an experience without fresh 
stimulation, after it has for a time been out of mind, (c) the continuance, 
subconscious, or even completely unconscious and physiological, of the effect 
of past experience, even as (b) above presupposes. In the last two (b) and (c) 
care must be taken not to confuse perseveration with mere excellence of memory. 

Spearman outlines “ perseveration ’' and “ secondary function ’ as supple- 
mentary. The former indicates subsequent persistence of percepts and ideas, 
while the latter implies their influence even after they have become unconscious. 
In other words, “‘ there is a tendency with some persons for mental processes 
to persist in activity long after the cessation of the condition to which they 
were originally due.’’ On this basis, it is proposed, that most, if not all, of the 
psychological “ types ” frequently advocated can be accounted for adequately. 
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Perseveration, as a systematic concept, is, to Spearman, a manifestation of 
individual retentivity. This retentivity is expressed in the law, “ the occur- 
rence of any mental event inclines it to occur subsequently ’’. This law divides 
into two further principles, first a “ disposition ’’ to recurrence, and second, 
the fact that any mental event, once set going, comes to rest more or less 
gradually. This latter fact has been expressed in the law of “lag” or 
“inertia ’’, and is formulated as follows: ‘‘ Cognitive processes both begin 
and cease more gradually than their (apparent) causes.” The “law of 
inertia ’’ is the systematic expression of perseveration. It is this expression 
of the concept that has inspired a good deal of recent experimental research 
on perseveration ; for example, that of Jones, Berstein, Hargreaves, Pinard, 
etc. 

Experimental investigations have centred around three aspects of the 
subject, viz.: (a) the validity of perseveration and the development of pertinent 
psychometric procedures, (5) the relationship between perseveration and other 
well-known major variables, and (c) the röle of perseveration in personality 
differences. Thus, perseveration has been indicated as a general functional 
unity, subject to isolation by psychometric procedures. It has been regarded 
as possibly innate, displaying no consistent sex difference for children, with a 
tendency toward a sex difference in adults. It has been suggested that it 
bears a fairly definite relationship to certain extremes of personality differences. 
It appears to vary independently of intelligence. 


VII. 


The writer has recently carried out an experimental investigation of perse- 
veration with separate but comparable groups of both subnormal and normal 
children. Respecting each group an endeavour was made to indicate the 
influence of this function in terms of school achievement. In the case of the 
subnormals the difficulties of the psychometric isolation of the function appeared 
to be considerably magnified, while the probable influence of the function in 
the well-directed educational setting of the training school seemed to be some- 
what minimized. Furthermore, with this group the study indicates a tendency 
for behaviour difficulties to bear some relationship to perseveration ; for the 
more persistent “ difficult’’ cases were predominantly high perseverators, 
while anti-social behaviour of a sporadic type seemed to be favoured by the 
low perseverators. It is interesting to note agreement in this with the findings 
of Pinard. 

With larger groups of normal children the influence of perseveration in the 
public school situation would appear to be somewhat more marked than in 
the previous situation. A similar relationship was indicated between perse- 
veration and behaviour difficulties. Perseveration appeared to play a part 
respecting success in specific school subjects; the high perseverators being 
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favoured in literature and geography, while the low perseverators seemed to 
have an advantage with reading, spelling and writing. A minor additional 
study carried out in this situation suggested that this function may influence 
to a small extent the scores derived from different group tests of intelligence ; 
the perseverator being favoured if the test is comparatively generous in its 
time limits. Furthermore, a relationship between academic achievement— 
represented by a pool of the school marks—and extreme-high perseveration 
and extreme-low perseveration scores, and bearing at the same time a relation- 
ship to intelligence capacity as compared with other members of the class, 
was clearly indicated. 

The investigation. favours the interpretation of the perseveration extremes 
as representing compensatory tendencies within the individual. There seems 
to be no relationship between the perseverative function and sex, grade, 
chronological age, or mental age. Thus the compensating tendency, already 
present, on coming into the academic situation is especially emphasized in 
those subjects of the curriculum that are favoured by it. The suggested 
relationship between the function and behaviour tendencies is interpreted 
as indicating not so much a causative relationship as a correlative functional 
development. Thus it is possible that the perseverative rating of an individual 
to some extent mirrors his pre-school training. The whole study would appear 
to be extremely suggestive and calls for corroborative investigations and still 
greater refinement of pertinent psychometric procedures. 


VII. 


The neurological correlate to perseveration appears to have been at no 
time subjected to what might be termed an exhaustive treatment. Hartley 
suggested the dying out of “ vibrations in the nerves’’. Müller and Pilzecker 
refer to a work by Miller and Schumann respecting motor adjustment wherein 
it is stated that “ the automatic repetition or continuance of this activity ” is 
the result of a tendency established “in certain sub-cortical motor centres ”’. 
The question of central as opposed to peripheral dependence is implicit in the 
associationistic approach to this topic, and especially if it is considered that 
“ after-sensation ’’ is illustrative of ‘‘ after-function’’. The discussion of 
Beneke of the “ powerfulness ” of function, which suggests an appreciation 
of the phenomenon which we now speak of as perseveration, indicated this 
function to be general and fundamental in all mental activity. Certainly 
Gross, Wiersma and Heymanns considered the function to be general and 
fundamental and named it on the basis of the conceived neurological functioning 
underlying the apparent individual differences; for ‘‘ secondary-function ’’ 
was that “ after-function ” on the part of the nervous system, which is often 
manifest inf the “ continuance of perceptions ’’. Lankes spoke of perseveration 
as ‘‘ an innate quality of the nervous system ’’, but offered no further explana- 
tion. 
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IX. 


It would appear from this discussion that perseveration as a function 
making for individual differences is worthy of serious consideration in any 
presentation of a systematic psychology. Pertinent empirical phenpmena 
have long been observed, and in some cases have been given careful attention. 
Müller and Pilzecker’s suggestion of a perseverative tendency as an explanation 
of unassociated recall indicated a field for research. The pioneer work 
respecting functional tendencies underlying personality differences carried out 
by the Dutch school of experimental psychology opened a related field. Inves- 
tigations with the factor theory techniques would appear to have substantiated 
the existence of a functional unity that can be spoken of as perseveration and 
thus to have established kinship between these various approaches. Further- 
more the examination of this function in relation to various complex social 
settings would seem to be not only possible, but of considerable psychological 
value. 
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PERSEVERATION AND PERSONALITY. 


By KENNETH H. ROGERs, 


Lecturer in Psychology, University of Toronto. 


COMMENCING with Lankes’s well-known study, ‘‘ Perseveration ’’, in 1914, 
a number of commendable experimental investigations (cf. Jones, Bernstein, 
Pinard, etc.) have contributed to the demonstration of the existence of a 
general functional “ factor ’’, common to all cognitive activity at least, to 
which the name “ perseveration ’’ has been applied. The main reason for 
thus designating the factor seems to have been that it manifests itself under 
conditions where the influence of one mental operation persists and interferes 
with efficiency in a totally different task. In several studies an attempt has 
been made to relate this factor as a function making for individual differences 
to differences in personality features as judged by the observation of behaviour. 

In his historical review and discussion of those individual differences to 
which the name of “ types ’’ has often been applied, Spearman has indicated 
this direction of interest in a most illuminating manner. He commences by 
referring to the work of Müller and Pilzecker. Müller discusses certain 
differences between himself and his wife as having a perseverative basis. In 
a generalizing vein, he writes : | 


‘Consistency of thought and action that extends beyond the immediately 
given is based to an essential degree upon perseveration. . . . It is easy 
to see that individuals with very strong perseveration will not be rightly 
placed in a vocation which needs a quick and frequent change of attention or 
rapid disposal of numerous and quite different businesses.” 


During his “ Aussage ” investigations, Stern (1900) proposed an anti-type 
differentiation under the names “ subjective ’’ and “ objective ’’. The sub- 
jective type is indicated by, 


ce 


‘The tendency of his description (of pictures) to give pre-eminently 
himself, to bring to expression his personal relations to the things, his 
temperamental, volitional, and imaginative reactions to them.” 


Concerning the objective type on the other hand, 


““Characteristic for these persons is the tendency of their descriptions to 
have a cool, matter-of-fact nature, to seek to be just to the object as such.” 


Partridge (1910) has described. at some length these two opposite types. 
Otto Gross (1902) proposed a pair of antithetical types of persons ; the 
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“ deep-narrow ’’ and the “ shallow-broad’’. This distinction was based on 
observations respecting melancholia and mania. He indicated a physiological 
basis to these types. It was expressed in terms of the proportional dominance 
of the “ primary function ” (excitation) with respect to the “ secondary 
function ” (after-function) of the nervous system. This idea of primary and 
secondary function was taken over by Heymans, Brugmans and their school. 

Other types that might be mentioned are the “ static'’ and “ dynamic ” 
types of Meumann, who along with Stern also wrote on the “ analytic ’’ and 
“synthetic’’ types. A rather popular psychological antithesis is that of 
“theoretical ’’ and “ practical’’ mindedness ; McFarlane has stressed this, 
following a pertinent experimental investigation. The “eidetic’’ type of 
Jaensch might be mentioned; it is made up of those persons who have 
extremely vivid imagery and who fall into one of two varieties that are consti- 
tutionally determined. Spearman mentions Jung’s “ introvert ” and “ extra- 
vert ” types also. This author further suggests that this “‘ type ” discrimina- 
tion was anticipated in Beneke’s proposals of a basis for the whole psychology 
of individual differences. This basis is to be found in his three “ ground- 
properties’’. The first, “ excitability by stimulation’’, was indicated as 
consisting in the ease, fullness and fineness with which the mind is able to 
‘pick-up ” the sensory impressions. The second was said to be that of the 
mental ‘‘ powerfulness’’ with which the sensory excitations are assimilated. 
The third was defined as “ liveliness °’ of mental operation. 

Spearman suggests that there is a general kinship between all these “ type ’ 
differentiations. They represent interpretations of aspects of mental activity 
that are all based upon a general psychological function of the individual. 


«sé 


> 


This common functional basis is probably best indicated in Müller’s concept - 


“ perseveration ” and the “ secondary function ” concept of Gross. 


“ Evidently these two exactly supplement each other. For whereas the 
perseveration indicates that percepts and ideas once vividly aroused have a 
marked tendency to persist or revive in subsequent consciousness, the secondary 
function implies that percepts and ideas remain markedly influential even 
when they have become unconscious. Joining these two concepts together, 
we get simply that, with some persons, there is a tendency for mental processes 
to persist in activity long after the cessation of the conditions to which they 
were originally due.” (p. 52.) 


Wiersma’s problem was primarily one of personality differences. It finds 
its locale in an interest in “ the psychological personality ’ as against the 
“anatomical” and “ physiological” personalities. Now in this setting 
persons are said to differ exceedingly with respect to “ activity '—i.e., “ the 
greater or less impulse to and pleasure in work”. It was accepted that an 
explanatory factor making for this tendency was offered in Otto Gross’s 
“ secondary function’’. Every content of consciousness has a primary and 
secondary function. The primary function is in the activity of the conscious 
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content ; the secondary function is the after-effect of the activity of conscious 
content—.e., its effort on consciousness when it is no longer above the thres- 
hold. Wiersma uses the phrase ‘ the psychical after-effect °” as synonymous 
with secondary function. It is further stated that these processes are basic 
respecting an obvious tendency in personality distinctions. The tendency is 
manifested in activity and is due to the equilibratory relationship of these 
two functions. If the primary function is dominant in any individual, such a 
one can be described as easily adaptable, or generally flexible respecting 
situational alterations showing itself in a ready sociability, the power to amuse 
and with a ready wit. Thus we have an active, busy individual, though 
tending to be inconstant in his actions; a generally merry person, when 
disturbed, however, tending to be intensely so, but soon getting over it. On 
the other hand, when the secondary function is in the ascendancy, we have an 
individual displaying unity, connectedness and consistency of thinking and 
acting. These persons are not usually at ease in large companies, for, lacking 
the necessary flexibility, they find difficulty in quickly adapting themselves. 

It is acknowledged that this secondary function is difficult to determine in 
the individual, and therefore an experimental procedure is of considerable 
value for its detection. Wiersma’s investigation of “the continuance of 
perceptions ’’ with laboratory apparatus, using both abnormal and normal 
subjects, is an attempt to measure this process and to indicate its relationship 
to personality differences. 

The setting for Lankes’s problem was the relationship between functional 
differences and personality differences. His background for this was the 
significant research carried out by Webb. This work suggested that human 
character or personality has one paramount differentiating factor, namely, 
the degree to which conduct is controlled by deliberate resolution rather than 
by present impulse. Spearman represents the relationship between this 
assertion and Lankes’s research in the following logic. By “ more deliberate 
motive ” is essentially meant the one of older date. Therefore it would appear 
to follow that those who most obey deliberate motives may well be those on 
whom experiences leave the most persistent impressions. This being so the 
problem falls under the general theory of “ after’ or “ secondary function ”. 

In this light, we can appreciate Lankes’s statement of the object of his 
investigation to be, in part, an attempt to find an answer to the question, 
How is perseveration, as a peculiarity of the cognitive side of mental life, 
related to the persistent qualities of character? The other part of his purpose 
was an interest in perseveration as a “general” factor. He found that 
perseveration as tested by his experimental methods did not correlate with the 
perseverance qualities of behaviour and character as rated by Webb. However, 
his conclusions seemed to have some harmony with the earlier findings of 
Wiersma; for where the latter investigator concluded from his results that 
perseveration tends to increase along the line manic-normal-melancholic, 
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Lankes demonstrated that self-control is greatest with persons of normal 
perseveration and is less with both the high and low perseverators. He recom- 
mends the whole problem for further research. The challenge appears to have 
been accepted by Pinard. 

Two studies in this field have concerned themselves with comparing manic 
and melancholic patients and normals with respect to perseveration. Heyman’s 
(1906) background is the “ secondary function ” theory. Wynn Jones (1929) 
declares an interest in a study of individual differences in ‘‘ mental inertia ’’. 
Their findings are similar in that they both get high perseveration scores for 
melancholics. Heyman indicates that manics give consistently low persevera- 
tive scores, while Wynn Jones’s findings are not consistent in this direction. 

Pinard, in his recent study of tests of perseveration, and the relationship 
of this function to character, carried out the first part of his work with depen- 
dent and “ problem ” children. The point of using this situation was in the 
hypothesis that with subjects of this kind either excess or defect in the 
“ persistent qualities ’’ of character (and probably other characteristics, too) 
would necessarily be more marked and the individual differences greater than 
was the case with Lankes’s and Webb’s normal subjects. After securing 
character sketches for his subjects, he obtained further ratings on them 
respecting those specific traits which appeared in these sketches with almost 
monotonous regularity. The traits were broadly indicative of six “ types ” : 
difficult ’’, “ self-controlled ’’, “ reserved ’’, “ sociable ’’, “ persevering ’’ and 
“unreliable °. These results were related to perseveration scores by dividing 
the group—ı94 children—into four categories: extreme perseverators, 
moderate perseverators, moderate non-perseverators and extreme non- 
perseverators. Study of this data disclosed the fact that “reserved ’’ and 
“sociable” were not significant “types”, but that “ self-control” and 
“perseverance’ go with moderate perseveration, while “difficult ’’ and 
“unreliable ” characteristics go with either extreme perseveration or extreme 
non-perseveration. Like results were obtained by following a similar procedure 
with 116 adults, patients of a mental hospital. 

The second part of this investigation was the study of the relation 
between perseveration and certain psychopathic conditions, and between 
perseveration and introversion. Respecting the former emphasis, a procedure 
similar to that previously employed was carried through with 144 patients of 
a mental hospital, only in this case perseveration was set against definite 
psychopathic states. It was found that delusion tends to go with the moderate 
forms of perseveration, that melancholia, suspicion and paranoid state tend 
to go with extreme perseveration, and that hysteria and mania are attendant 
on extreme non-perseveration. The study respecting introversion and its 
relation to perseveration was Carried out with 236 subjects, all patients in the 
hospital who had recovered so far that they were on the point of being dis- 
charged. Dr. Pinard writes concerning the results he obtained : 
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“ One thing seems to be beyond dispute, namely, that the facts before us 
definitely explode the theory held so long and by such eminent psychologists, 
that introversion is synonymous with extreme perseveration, or that there is 
any significant correlation between perseveration and what was generally 
supposed to be the mental make-up of the introvert. . . . It becomes 
clear on the most superficial examination that the extreme perseverator 
tends to be a very different person from the extreme non-perseverator, and 
that the intermediate perseverators, as a class, are distinct from and in some 
respects the very opposite of the extremes, although the moderate perseverator 
and the moderate non-perseverator differ slightly inter se”. (p. 123.) 


This author further suggests that it would be more scientific and make for 
greater clarity if we grouped characteristics under different degrees of perse- 
veration. There is no doubt whatever in his mind, but that perseveration 
and personality characteristics are very closely related. 


“ Not only the extreme perseverator but also the extreme non-perseverator 
tends to lack perseverance and self-control and to be obstinate, unreliable, 
‘touchy’ and ‘difficult’. Whereas the perseverator tends to be ‘nervous ’, 
sensitive, effeminate and sentimental, the non-perseverator tends to be 
inconsiderate, tactless and critical. The moderate perseverator tends to 
be considerate, harmonious and reflective, the moderate non-perseverator 

. (p. 126.) 


to be courageous, jovial and a ‘good mixer’. 

An investigation recently carried out by the writer respecting various 
relationships of perseveration might be said to offer a minor contribution to 
this present topic. Part of this consisted in the study comparatively of those 
cases who had obtained high and low scores on previously authenticated 
perseveration tests. Several different methods were employed. The first 
consisted in an adaptation of the free association test included by Terman 
(Stanford-Binet) at the ten-year level. The subjects (mental deficients of the 
““ moron ” classification) were examined individually, and asked to name as 
many words as possible until told to stop The responses were then judged 
by a somewhat arbitrary classification, to see if any differences between the 
highest and lowest 25% of the perseveration distribution could be detected. 
The perseverators (high 25%) appeared to be influenced by the local situation 
—the hospital and the testing-room—to a greater extent than the non- 
perseverators (low 25%). The latter gave associations that were more varied 
and seemed to reflect greater exploration. 

The subjects were next appraised on the basis of Rosanoff’s classification 
of “types”. Four workers co-operated in this task, and after a carefully 
conducted training period, they passed judgment on the children individually, 
under uniform conditions of examination. The data thus obtained suggested 
‘“ depression ” and “ autism ’’ as being more characteristic of the high perse- 
verators, while “ instability ’’ and “ antisocial ” tendencies predominated with 


the low perseverators. 
No relationship whatever resulted from a similar examination of the children 
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on the basis of ‘‘ extravertive’’ and “ intravertive ’’ tendencies, as judged by 
the same four examiners, even though the judgments showed a high degree of 
reliability. This is in keeping with the findings of Pinard in his more elaborate 
investigation. | 

Social histories and school records were next examined in detail, having 
regard to general behaviour characteristics, recorded misdemeanours and 
family history. The difficulties inherent in such a field are obvious, and while 
some differences in the general picture of behaviour tendencies could be 
detected, it was felt that any very definite conclusions should wait further 
study. 


SUMMARY. 


Contemporary with the experimental determination of perseveration as a 
mental function, there have been effected correlative explorations of the 
possible relationships between this function and personality features. 

Spearman has indicated that the so-called “ type’’ psychology has an 
interesting bearing on this problem, and perseverative function as a common 
basic feature of these various personality dichotomies is suggested. Certain 
well-directed investigations would appear to have established a very definite 
relationship between perseveration and personality characteristics. It has 
been proposed—and it would appear to offer not only interesting but valuable 
possibilities—that apart from intelligence, perseveration offers one of the most 
important contributions toward the delineation of individual differences on a 
functional basis. 
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PERSEVERATION AND PERSONALITY : SOME EXPERIMENTS 
AND A HYPOTHESIS. 


By RayMonp B. CATTELL, M.A., B.Sc., Ph.D., 


Director of the School Psychological Clinic, City of Leicester. 


I. INTRODUCTION. 


So far the attempts to relate measurements of perseveration empirically 
to types of personality, whether in the normal or the psycho-pathological field, 
have not given rise to such coherent results as might lead to any comprehen- 
sive general hypothesis. 

Broadly, it is true to say that perseveration shows an appreciable negative 
correlation with strength of character—‘ w ’’—and that, over and above this, 
extremely high or low perseverators tend to be of poor character, as Pinard 
and the present writer have shown (6, 2). Both these investigators have also 
attempted to find the traits which distinguished the character abnormality of 
high perseverators from that of low perseverators (7, 2), but the resulting lists 
of character traits are related to no known type, and lead to no intelligible 
explanation regarding the manner in which perseveration might give rise to 
them. Stephenson’s measurements upon psychotic subjects, though they 
are significantly different for various groups, likewise fail to relate themselves 
to the main classifications of mental disease in such a way as to connect 
perseveration with some general trend of personality (10, II). 

Countless observations have convinced the present writer that it is entirely 
wrong to connect high and low perseveration with introversion-extraversion, 
or, to be more precise, with surgency-desurgency (I, 2). The latter, which 
appears to constitute the true nucleus of qualities in extraversion-introversion, 
definitely relates itself to the measurable quality—“ fluency of association (2). 
On the other hand, a few qualities erroneously thrown in with surgency- 
desurgency to make up the composite picture introversion-extraversion do 
appear to be related to perseveration. 

Some of the confusing indications with regard to perseveration correlates 
may be due to the low validity of the early perseveration tests. The validity 
and reliability of ‘‘ p’’ tests is now clearly on the increase (9). Nor is there 
any further reason to doubt that they are measuring a definite group factor 
“p” in motor and sensory tests. No attention will therefore be given here 
to the sensori-motor ‘‘ p’’ tests on which this inquiry is based. For their 
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validity and reliability have been established elsewhere in a separate inquiry 
into the technique of “ p” tests (4). 

The aim of the present experiments was to make a more qualitative 
approach to the problem of distinguishing the personalities of high and low 
perseverators, since the quantitative and statistical approach has not yielded 
a complete solution. | 


II. OBSERVED DIFFERENCES IN HIGH AND Low PERSEVERATORS. 


Since the differences of high and low perseverators are evidently of a very 
subtle kind, the experimenter decided to use as subjects a number of relatives 
and friends who would be well known to him. Their age range was necessarily 
wide (19 to 60), but they were all of approximately the same intelligence and, 
with two exceptions, were occupied in work of a professional kind. It has been 
shown elsewhere (4) that age has little effect on “ p’’-score after adolescence. 
In the course of two and a half years, 52 persons—23 men and 29 women— 
were tested. They were ranked in order of total perseveration score (8 tests), 
and the topmost Io persons were contrasted with the lowermost Io. 

From prolonged observation of, and cogitation upon, the behaviour of these 
20 extreme perseverators, the experimenter came to the conclusions that the 
following differences exist between the two groups: 


Low PERSEVERATORS. HIGH PERSEVERATORS. 
Prone to action in dissatisfaction. Resigned, but sometimes seeking ex- 
Masterful; not afraid of a scene or pression in tortuous ways. May be 
hurting others’ feelings. l deceitful. Sometimes cruel or spiteful. 


Often self-denying. 


Enterprising, though enterprises may Lacking in initiative in practical matters. 


often be dropped unfinished. Adven- Sceptical of their own success or 
turous. Self-reliant. Sometimes naïve. anyone else's. Fail to carve out a 
Individualistic. Erratic. career in any but safe conventional 


channels. Conservative in habits. 


Irritable. Insistently assertive. In- More restful and quiet. Disposition 
clined to drive and lead others ; ruth- more inclined to helplessness or to 
less, readily bored by inactivity. affection. Sensitive consideration for 
Fussy. feelings of others. More thoughtful, 


U 


imaginative and “ deep ” in general. 
More emotional, though emotion is 
not shown. 


Greater span of consciousness evidenced Absent-minded. Impressed by one thing 


in greater general alertness and intense at a time. Drifting to decisions by 
awareness of environment; seeming going over matters again and again 
to suffer more under unpleasant (owingtoexperience oftheirown weak- 
stimuli. More alternatives held in nesses ?). Forgetful; liable to slips 
focus in making decisions. Hence and oversights. Sometimes making 


more quick to grasp full implications unbalanced emotional decisions. 
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Low PERSEVERATORS—cont. 


of a proposition. Shrewder judgment 
in limited practical matters. More 
decisive, yet no difference of speed of 
decision was found when tested objec- 
tively. (Mean time of reply in answer- 
- ing twelve questions when the subject 
did not know he was being tested.) 
The correlation of ‘‘p’’ and quickness 
with 62 students was ‘04 + '09). 
Powerful in argument. Tasteful if 
they wish to be. Self-composed. 


Have definite taste (creatively) (as a 
result of above greater awareness and 
sensitiveness to a mass of stimuli ?). 
Never dowdy clothes and furnishings 
“follow through’ in style. Intrinsic 
quality of things matters. 


Practical and objective in thought. 
Considerably interested in detail. 
Fastidious about material things. 


Sure of themselves. 


Fond of an audience. Do things for 
effect. Strongest loyalties towards 
particular persons and groups of 
persons. 


Do not exhaust themselves in the service 
of a“ cause’. Put personal balance 
before anything else. Attention on 
themselves rather than the job. Put 
job aside easily when day is done. 
Fund of common sense and balance. 
Inclined even not to take things 
seriously enough, especially when 
young (irresponsible, playing the fool, 
lazy). 


In crisis of danger, difficulty or sudden 
deprivation, generally become overtly 
angry. Occasionally burst into (hys- 
terical) laughter. Inclined tothe view: 


“ Laugh and be merry, remember, better 
the world with a song; 

Better the world with a blow in the teeth 
of a wrong.” 
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HIGH PERSEVERATORS—cont. 


Readily drop out things (uncon- 
sciously) to which they do not wish 
to attend. 


Lacking in taste. Sometimes dowdy or 
untidy and often ludicrously pre- 
tentious or inapt. Things not appre- 
ciated as a whole. Inclined rather to 
be affected by emotional and senti- 
mental associations. 


Dreamy and contemplative. Inclined to 
be careless and sloppy as regards 
detail. 


Much more sensitive and ‘‘ touchy ” 


regarding self-esteem. Easily resent- + 


ful. Deeply wounded by chance 
remarks. Insecure. 


Work equally well alone; indifferent to 
an audience. Loyal ties notsointense 
and directed more to principles. In- 
clined to analyse things down to 
principles which are greatly reversed, 
but which may only affect practice 
spasmodically. Affections more dis- 
persed. 


Over-serious. Use last atom of energy in 
things in which they invest energy. 
Sometimes opiniated. Lose sense of 
proportion. Emotional enthusiasms 
and fanaticisms, which they cannot 
drop when they want to. 


In similar crises become more silent and 
depressed. Sometimes weep. 
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Low PERSEVERATORS—.cont. 


Moods take form of short periods of 
intense depression, which has a quality 
mainly of dissatisfaction and restless- 
ness. 


Fonder of music, sometimes creatively 
musical. 


Sex characters not obtrusive in per- 
sonality. Lacking in sexual colouring. 


Fond of alcohol for its effect. 
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HIGH PERSEVERATORS—cont. 


No sharp ups and downs, but slow, 
polymorphic changes of disposition, 
including periods of gentle melancholy 
disposition and temporary high cheer- 
fulness. 


Fonder of poetry and drama. Often 
definite absence of any interest in 
music. 


Deeper sexual colouring. Whole per- 
sonality more obviously masculine or 
feminine. 


Indifferent to drink. 


A comparison of these differences with those found independently in a pre- 
liminary and less intensive study of another group (2) may give some indication 
of the reliability of various items. The majority of the earlier distinctions 
are confirmed, though sometimes with a slightly different interpretation of the 
true origin of the behaviour. One of them, however, the supposed tendency 
for high perseverators to be busybodies, much interested in scandal, is found 
not to be sufficiently marked to warrant a generalization. Neither does the 
association of hysterical behaviour with low perseverators appear to be an 
invariable one. Of four people—all women—of whom there is a record of 
hysterical behaviour, two were in the low perseverators’ group, one was among 
the moderate perseverators and one was just in the high perseverators’ group. 
Three other women in the low perseverators’ group showed not a trace of the 
hysterical constitution. 


III. Discussion OF IMPLICATIONS OF DIFFERENCES. 


Of all these differences the most striking is the first one. Faced with 
Hamlet’s alternative “ whether ‘tis nobler in the mind to suffer the slings and 
arrows of outrageous fortune, or to take arms against a sea of troubles and by 
opposing end them ” the high perseverator chooses the first, the low persevera- 
tors the second. Among the ten low perseverators were (I) a girl who had run 
away from home and got a job because her parents (who were well-to-do) 
would not give her sufficient freedom ; (2) a husband who divorced his wife 
because they failed to get on together ; (3) a young man who had been sent 
down from college because he refused to obey regulations which he considered 
irksome and stupid ; and (4) two people who had insisted to their employers 
(at the risk of losing their jobs) upon certain changes being brought about in 
their work. Not a single instance of this kind occurred among the high 
perseverators, though there were equally intolerable situations and an equal 
amount of (half realized) dissatisfaction. 
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The low perseverators are children of the morning, vital, impatient of dis- 
couragement, optimistic, sometimes apparently ruthless or naive; the high 
perseverators are seemingly old, resigned, forbearing, willing to take things 
as they are. The low perseverators, of whatever age, possess a certain child- 
like freshness and gusto in their attitude to difficulties. In many ways one 
might summarize the difference by saying that the low perseverator is American 
in outlook, the high perseverator French. 

With regard to item 5 above, it is interesting to notice that one or two 
observers thought that the Io low perseverators must be of a higher social 
class than the Io high perseverators. This was not true, either from the point 
of view of wealth or family culture or occupations of parents and grandparents. 
Yet undoubtedly there was a certain style, a certain poise and “ aristocratic 
manner ” about this group which readily gave such an impression. 

On the other hand, when the whole group was divided up according to 
what slight differences of social status existed (of the individual and his home 
background) into three sub-groups, a clear trend emerged. 


Number of Average ‘‘p” 


persons. score. 
Highest social status . : ; 18 ; 46'2 
Middle social status . : A : 2I i 50'3 
Lowest social status . >. . i I4 ; 577 


If we now turn to our main point, the elucidation of the nature of the 
character deficiency which distinguishes the extreme low perseverators and 
high perseverators from the moderate perseverators and from each other, we 


g 
uf 
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encounter the indubitable fact that certain low perseverators and high per- _ 


severators are in no way lacking in character. The connection of “ w ” with 
“ p” would appear not to be a necessary one. True, there was only one case 
of definite dishonesty and unreliability in the Io moderate perseverators, 
whereas there were 3 individuals of marked unreliability among the low per- 
severators and 2 minor rogues among the high perseverators. Major character 
deficiencies are, however, hardly to be expected in a group of this kind. 

In a previous group, in which “w” was estimated, it was simply found 


?? 


that “w” was, on an average, low for extreme high or low perseverators. 
Since “ w” is a related group of traits varying together, it seemed unlikely 
that the character deficiency of high perseverators would be distinguishable 
from that of low perseverators, and the closest observation failed then to reveal 
any obvious manner in which these character deficiencies differed. One is 
almost forced to the conclusion that low and high perseverators are essentially 
the same individuals—individuals characterized by very high “ p” variations 
—who would be one day in the low perseverator group and on another day 
ainong the high perseverators. Although we have definite evidence that 


ae ’ 


p score varies for any individual over a clearly appreciable range from 
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day to day, we have no evidence for such “ planets’’ among the relatively 
“fixed stars’’ of the normal population. 

Now the above classified differences between high perseverators and low 
perseverators do suggest how both may be lacking in “ persistence of motive ”’, 
“ reliability ’’ and “ tact ’’—the chief “ w” qualities—and yet lacking in a 
different way. On the other hand, “ steadiness of emotional mood ”’, ‘‘ energy ”’ 
and “ freedom from wilfulness ’’—the remaining “w” qualities—do not appear 
to change in a parallel fashion as we pass from moderate perseverators to high 
perseverators on the one hand, and low perseverators on the other. This 
perseveration inquiry may, therefore, in passing, show that some of the “ w ” 
traits vary independently of others, accounting for the absence of high or 
complete correlation among ‘“‘ w’”’ traits. 

On the whole, the high perseverators rank low in “ w ” because they are 
lacking in drive, inclined to miss opportunities, and to fail to cut out a career 
for themselves commensurate to their abilities. They readily slip into pro- 
tected backwaters and avoid toilsome struggles (compared to the median 
group, which is composed of people who, with one exception, have marked 
drive and tenacity). The only actual delinquencies registered against them, 
however, were two instances of deceitful roguery (which the individuals justified 
to themselves) and several cases of evasion of duty. 

The low perseverators, on the other hand, were not lacking in drive, but 
lacked persistence (relative to the median group) because they took up enter- 
prises without full thought about what they were doing and without seriousness. 
Their unreliability and tactlessness arose from “ studied wilfulness’. We 
have pointed out above that “ energy ” does not apparently behave in a 
parallel way to the other “ w ” qualities in passing from median to low per- 
severators. But it must not be forgotten that the “ energy ” as estimated 
for “ w ” is energy in relation to the main life task. Energy would seem to 
decrease continuously in passing from low perseverators to high perseverators. 
But the energy of low perseverators is dispersed in all sorts of unimportant 
matters, and also invested in themselves in a narcissistic fashion. High per- 
severators rank low because they have little energy for any purpose; low 
perseverators rank low because they try to have energy for every purpose. 

The type of unreliability of the low perseverator group is particularly 
evident in the adolescent members who are headstrong, vain, openly (naively) 
selfish, and gaily irresponsible. Yet some of the older members (and the 
younger ones, when wisely educated) are practically the strongest characters 
in the whole group. 

Curiously enough, these characteristics, which marked the life courses as 
a whole, came out very neatly paralleled in the matter of car driving (6 of the 
high perseverators, 5 of the moderate perseverators and 6 of the low per- 
severators were drivers). The high perseverators were rather slow and cautious 
in general, but occasionally given to erratic moments, absent-mindedness or 
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poor judgment. In the past three years one had had a bad skid, two had 
knocked down cyclists, failing to observe unusual movements on.the part 
of the cyclists; another, by failing to signal a turn, had caused an 
oncoming car to skid and overturn. The moderate perseverators had only 
two slight accidents (to themselves) caused by high speeds. Of the low per- 
severators (in the same period) two had been convicted for dangerous driving ; 
another had crashed into a tree through speeding on a dark night. A fourth 
had had a serious collision at a cross-road. One of those convicted for dangerous 
driving had since crashed through the parapet of a bridge, on a quiet road. 
All in this group were hard and fast drivers, and generally very skilful and 
capable. They drove with accelerator pedal and brake, took risks, and 
averaged high speeds. Two drivers in this group had clear records, and were 
the best, safest and most capable drivers in any group. 

Although the above listed differences distinguish high and low perseverator 
groups, it is obvious from the preceding paragraph that there are anomalous 
individuals in each group. When similar exceptions occurred in the previous 
research (in that case instances of undoubted fine character among extreme 
high and low perseverators) it was conjectured that some individuals had been 
falsely classified owing to the inexactness of the tests. Such an explanation 
is still possible. For although the new tests were much more reliable, the 
experimenter had not then discovered that the score is much affected by fatigue 
(4), and consequently did not test all individuals religiously at the same time 
of day, etc. (though about 90% were measured between 4 and 6 p.m.). If 
allowance is made for this, the exceptions decrease, but observation still 
suggests that, though no high perseverator may possess qualities found among 
low perseverators (and vice versa), both groups may contain individuals who 
fail to take on the characters typical of the group. In the low perseverator 
group are individuals possessing only the alertness and restless irritability, 
lacking most of the other qualities and showing an entirely sound, or, indeed, 
superior character. Similarly in the high perseverator group are persons 
showing no deceitfulness, spitefulness, sensitive resentfulness or emotional 
opinionatedness, and manifesting only a generally resigned and asthenic 
attitude. 

If the connection of “ p” score is not a necessary one with each and all 
of these traits, then the general nature of the hypothesis as to the origin of their 
connection becomes very different, but this may be left until some further 
facts have been considered. 


29) 


IV. FURTHER EVIDENCE OF HIGH AND LOW PERSEVERATORS DIFFERENCES. 


New evidence has recently become available with regard to the group of 
subjects formerly (2) studied. This group was divided into four groups with 
regard to increasing perseveration. The subjects then answered a question- 
naire, of which some of the important items (including all those with a positive 
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result) are set out below. The answers are scored numerically, according to a 
convention indicated at the side, and the mean score is given for each of the 
four groups. 


First, two questions to throw light on the 


mode of upbringing : 

LP. Mod. L.P. Mod. H.P. H.P. 

(1) Was the atmosphere in your home when 

you were a child strict (1 pt.), moe Taly strict 
(0-5 pt.), or free, even lax (o pts.) ? 57 > 50 . 39 . 37 

(2) As a child did you react with obstinacy 

(1 pt.), moderate obedience (o-5 pt.), or ready 
obedience (o pts.) on most occasions ? . o "36. 932 . °57 . +25 


Then an attempt to distinguish between the 
types of mood variation in high perseverators 
and low perseverators : 


(3) Do you find that your general emotional 

mood at one time of the year is totally different 

from that of other times, so that you have diffi- 

culty in recapturing your outlook or ways of 

feeling on the earlier occasions, or do you feel 

very much the same person at all times of the | 

year? (1 for changeability) : 30.13. IC. 25 
(4) Do you have times when nothing seems 

to satisfy you, followed by others when you 

find everything in the world cheerful and 

bright ? At about what intervals do these 

changes occur ? (1 for changeability) . - 56 . 68 . 70 . 73 


Next some questions to show whether dislike 
of change is associated with high perseveration : 


(5) Are you, in general, inclined to stick to 

things that you know well and love, or to be 

constantly trving the new, experimenting and o 

wandering in new fields (e.g., in taste in archi- 

tecture, love of old tunes, favourite writers, 

gramophone nore ? (1 for liking for new, o 

for reverse). 36.38 . 32 . 50 
(6) Are you, on the whole, inclined to find 

your thoughts turning to incidents of the past, 

to happy reminiscing, etc., or are you more 

inclined than mcst people to neglect the past 

and to live, in your thoughts, very much in the 

future ? (1 for forward- -looking interests) - 53 . 64 . 76 . ‘61 


Observation suggested that, in art, high per- 
severators were more attracted by vivid colour 
and flamboyancy, low pcrseverators by form, 
and especially by austere, disciplined forms. 
Also we wished to see what relation Jaensch’s 
alleged “ colour dominant ” and “ form domi- 


nant’’ types had to “p” score. Hence two 
questions : 
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L.P. Mod. L.P. Mod. H.P. H.P. 
(7) On the whole, are you most interested 


in the architectural side of art or in painting ? 

(1 for painting, o for art, 0-5 no discrimination) -80 . 36 . 8G . 1:00 
(8) Do you most appreciate a picture for its 

colour or design ? (1 for colour, 0-5 for both, . 

o for design) ‘ : i í ; u 86. 857 154 


A related difference of taste in literary 


matters was suspected, and the subjects were 
asked: 


(9) In art and literature do you like effects 

that are restrained, closely in touch with 

humanitv, and realistic, or, rather, impressions 

that are idealized, superhuman, strained and | 

emphatic. (1 for former, o for latter) . 26 . 21. 23. Il Y 
(10) In each of the following pairs of poets 

underline the one you prefer: Shakespeare— 

Shelley ; G. K. Chesterton—R. Brooke ; Pope 

—Wordsworth. Here the second of each pair 

was intended to correspond with the latter of 

the two descriptions in (9) above, but in fact 

little correlation was found among the right-. 

hand members. Actually Shakespeare and 

Wordsworth were more appreciated by the 

high perseverators, ‘Shelley by the low Ber 


severators as follows : Shakespeare i 14 . 26. “30 . 3I 
Shelley A ; . '2I . 910 . 05 . O05 
Wordsworth ; 25, 925 e 27 “34 


This may indicate, however, nothing more than 
greater conventionality among the high per- 
severators (already indicated in a previous 
work {(2), p. 33). High perseverators less fre- 
quently crossed out a poet as unknown to 
them. 


A question as to the occupation which would have been chosen if the subject 
had not been going in for teaching revealed no significant differences. 

All these questions were mixed up together and with others in such a way 
that questions on related topics were widely separated, not classified together 
as here, in order that the subject’s testimony might be obtained without his 
suspecting the general trends being examined. 

From the above answers it seems reasonable to conclude, pending further 
inquiry, that high perseverators and low perseverators are alike given to more 
changes of mood than are moderate perseverators, but that high perseverators 
are especially liable to changes on the cheerfulness-depression axis, and that 
low perseverators are brought up, or feel they were brought up, under more 
precise and rigid parental supervision. 

Likeness for painting and colour as distinct from form is much more marked i 
among high perseverators, yet the preference also follows the distribution of 
poor will character—being least connected with moderately low perseveration, 
more connected with very low perseveration, and most closely connected with 
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very high perseveration. This is one of the many things which suggests 
that Jaensch’s temperament differences are more related to “w?” than to 
temperament types as we know them. 

Other questions do not permit of such simple numerical answers. The 
subjects were asked, “‘ Are you much subject to any of the following ? ”’ : 

Blushing. 

Nervous tics and spasmodic contraction of muscles. 

Impulses to count things, to touch every lamp-post in the street or 
walk on every flagstone in the pavement. 

Sweating of the palms of the hands in excitement. 

Feeling of sickness if excited. 

Any other nervous symptoms. 

There was no significant difference in frequency for any or all of these. In 
each perseveration group the order of frequency was the same (blushing, 
impulses, tics, etc.). Nevertheless there was a slight tendency for sickness 
to be commoner in the two high perseverator groups, and a distinct tendency 
for nervous tics to be distributed among the four groups in a pattern exactly 
parallel to strength of character. 

In choice of academic subjects in college there was perhaps a tendency 
for high perseverators to be fonder of languages and low perseverators of 
science. 


Number of times chosen by 16 subjects. 


ee: SE EEG 
L.P: Mod. L.P. Mod. H.P. H.P. 
Languages (including English) 9 ; IO : 16 ; 16 


Science ; ene ; 13 : 16 : 8 ; II 


In other subjects no differences of this magnitude were shown. Each 
student was asked to name his favourite school subjects. The only noticeable 
differences between the groups were in history, science and handicraft, as 
follows : 


Number of times chosen as favourite subject 
among 16 students. 


L.P. Mod. L.P. Mod. H.P. H.P. 
Science : A ; 4 : 5 7 3 i 2 
History . ; A I : O i 4 A 3 
Handicraft . : F ‘ 2 : I F O : 0) 


Questioned as to hobbies and matters of interest, the groups showed no 
differences in fondness for drama, painting, theatricals, religion, philosophy, 
music or natural history, but there was a tendency for low perseverators to 
be fonder of mechanical hobbies and mathematics, and for high perseverators 
to be fonder of history. 
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L.P. Mod. L.P. Mod. H.P. H.P. 


Mechanical construction and handwork. 5 . 4 . O . O 
Mathematics ; 2 2 : 3. 10s’ <=. 2 a ae ER 
Historical reading l ; ; s O a E « 6 a 8 


(Score in each of these tables is the number of persons out of 16 who chose this subject.) 


The next inquiry was into frequency and nature of illnesses, for as the 
present writer has agreed elsewhere (2), high perseveration is in many ways an 
aspect of low vitality, and might conceivably arise from poor health. 

Hours of sleep (mean of seven consecutive nights) showed no systematic 
differences from group to group. The frequency of ‘‘ nervous breakdown ”’ 
in a group of this size was not enough to give clear indications. One high 
perseverator and two moderately high perseverators had had “ nervous break- 
downs ” characterized by lassitude, giddiness, melancholy, sleeplessness and 
helplessness. Among the parents, on the other hand, a nervous breakdown 
was recorded for one moderately high perseverator. One low perseverator 
had a parent insane. 

Present illnesses showed no significant differences. In every group there 
was rheumatism, anemia, asthma, catarrh, and about four times as much 
short sight as long sight. Neither was there any trend evident in the chronic 
illnesses of the parents, unless it was a slight tendency for high perseverators 
to have more rheumatic parents. With regard to past and more pronounced 
(usually infectious) illnesses, however, a general trend was evident. 


L.P. Mod. L.P. Mod. H.P. H.P. 
Number of illnesses during child- 
hood ; ; ; . 220 . 22% . 39 37 
Were you considered to be 
a very robust child (o), 
moderately robust (0'5), or 
ailing (1) ? : : A TA 14. '25 "47 


An ailing childhood must be considered as contributing to high perseveration + 
(or vice versa). Ä 
Finally we examined the influence of position in the family, with the 
following results : 
L.P. Mod. L.P. Mod. H.P. H.P. 
Average size of family F . 29 . 35 s 25 z aM 


Positions : 


Youngest child . : ; o 2 6 8 
Middle = k ; : 3 6 3 o 
Only 5: è : : 2 3 2 O 
Eldest a i i ; 10 4 4 7 


LXXXI. II 
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The lowest perseverators have no youngest child among them, and have 
the greatest number of eldest children. Definitely, to be the youngest child 
is to be prone to high perseveration score in adult life. 


V. THE HEREDITY AND RACIAL FACTOR IN PERSEVERATION. 


For a variety of reasons it seemed likely that racial differences in persevera- 
tion would exist ; and, indeed, the examination of this point promises to be 
the quickest way of deciding whether any hereditary factor enters into the 
determination of perseveration. 

In the first group of subjects (62 students) measurements of height and 
cephalic index were made. For statistical expression of colouring, an “ index 
of nigrescence ’’ was worked out as follows : The subject received from I to 
5 points according to darkness of hair and I to 5 points according to darkness 
of eye. A person with jet black hair and very dark eyes would thus have an 
index of Io and a platinum blonde with light eyes an index of 2. 

On the basis of stature, cephalic index and colouring (as well as a few 
qualitative features), and using Ripley’s figures for European races, the group 

was divided up into the following racial sub-groups : 


Number Mean Mean 
of index of Mean stature. cephalic Mean “p” score. P.E. 

persons. nigrescence. index. 
Nordic . ; 20 ‘ 3°2 5 ft. gt in. . 75'7 ; — 104 ; "065 
Mediterranean . 6 3 8-5 ; ay ae ‘ 74°7 š +05 ; “17 
Alpine. ‘ II ‘ 5'7 ‘ Tr i 8r1 ; +-229 ‘ “17 
Nord.-Med. : 12 ‘ 6°17 § , 8, .» 76°6 ‘ +'13 ; .08 
Nord.-Alp. ; II ; 5°45 S a OO Gan. 4 80°4 ` — 281 A "oI 
Alp.-Med. r 2 R 8-5 . 5 yy 74 5, A 80-0 : — ‘81 i 


(The ‘‘p’”’ scores are in deviations from the mean of the large group.) 


From the point of view of racial classification, the surprising feature is the 
number of Alpine and mixed Alpine types, which are normally decidedly in a 
minority in England—(Have Alpines an aptitude for being school teachers ?) 
The classification is, in any case, arelative one. The Alpine group, for instance, 
is not quite brachycephalic enough for a true Alpine type (which should have 
a cephalic index around 85-90), neither are the Mediterranean quite short 
enough in stature. 

Only two “ p ” score differences approach significance, namely, that between 
Nordic and Alpine (34 + °18) and between Alpine and Nordic Alpine (58 + '19). 
Nevertheless, there is a clear general tendency for the Nordic and Nordic 
Alpine mixtures to be decidedly lower in perseveration than Mediterranean 
and Mediterranean mixture. 

Let us compare with this the evidence from the second group (52 adults.) 
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Here the division was made by inspection, taking into consideration all the 
racial features considered above : 


Number of persons. Mean “ p” score. 
Nordic : : : ; f I7 i 45°82 
Mediterranean. : . : 8 i 53°25 
Nordic-Mediterranean . ; ; 2I 52°81 
Nordic Alpine . ; 6 ; 44°0 


Again the Mediterranean groups are of higher perseveration than the 
Nordic, and again the Nordic-Alpine group shows lowest perseveration. 
The differences between these selected racial groups are here significant : 


Difference Nordic and Mediterranean f A . 743+ 2°6 
Nordic and Nordic-Mediterranean . . 6o9+17 


If any weight is to be placed on the high “ p” score for Alpines in the first 
table this very low “ p ” score for Nordic-Alpine mixture is anomalous—unless 
we suppose that racial mixture shifts the perseveration score away from the 
mean of the two mixing groups. It is noteworthy that in both groups racial 
mixture itself seems to introduce a lowering of “ p” score from the mean of 
the groups mixed. On the other hand, the Nordic-Mediterranean mixtures 
are higher than the average for the two races. In connection with this 
Alpine-Nordic group, it is interesting to observe that in both research groups 
the Nordic-Alpine mixtures, though rounder-headed and darker than the 
Nordics, were as tall or taller. If this unexpected physical deviation can be 
explained by the anthropologists, the psychological findings may also be 
cleared up. 

From the parallelism of these results it seems reasonable to conclude that, 
the “ p” score of Mediterraneans is significantly higher than that of Nordics. ' 
Now Rangachar (8) has already shown that the perseveration score for Jews 
is significantly higher than for Anglo-Saxons, and the Jews are a racially 
mixed people in whose composition the Mediterranean element is large. These 
two inquiries, therefore, point in the same direction. 

Elsewhere I have brought evidence to show that there is a tendency in 
this country for the upper classes to be more Nordic and the lower more Mediter- 
ranean (5). Since there is some evidence in the present article that|lower 
perseveration goes with higher social status; the question arises as to whether 
the higher Mediterranean score is due to relative social position. This seems 
most improbable, since both in the present inquiry and in Rangachar’s the 
racial groups were chosen to be of equal social status. Perseveration according 
to this conclusion varies independently both with social status and with inborn 
racial type. 

Some recent and as yet unpublished work of Wynn Jones also points to an 
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inborn factor in perseveration. He obtained a correlation of 0'36 + o’II 
between the perseveration scores of siblings in schools. If “p?” tests were 
as reliable as “g’’ tests, it is conceivable that this would approach the figure 
0'5 commonly found for “ g ” and for such physical measurements as stature. 
On the other hand, it is conceivable and indeed probable that some similarity 
in “p” score would arise within the family because of the common family 
atmosphere. The variation of “ p” score with social status, with position in 
the family, with a history of illness and, as I shall hope to show later, with 
temporary emotional difficulties in the child, would seem to argue that although 
“p” score is to some extent inborn, it is affected by environment far more 
than are such features as intelligence or stature. 


VI. SUMMARY : HYPOTHESIS OF DEEP FRUSTRATION. 


The main indications of this inquiry may be summarized as follows: 

(1) Some, but not all, low perseverators may be distinguished from some 
high perseverators by a greater proneness to action on the part of the former 
and a greater resignedness and absent-mindedness on the part of the latter 
(see other qualities, pp. 152 and 153). 

(2) The type of accident to which they are prone and the type of character 
failing which distinguishes them from the more reliable moderate perseverators 
follow from these qualities of high and low perseverators. 

(3) Low perseverators report that they were more strictly brought up as 
children. 

(4) Low perseverators are less liable to dreaming (in sleep). 

(5) Low perseverators are more given to mechanical construction, scientific 
and mathematical interests ; high perseverators to history and languages. 

(6) High perseverators have more frequently been ailing as children and 
have suffered a greater number of illnesses. 

(7) The situation of having been the youngest child in the family favours 
high perseveration. 

(8) There are indications of an hereditary influence in perseveration. In 
the same social group those of Mediterranean racial type are decidedly higher 
in perseveration than Nordic types. Siblings also correlate (Wynn Jones) 
positively. Nevertheless, the general indication seems to be that environment 
is more important than heredity, and that perseveration is not comparable 
in this respect with intelligence. 

(9) There are some indications that lower perseveration goes with higher 
social status. 

To these conclusions should be added the findings reported elsewhere (4) 
that perseveration increases rapidly with fatigue. | 

Two hypotheses now suggest themselves to account for these facts ; in fact 
some of our later experiments were undertaken in the hope of deciding between 
them. One is that perseveration is essentially an indication of nervous 
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debility—high perseveration indicating nervous exhaustion. In agreement 
with this are many of the above distinguishing qualities—lack of initiative, 
absent-mindedness, dreamy contemplative outlook—of high perseverators ; 
the frequency of illness in the history of high perseverators ; possibly the 
inverse relation of “ p” with social status, possibly the position of youngest 
child (mother exhaustion ?), and finally the increase of “ p” with fatigue. 
Against this is the fact that no difference could be discovered in the number 
of hours of sleep required by high and low perseverators. Also the existence of 
racial differences (unless we assume that Mediterraneans are ‘‘ born tired ’’) 
fails to relate itself. The second and alternative hypothesis is that high 
perseveration is an indication of deep conflict, discouragement and inhibition 
induced in very early life. In the first place many of the qualities of high 
perseverators are those of individuals profoundly chastened and inhibited, 
though not lacking in emotional life and vitality; for the latter shows itself 
in emotional enthusiasms, opinionation, cruelty or sentimentality. Other 
qualities, it is true, are those of low vitality, but this might be a secondary 
result of the conflict. 

Consider the situation of being the youngest child in a family of several 
children. Although this may occasionally mean favouritism from one or 
both parents, it invariably means frustration by older children in attempts 
at self-assertion. The child from the beginning has inhibitions imposed upon 
him which the older children escape, and has no chance of compensation by 
“ lording it over ” or looking after younger children. The growth of the self- 
regarding sentiment—the will—is upset. If low perseverators report that 
thev were more strictly brought up, this may only mean that they, being less 
fundamentally inhibited, were more inclined to kick against the pricks, whereas 
the high perseverators, who were already subdued, timid or sensitive by three 
or four years of age would, through this inhibition which has become part of 
their constitutions, be relatively unaware of the restrictions imposed upon 
them. Stricter upbringing may also mean less liability to emotional conflicts. 
The correlation with social status could equally agree with the “ deep frus- 
tration ’’ hypothesis. For, as the writer and others are constantly finding in 
clinical work, unintelligently severe treatment of very young children is more 
common in poorer homes, and in any case the frustrations of the parents 
themselves, which are obviously greater in poorer homes, are passed on by 
being vented upon the children. 

A glance at the temperament traits of low perseverators, however, suggests 
that they do in fact arise from a stricter discipline and supervision. As 1s 
well known in child-guidance work, the child who is brought up in a framework 
of consistent strict and objective discipline is less likely to suffer from emotional 
conflict and frustration than the child who lives on a lax, but emotional and 
inconsistent home atmosphere. The latter, frequently bound by a close affec- 
tion to his parents, and governed by the sometimes capricious withholding of 
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that affection, is more likely to be deeply affected by his transgressions. Self- 
subordination becomes a part of himself (as in the melancholic), whereas in the 
low perseverator the essentially intact ego, or what in analytical terms would 
be the “id”, is held in check only by an outer shell of disciplined habits. 
Equally, in accord with the supposition of deeper conflict in higher persevera- 
tion, is their greater proneness to dreaming. On the other hand, the greater 
frequency of illness in childhood is hard to bring into relation with this notion, 
unless we suppose that the temporary petting and spoiling which accompanies 
illness encourages regression, and merely gives rise to more vivid conflict after- 
wards and so to a deeper sense of frustration. The low perseverator, brought 
up under rather strict supervision, but in an encouraging atmosphere, misses 
the more profound conflicts ; the high perseverator, frequently spoilt at the 
very beginning and later intimidated, is left to find his own salvation or to 
retreat into regressions. This combination of spoiling and neglect, with later 
discouragement, is very common among the high-“ p” children encountered 
by the writer in clinical work. 

A piece of evidence from a very different angle—namely, from social 
psychology—by which the ultimate hypothesis can also be checked, is the 
finding (3) that high perseverators have significantly fewer friends and more 
enemies than low perseverators. The supposition that high perseverators are 
more warped natures, less free and natural, and more given to mental conflict, 
would not fit in ill with this finding. 

Is it possible that even the racial and family resemblances may be explained 
as due to environment ? Brothers would tend to be exposed to the same type 
of parental discipline. Again, racial characters in the parents not themselves 
connected with high perseveration might produce high perseveration in children 
exposed to them. Thus the greater sensitiveness and emotionality of Mediter- 
ranean racial types might easily be the cause of more conflict in the children 
exposed to such characters in the parents, and so lead to higher perseveration. 

For the present, however, it seems better to suppose that a person's per- 
severation score at any moment depends upon three things: (1) Racial 
hereditary endowment, (2) degree of general fatigue, (3) amount of deep frus- 
tration incurred in emotional development. Thus a particular “ p” score 
should be interpreted with regard to the time when the measurement was 
taken and to the racial type of the person. A very high “p” score in a 
Mediterranean type would not be so indicative of unusual repression as if it 
occurred in a Nordic type, and conversely with extremely low “ p ” scores. 

By “ deep frustration ’’ is meant frustration of some major instinct, par- 
ticularly the self-assertive instinct, not occurring at a fully conscious level, 
and which may no longer be caused by environment itself, but may be the 
product of conflict (discouragement and an ensuing deadlock of impulses) 
engendered by the environment of early childhood. 

The character failings of the low perseverator are, therefore, those arising 
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from inadequate inhibition and thoughtfulness, those of the high perseverator 
from too profound conflict and discouragement. 
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R. W. ARMSTRONG, M.D., B.Sc., D.P.M., 


Deputy Medical Superintendent ; assisted by 


DOROTHY LILLEY, 
Social Worker, Ewell Mental Hospital, Epsom. 


THIS is an investigation to ascertain the ultimate fate of certified patients 
who have been discharged from a mental hospital as “recovered” or 
“ relieved ”’. 


It has been carried out at Ewell Mental Hospital, which, after having been | 


put to various uses, was reopened in 1927 as an ordinary mental hospital for 
rate-aided certified patients from London. Owing to the comparative smallness 
and recent opening of the hospital it has been found possible to obtain the 
histories of the majority of our discharged patients, and the statistics have 
been completed for all those who were sent out recovered or relieved in 1928, 
1929, 1930 and 1931. Thus, at the time of the inquiry, the patients in each 
group had been out over 5, 4, 3 and 2 years respectively. 

The inquiry was conducted by personal interview in all cases, except in 
those who were dead, untraced, or again certified in a mental hospital. The 
few exceptions to this rule were those who had moved away to a distant part 
of the country, and these were communicated with by letter. The investi- 
gation in the home was carried out by a social worker, trained to the work and 
with considerable experience of mental cases. She was able to interview 
the patients, to note their mental condition and environment, and to amplify 
her observations if necessary by further inquiries of relatives, etc. In this 
way a complete picture of each patient’s life since discharge was obtained, 
and the knowledge gathered falls chiefly under the following heads : 

I. If still in good mental health. 

2. If there had been any mental relapse necessitating recertification, 
or “nervous breakdown’ treated at home or outside mental 
hospitals since discharge. 

3. If the environment were natural or sheltered; the capacity for 
earning own living, or carrying on house-work satisfactorily in the 
case of married women. 

As a considerable proportion of the admissions to Ewell during the years 
under review happened to be of the dementia precox type, the authors have 
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taken the opportunity of ascertaining the number of these admitted and 
discharged, and the after-history of these cases since they left the hospital. 

Attention has also been directed towards the effect of subsequent childbirth 
in patients who had previously been admitted and recovered from a psychosis 
connected with pregnancy or the puerperium, as this must have an important 
bearing on the question of sterilization of women whose mental breakdown 
has been due to child-bearing. | 

The following tables show the collected results of the investigation : 

Table I shows the number of cases discharged recovered or relieved, the 
percentage of such discharges on the direct admission-rate, and the number 
traced in each year during this research. The average number of certified 
patients resident during the year is included for comparative purposes. 


TABLE I. 
Average Number of Number Percentage Rumberoi 
F number direct discharged , 
Year. E i , of discharges 
certified certified recovered : 
ae ee discharges. traced. 
patients. admissions. or relieved. 


1928 : 422 . 135 A 52 . 38-5 Í 44 
1929 . 427 . 8&4 č . 54 . 033 . 4 
1930 : 431 ; 57 ; 29 : 50°8 ‘ 26 
1931? . 413 : 4I : 2I . 51°2 ; 16 


* Number of certified admissions small owing to the reception of many voluntary patients 
under the Mental Treatment Act, 1930. 


Table II: The results of the general inquiry are tabulated, showing the 
degree of recovery and its permanence up to the present time. 


TABLE II. 
: Results. 
a a a en 
1928 . Recovered . 38 . 26 o I 4 7 
Relieved . 6 1o 2r g < I I I 
1929 . Recovered . 40 20: u A 3 4 . 6 
Relieved . 5 . 0 I I o 3 
1930 . Recovered . 23 . I6 I O 3 3 
Relieved . 3 I- è SE a © p iI O 
1931 . Recovered . 14 > 5 oe 0 2 4 3 
Relieved. 2 I u 4 o O O 
Totals . 131 eG w O a 8 17: « 23 


Rcy.—W. = Completely well since discharge. 
S. = Has remained well in a sheltered environment. 
r. = A minor relapse without the necessity for hospital treatment. 
R. = Has had one or more major relapses in a mental hospital 
I. = Certified insane at the time of inquiry. 
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Table III shows the figures under the same headings as Table II for all 


those cases who were clinically diagnosed during their stay in hospital as 
dementia pr&cox. 


TABLE III. 

Var Number Number Results. 
adınitted. discharged. wW. S. r. R. I. U. 
1928 . 36 ; 13 . 6 I O 2 2 a 2 
1929 . 28 ; 18 aes o I 3 3. 4 
1930 . 2I i 7 3 6) o 2 2 . O 
I193I . I9 : 9 2 O 2 2 o 3 
Totals . 104 un 47 . I8 . I. 3 9 7 9 


Key.—U. = Untraced. Other lettering as in Table II. 


Table IV contains a similar analysis of the puerperal cases. 


TABLE IV. 
Analysis of Puerperal Cases admitted during the years 1928, 1929, 1930 
and 1931. 
Number admitted . : ; . 24 
5 discharged ; 2 . I6 
Still certified : ; : . 5 
Died a : ; I 
Transferred under certificate . : 2 
Discharged since 1931 I 


Results of Discharges. 


Results. 
Total. = u = = ee ee Trasse en De Fe en 
W. S. r. R. | I. U. 
16 i 8 ; O x O ; 2 7 2 : 4 


Key.—As in Tables Il and III. 


Of the 8 “ W ” cases, 7 have had one or more children since discharge. 

In considering Table I, it will be noticed that the recovery percentages are 
higher than the average obtaining in a public mental hospital. This is partly 
due to the fact that the hospital was being filled up with new acute cases after 
its reopening ; on the other hand, the fact that these figures are so high shows 
that the standard of recovery insisted upon before discharge was certainly not 
unduly strict. 

Table II shows the general results of the investigation in a tabulated form, 
and it will be seen that, after allowing for the numbers dead and untraced, we 
have direct knowledge of 131 patients ; of this number 77, or 588%, have 
remained mentally well without any qualification over a period of not less 
than 2 and up-to 6 years. Adding to these the number of those who have 
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kept well in a sheltered environment and those who have had only minor 
relapses not necessitating mental hospital treatment, the percentage rises to 
almost 70. It must be remembered that the patients all come of a class who 
have practically no financial resources, who have little means of sheltering 
themselves from the rigours of modern competitive existence, and that the 
vears taken in the inquiry— 1928 to 1933— were ones of considerable economic 
difficulty in England as in the rest of the world. 

Although the numbers taken and the length of period may be considered 
small, there is obviously a large opening for research in this field of inquiry. 
Among other things, the results would appear to indicate that the occurrence 
of an attack of msanity leaving behind it no mental disability is not uncommon. 

In particular the results do not support the conventional opinion on the 
outlook for the complete recovery of cases of dementia precox. In Table III 
it will be noted that 38 of the discharged patients were traced, and of these 
18, or nearly 50%, have remained perfectly. well since discharge. It was a 
striking fact that these people now appear to have a perfectly normal adapta- 
tion towards the realities of existence; they were all either efficiently 
performing their household duties or earning their own living, and appeared 
to have lost completely their pr&cox attitude. Our figures go to support the 
view that either the outlook in this disease is better than hitherto regarded, 
or, alternatively, that dementia pr&cox is a mixture of mental diseases with 
very different prognoses. 

As may be seen by Table IV, there were 24 cases admitted during the four 
years under survey who were suffering from psychosis connected with pregnancy 
or the puerperium. Of the 12 of these who were discharged and have been 
traced, no less than 8 have remained well up to the time of inquiry, while, of 
these, 7 have had one or more children since discharge without any mental 
symptoms. This suggests that possibly the importance of pregnancy or the 
puerperium as a precipitating factor in an attack of insanity has been over- 
rated ; in many cases the occurrence of the two conditions may be merely 
coincidental ; further research is obviously indicated in this connection on 
account of its bearing on the question of sterilization, or the giving of contra- 
ceptive advice to those who have recovered from a puerperal psychosis. 

In order to complete this inquiry, an effort has been made to investigate 
those cases which have relapsed since discharge, taking the three groups “r’’, 
“R” and “ I” from Table II, with a total of 48 patients in all. The cause of 
these relapses does not fall within the scope of this paper, and no attempt has 
been made to discover the various factors responsible for these further 
breakdowns, but the time after discharge when the relapse occurred has 
been ascertained as accurately as possible. 

It was found that the percentage of relapses rises sharply during the first 
three months after discharge, and this is probably due to the number of patients 
who are prematurely discharged, either owing to the importunity of relatives, 
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or to errors of judgment on the part of the medical staff. After this initial 
rise, the next peak occurs about the end of the first year, when there appears 
to be the maximum tendency to relapse according to the authors’ figures. 
The reason for this is not readily assigned. The cyclothymic group of cases 
will account only partially for it, as will the known tendency of some recovered 
schizophrenics to break down again in the face of competitive existence. It is, 
at any rate, possible that mental hospital treatment succeeds in many cases in 
obtaining a type of recovery lasting approximately a year, and that this is a 
critical period for the discharged psychotic. Once this period is passed the 
tendency to relapse gradually diminishes. 

The same tendency to relapse at the end of a year exists in the dementia 
precox group, but these cases seem to suffer from another danger period 
towards the end of two years. The authors are unable to provide any explana- 
tion for this, and the suggestion entailed is one which requires confirmation 
by a considerably larger body of cases. On the other hand, there is an obvious 
indication for the systematic following-up of discharged patients over a period 
of at least two years, either at a psychiatric clinic or by the staff of the mental 
hospital, with a view to the recognition of the initial symptoms of relapse. In 
this way, arrangements could be made for treatment in the very earliest stages 
with much more hope of success than exists under the present arrangements, 
which too often entail the readmission of the patient with a fully established 
psychosis. 

CONCLUSIONS. 

During this investigation into the after-history of discharged certified 
patients of Ewell Mental Hospital, several suggestions arise which are of some 
interest : 

(I) In many cases an isolated psychotic attack carries with it a favourable 
prognosis with little tendency to recurrence. 

(2) There appears to be a “ danger period ” about a year after discharge 
when the tendency to relapse is maximal. After this the probability of 
recurrence tends to diminish, except in the case of schizophrenics. 

(3) Cases of dementia pr&cox show the same “ danger period ” at the end 
of a year, and in addition a further critical time about a year later. 

(4) The authors have been impressed by the number of instances in which 
clinically typical schizophrenics show no traces of the “ precox”’ attitude 
persisting a considerable number of years after recovery. 

(5) The importance of pregnancy or the puerperium as a precipitating 
factor in an atttack of insanity is questioned. 

(6) In view of these findings a regular follow-up of discharged cases appears 
highly desirable in order to ensure any necessary treatment before the psychosis 
becomes fully re-established. 

(7) Further investigation on these lines over a larger group of cases would 
appear to be profitable. 
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BLOOD BROMINE IN THE PSYCHOSES. 


By T. J. HENNELLy, M.D., B.Ch., D.P.M., 
Deputy Medical Superintendent, Cardiff City Mental Hospital; and 


E. D. Yates, Ph.D., B.Sc., A.I.C., 


Research Assistant, Biochemical Laboratory, Cardiff City Mental Hospital. 


EARLY investigators differed widely in their estimations of the bromine 
content of normal blood (1, 2), and it was not until the development of a refined 
technique by Bernhardt and Ucko (3) that it was generally recognized that 
blood bromine varied around I mgrm. °,. These authors gave a range of r'o 
to 1'6 mgrm. °,. Their studies, however, were not extensive. During 1931-3 
Zondek and Bier (4, 5, 6) published the results of a series of investigations into 
the bromine content of the blood of normal and psychotic patients. From a 
study of 150 mentally normal patients they considered that blood bromine 
usually varied between 0°8 and I’o mgrm. %, a range later extended to 0'73- 
1:10 mgrm. °% as a result of further study. In a large number of psychotics 
examined by them, values lying within these limits were found with the notable 
exception that 85%,-90°%, of 60 cases of endogenous manic-depressive psychoses 
gave figures 40°% to 60°% below their normal levels (Zondek, 1933) (6). These 
low figures appeared only to be associated with this psychosis, although of 
the 16 cases of schizophrenia examined by them, 5 gave figures lower than the 
normal. They stated that in these 5 cases the mental picture was characterized 
by more or less marked depression, and they considered the possibility of 
their ultimately turning out to be manic-depressive in character. In a later 
paper, three examples are cited of low blood bromine associated with organic 
brain disease, and thought to be due to interference with a bromine-regulating 
centre in the brain. The low values found in manic-depressive psychoses 
were shown to be independent of the phase, and it was stated that values 
in general were not subject to seasonal variations, to menstrual fluctuations, 
or to alterations due to variable salt intake. 

The case-reports of Uhlman (7), Ewer (8) and Schneider (9) tended to confirm 
these general findings. 

Klimke and Holthaus (10) state that in their experience the normal range 
differs little from that of Zondek and Bier (0°89 to 1:11 mgrm.%). They found 
low values associated with delirium tremens as well as with schizophrenia and 
reactive depression. No cases of manic-depressive psychoses are cited. They 
concluded that during a period of unrest there is a close parallelism between 
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the drop in blood bromine and the rise in vasomotor excitability, excitement 
with agitation lowering the blood bromine in every case irrespective of diagnosis. 

Sacristan and Peraita (11) made investigations on 23 female psychotics 
(ages 44-69) in the Madrid Hospital for sleeping sickness, and found values 
ranging from 0'16 to 0'68 mgrm. % in 13 cases whose mental states were classified 
either as melancholia, mania or hypomania. Values for other psychotics 
ranged from 0°72 to 1'9 mgrm.%. In a further paper (12) they state that the 
bromine figures return to normal when the clinical picture indicates improve- 
ment. Kuranami (13) found the blood bromine ratio low (0°51 to 0°67 
mgrm. %) in normal Japanese. His studies of two women showed wide 
fluctuations, values being low prior to menstruation and rising rapidly to a 
maximum during the next two days. 

The method used by all these investigators in their estimations was that 
of Pincussen and Roman (14). This method has not a very sound theoretical 
basis, and since its inception has been subject to considerable technical criticism. 
While here not directly concerned with a discussion on analytical technique, 
it is worthy of note that losses of bromine have been reported in all stages of 
the oxidation and extraction processes (15, 16, 17), while partial interference 
of chloride as chlorine renders the bromine recovery higher than is to be 
expected. Accordingly the results which have been described using this 
procedure should be regarded with considerable uncertainty until confirmed 
by independent and more accurate methods. 

Urechia and Retezeaunu (18, 19), using a method which is not capable of 
very exact refinement, found themselves in general agreement with Zondek. 
They observed low values in melancholia per se, and in the manic-depressive 
psychosis. 

Guillaumin and Merejkowsky (20, 21), using a modification of the method 
of Bernhardt and Ucko (details of which have not been published), found in a 
study of 200 mentally normal patients suffering from chronic physical diseases, 
such as rheumatism, nephritis, cirrhoses, etc., a variation in values of from 
0'2 to 2'0 mgrm. %. They consider their results to constitute a serious criticism 
of those of Zondek and Bier, and state that blood bromine lower than 0°6 
mgrm.% can be found in other than depressed states, and cannot in itself be 
used as a diagnostic label. 

During the past year we have investigated the blood bromine of normal 
and psychotic people resident in the Cardiff City Mental Hospital. The method 
employed, developed by one of the authors, was shown to have an accuracy 
of at least 0:05 mgrm.% (22). In view of the importance so clearly to be attached 
to the reliability of the method, we would point out that the general principle 
involved in the estimation (viz., selective oxidation of bromide to bromine 
with chromic acid and removal of the latter by an air stream) has been utilized 
since 1897 by many investigators for the examination of large quantities of 
bromine in blood, while, with but shght modifications, its use has been 
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recommended by two other independent investigators (23, 24) for estimations 
down to as low as 0'02 mgrm. % of bromine. 


TECHNIQUE OF METHOD EMPLOYED. 


Take 5 c.c. of fresh oxalated blood and lyse with 35 c.c. of water for 15 minutes. 
Add 5 c.c. of 10% sodium tungstate and allow to stand for 30 minutes. Now add 
Io c.c. of 2/3 N. sulphuric acid (5 minutes), centrifuge at 3000 revs. per minute 


GRAPH I.— Variation in Blood Bromine (Normal Male Staff). 
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for 20 minutes, and decant off through a cotton-wool filter. Take an aliquot 
part](35 c.c.) of the filtrate, add 2 c.c. of 25% potassium hydroxide, and evaporate 
to dryness in a nickel crucible on a water-bath (1 hour). Ignite in an electric oven 
for 20 minutes at 500°. Cool and add 3 c.c. of water. Transfer the solute to a 
50 c.c. Erlenmeyer flask. Wash the crucible thoroughly with two 2 c.c. portions 
of water, making the total volume in the flask 7 c.c. + o'I c.c. 

Cool the flask under running water and add very carefully, drop by drop, 2°5 c.c. 
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of concentrated sulphuric acid (the amount should be varied according to the 
strength of the acid; the specimen used in this work was 36-0 N.). Now add to 
the cold solution 4 c.c. of a chromic-sulphuric acid mixture consisting of 20 grm. 
of chromic oxide (halogen-free) dissolved in 40 c.c. of 36 N. sulphuric acid in 120 c.c. 
of distilled water. This mixture should be allowed to run all over the inside of the 
flask. Wipe the top of the flask, and remove the bromine formed by means of a 
stream of purified air into 1 c.c. of 10% potassium iodide solution containing 
4 drops of 0:5% starch solution (3-5 hours). The temperature ot the oxidation 
mixture should be maintained at 20° + 1°C. Titrate the iodine formed with 
N /1000 thiosulphate from a microburette. 


GRAPH II.—Variation in Blood Bromine (Female Nurses). 
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The results which we have obtained can, for convenience, be classified 
and discussed under the following heads : Normal range and variation of blood 
bromine ; blood bromine in psychotics ; variation of bromine during changes 
in mental state ; the physiological basis for blood bromine variations. 


NORMAL RANGE AND VARIATION OF BLOOD BROMINE. 


Our studies have shown a variation of from 0°6 to 2°0 mgrm.% for normal 
‘males. While a considerable proportion of these (60°%,) have values lying 
between the arbitrary limits fixed by Zondek, the variation in the blood bromine 
of individual cases over regular weekly periods, often amounting to 100°%, is 
so considerable that we feel that little significance can be attached to the 
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determination of single values of blood bromine. After a series of investi- 
gations of the blood bromine of four volunteer female nurses every four days 
for five weeks, we found at the lower levels an even wider range of variation 
for females, values as low as 0°25 mgrm.°% being found. It appeared, therefore, 
that anv significant relationship to be found between the blood bromine and 
the mental condition would be more easily observed among male patients, 
and our subsequent investigations have accordingly been confined to this 
group. Observations during the menstrual cycle showed high values towards 
the end of the premenstrual phase, but without further extensive investigation 
we are inclined not to exclude the possibility that this parallelism is fortuitous. 


BLOOD BROMINE IN THE PSYCHOSES. 


The results of our investigations under this heading may be summarized 
in tabular form as follows : 


Number ,.. Number of 


Mental classification. of Pee a with nn, 
estima- average BR fee 
ine cases below o7. 0-0°7.. 0°7-1'1. I*I-2°0. 
Normal . i ; >» A a TE 2 O « 3 « 28: w I3 
Oligophrenia . ‘ ae ae. er E a Io ws- Ibis. I 
Psychoneurosis A = Aa Ak Oo. I 
Organic dementia . . 6 5. 0 3 3 
Schizophrenia : 
(a) Dementia simplex . 6 2% I 3 2 I 
| (b) Hebephrenia . > 27 6. 4 14 9 4 
| (c) Catatonia : e 28° %. O 2 Bi 28 39 5 . I 
(d) Dementia paranoides .19 . 6 3 6 6 7 
Paraphrenia . ; E 3 3 % I I I I 
Manic-depressive psychosis 36 7 5 27 6 3 
Involutional melancholia . 3 2 2 2 I 
Total numbers . . 139 45 19 70 45 24 


It is quite evident that low values for blood bromine are not exclusive to 
manic-depressive patients, cases of low blood bromine having been found in all 
types of schizophrenia, in paraphrenia, in oligophrenia and in involutional 
melancholia. Nor do all manic-depressives have low values. The cases 
amongst the schizophrenic group which showed low values were none of them 
depressed. In most of the groups where low values were observed we made 
an intensive study of the variation in blood bromine of at least one patient at 
regular intervals of four to seven days for five weeks. The maximum variations 
observed were as follows : 


LXXXI. I2 


178 BLOOD BROMINE IN THE PSYCHOSES, [Jan., 


Average value. 


Oligophrenia . ; š ; » o22too080 .. 039 
074 „098 . 0°88 
Dementia simplex . ; : . 050 , 080. 0°63 
Hebephrenia . ; i ; . 035 , r36 . 0°73 
028 „0gI . 058 
Dementia paranoides . : . o50 „T36 . o 84 


068 ,, 235 . 1°22 
Manic-depressive . : ; e “O23 6 TA. % 0°58 
O51 „07 . 0°60 
042 ,, IOI : 0°57 


VARIATION OF BROMINE DURING CHANGES IN MENTAL STATE. 


With a view to discovering if there was any correlation between changes 
in mental state and variation in blood bromine, we followed up selected cases 
in different phases of their disorder for periods sufficiently long to justify the 
conclusion that it is impossible to correlate changes in blood bromine with any 


clinical changes, or vice versa. Below we give evidence in support of this 
contention. 


Case 1.—S. H—, ext. 69. A manic-depressive of 23 years’ standing, whose 
illness is characterized by frequent attacks of depression and elation, with 
short intervening periods of comparative normality. In his depressed phases (1) 
he is morose, solitary and practically mute, whilst in his manic phases (ii) he is 
excited, impulsive, interfering and voices grandiose delusions. 


Date. Blood bromine in Mental state at date of 
mgrm. “o. examination. 
4.iv.33 0:23 š Phase I (depressed. 
20.1V.33 í 0:75 à » IT (manic). 
30.V.33 0:2: . T T 
5-X.33 0:50 e » . 
15.x1.33 0:47 ‘ 3 AL 
5.11.34 0:48 : w 8 
16.11.34 0:82 x. LL 
23.11.34 0-41 ” I. 
21.11.34 0:57 = I: 
28. ill. 34 0:43 N I. 
4.iv.34 0:62 F I. 
13.1V.34 0:52 : jy I. 
20.1V.34 1-24 ; 5 I. 
28.iv.34 0.85 ; j I: 


There were no normal periods during these tests. On each occasion the patient 
showed evidence of being under emotional tension. 


CasE 2.—D. O’K—, æt. 24. A hebephrenic of some 3 years’ standing, whose 
disorder is characterized by changes of phase, which can be divided into (I) periods 
during which he is quiet, solitary, manneristic, childishly inconsequent, a good 
worker and an inmate of a female-nursed ward (Phase I), and (2) periods during 
which he becomes very hallucinated, noisy and destructive, often impulsive and 
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violent, given to posing and attitudinizing and requiring nursing observation by 
male stati (Phase IT). 


Date. Blood bromine in Mental state at date of 
j f mgrm. "y. examination. 
7-1x.33 , 0:19 A Phase I 
16.1X.33 ; 0:19 ; ws. © 
6.x1.33 0:79 ; w E 
23.11.34 : 0-51 ; Bir 
27.11.34 ; 0°35 t nn 
3.1v.34 ; 1:3 . je f 
10.1V.34 I-00 5 Quieter, but still 
uncertain and 
unreliable. 
14.1V.34 : 0°57 F Phase II. 
18.1v.34 r 1:68 . ss I. 
25.1V.34 Í 1-03 í In I. 
1.v.34 0.54 d w © 
I4.V.34 0°57 . z I. 


CasE 3.—J. R—, xt. 56. A manic-depressive who has been in and out of 
mental hospitals for the past 30 vears. Finally settling in Cardiff, he was admitted 
to the City Mental Hospital, first in 1928, and since then on two other occasions, 
the last being in 1932. His psychosis shows itself in frequent fluctuations between 
mania and melancholia. These rapidly alternate with occasional short intervening 
penods during which there is no affective disturbance. The intervening periods 
are becoming progressively shorter, and within the past 18 months he has had only 
4 days of a normal phase (25.1.34 to 29.1.34), during which he was free from 
emotional tension. In his manic phases he is extremely aggressive, noisy, abusive 
and obscene, and spends his days swaggering and strutting round voicing various 
grandiose delusions. When depressed he is solitary, uncommunicative and retarded, 
uninterested in his surroundings and pessimistic regarding his future. 


Date. Blood bromine in Mental state at date of 
mgrm. Yo. examination, 

5.X.33 i 0:77 b Maniacal. 

6.x1.33 i 0-51 A Depressed. 

25.1.34 ; 0:56 í Normal phase, free 
from emotional 
tension. 

1.11.34 0:56 : Depressed. 

5.1.34 0:59 : Maniacal. 

13.11. 34 0°54 : pi 

21.11.34 0-62 ‘ 4 

1.11.34 0:58 i S 


CASE 4.—J. A. N—, æt. 25. A depressed præcox of 3-4 years’ duration, whose 
psychosis is characterized by somatopsychic delusions, dull apathy, seclusiveness 
and lack of interest in his surroundings. There was no change in his mental state 
throughout the whole period of the estimations. He was depressed and hypo- 
chondriacal, with ideas of bodily and facial distortion; was completely out of 
touch with reality and preoccupied with his delusions. 


Dat Blood bromine in Mental state at date of 
es merm. “s. examination. 
18.vill.33 ‘ 0-14 
21.111. 34 1:06 
28.11.34 ; 0:89 
4-1v.34 i 0:74 As above. 
13.10.34 0:50 
20.1V.34 : I-36 
28.1v.34 š I-20 
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CAsE 5.—H. A. R—, xt. 20. A manic-depressive of some 4 years’ duration 
who was first admitted in 1930 at the age of 16. During the succeeding 18 months 
he had several attacks of mania and melancholia, with practically no intervening 
period of normality. He recovered from this attack, and in February, 1932, was 
discharged after trial. Readmitted as a voluntary patient in January,1934, he 
was very depressed, had lost all hope of getting well, and was preoccupied with 
ideas of bodily dysfunction. During his depressed phases he shows various schizoid 
traits, e.g., emotional blunting, seclusiveness, and autism, while in his manic phases 
he is exalted, argumentative, excitable, easily angered, mischievous and difhcult to 
nurse. His family history is bad (parents alcoholic, three sisters and one brother 
patients here; two sisters and one brother manic-depressive and one sister schizo- 
phrenic. One brother outside spoken of as ‘‘ peculiar’’). Throughout the period 
of the tests he remained depressed, solitary, retarded, and voiced occasional mild 
somatic delusions. 


Blood bromine in Mental state at date of 
Date. mgrum. "u. examination. 
30.1.34 0:46 
6. 1.34 0-51 
16.11.34 0:71 
23.11.34 0:50 
ne Depressed throughout 
od 42 whole period. 
4-1V.34 0°54 
13.1v.34 0:20 
20.1V. 34 0:69 
28.1v.34 0.61 
15.V.34 1-01 


Average 0°55. 


Case 6.—H. G. W—, et. 25. A case of dementia paranoides of some 3 years’ 
standing, characterized by auditory hallucinations, delusions of persecution and of 
grandeur. His psychosis can be divided up into phases in which he is quiet, 
pleasant in manner, biddable and practically free from hallucinations, and phases 
during which he is very hallucinated, aggressive, hostile and resentful towards the 
staff, often to the point of attacking them. 


Dat Blood bromine in Mental state at date of 
eet mgrm. “%. examination. 
23.111. 34 I 30 ; Quiet phase. 
27.111.34 o: . " 
3-1V. 34 2°35 i Excited and hostile. 
IO.1V. 34 0:68 Quiet. 
a a PR 
18.1V.34 1-84 ; = 
25.1V.34 0:80 : Aggressive and hostile. 
1.v.34 I-I4 . A o o »» 


An analysis of these figures showed the factor of variability to be so great 
‚and so unrelated to particular clinical phases that it was felt that continua- 
tion of the experiments to assess variability would be unnecessary. 


‘ 


THE PHYSIOLOGICAL BASIS FOR BLOOD BROMINE VARIATIONS. 


A point of peculiar interest in the results here described is the wide variability 
in the values of blood bromine, not only from patient to patient, but also in the 
same patient after short intervals of time. Investigation has been made into 
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the nature of this variation. The possibility of a variable error in the method 
of investigation has been excluded as a result of large numbers of duplicate 
estimations. 


Bromine Content of Food. 


A possibility to be considered is that variation might result from fluctuations 
in the bromine content of ingested foodstuffs. It has been shown that the 
blood bromine level, after the ingestion of large doses of bromide, is main- 
tained at a value which depends upon the relative bromide intake, i.e., the 
relative proportions of bromide and chloride in the ingested foodstuffs (25) ; 
bromide excretion is facilitated by chloride medication, whilst on low chloride 
diets marked bromide retention occurs (26). Damiens and Blaignan (27) have 
shown that the relative bromide content of certain vegetable foodstuffs is 
subject to a ten-fold variation (the bromide contents varying from 0°17 mgrm. 
to 2'0 mgrm. per I00 grm. dry weight)—a point confirmed by analysis of various 
prepared foodstuffs in this hospital. Certain considerable individual differences 
are therefore to be expected as a result of dietary variations alone. Were this 
the sole cause, however, the daily variation of blood bromine in any one case 
would not be likely to exceed o'r mgrm.®%,. The results reported here show 
that figures exceeding this frequently occur. Accordingly it must be concluded 
that these variations are not the direct result of alterations in dietary bromide. 


Effect of Chlorides, 


It is possible, however, that the bromine level in the blood is influenced by 
the amount of chloride taken in the diet, a low chloride diet resulting in accumu- 
lation of bromide in the blood, and vice versa (28). Kuranami (29) and Ewer (8) 
report that treatment with a single dose of sodium chloride results in a temporary 
fall in the blood bromine of rabbits, and our preliminary experiments with 
these animals indicated that this fall was sustained after continuous chloride 
medication. Extending the investigations, we chose five physically healthy 
schizophrenic patients, and fed them for 14 days on a diet containing on an 
average 2'8 grm. chloride per diem, making blood estimations at intervals of 
two days. Thereafter, for a period of 14 days, they were given salt solution 
to drink, resulting in a chloride intake of 15°9 grm. chloride per diem. In spite 
of this five-fold increase in chloride intake, with little variation in bromide 
intake (average values of bromide intake for the two periods being 3'9 and 41 
mgrm. per day), no steady decrease in blood bromide was found, the average 
values of blood bromine remaining fairly constant, while individual values 
fluctuated widely. It appears, therefore, at least in the human subject, that 
variations in blood bromine are not wholly the result of dietary fluctuations, 
but are rather to be interpreted in terms of an internal redistribution of bromine 
between the blood and the tissues. 
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Organism Tolerance and Bromide Storage. 


In cases in which the blood bromine is consistently low, the interpretation 
of this low value in terms of a diminished tolerance of the organism for bromide 
has to be considered. This interpretation is unlikely, however, since Quastel 
and Yates (30) have shown that after oral and intravenous administration of 
small doses of bromide in man, the rate at which bromide is removed from the 
blood is independent of the original resting value of the blood bromine. 
Bromide is stored in the tissues, but no particular organ appears to be able to 
concentrate large proportions of bromine and so act as a centre for redistribu- 
tion. As a result, however, of simultaneous test-meal and blood bromine 
estimations, it was found, significantly enough, that the bromine content of the 
gastric juice increases abnormally when the bromine concentration of the blood 
is low, the inverse relationship indicating the possibility that a low blood 
bromine level may result from a hypersecretion of bromine into the gastric 
juice. It appears that alterations in bromine distribution between blood and 
tissues are similar in character to those observed with chlorides (31, 32) and 
water (33). If these are in any way controlled by the vegetative nervous 
system (cf. Kuranami, 1933) and changes in blood bromine are partly dependent 
on changes in affectivity, our work would show that this is most certainly not 
the only factor, and further, that such changes cannot at present be accurately 
evaluated. 


SUMMARY AND CONCLUSIONS. 


(1) A study has been made of the blood bromine of 15 normal and 45 
psychotic people over short periods. 

(2) The blood bromine of normal males varies between 0°6 and 2°0 
mgrm. °,, while that of normal females showed wider variations at the lower 
levels, falling 0°25 mgrm. ° in one instance. 

(3) Of the male psychotics examined, low values were found indiscriminately 
in all types of schizophrenia, in paraphrenia, manic-depressive psychosis and 
involutional melancholia. One case of oligophrenia gave consistently low 
values. Psychoneurotics and organic dements gave values within the normal 
range. 

(4) No correlation was observed between changes in mental state and 
variation in blood bromine. 

(5) The estimation of blood bromine is of little value in the differential 
diagnosis of the manic-depressive psychosis. 

(6) Individual blood bromine variations are endogenous in character, and 
are attributed to fluctuations in distribution of bromide between the blood and 
the tissues. 

We wish to record our indebtedness to Dr. P. K. McCowan, Medical Super- 
intendent of the Hospital, for his unfailing interest, advice and criticism during 
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the progress of this work, to our medical colleagues for help accorded us, to 
Dr. Quastel, Director of the Laboratories, and to the Medical Research Council 
for a grant to one of us. 
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Medico-Legal Notes. 


FROM our contemporary the American Journal of Psychiatry, September, 
1934, we extract a summary of a remarkable murder trial which has recently 
been held in Massachusetts. 

In February, 1934, the offices of a trust company were “held up’ by 
three men who had evidently planned the crime with much care. A police 
officer, who had responded to an alarm, was killed by machine-gun fire, and 
another police officer was killed as the escaping robbers passed in a stolen 
motor-car. The facts were admitted at the trial, and the defence concentrated 
on the attempt to establish insanity. 

_ Under the “ Briggs Law ” current in Massachusetts, Drs. L. Vernon Briggs 

and Earl K. Holt were asked by the Department of Mental Diseases to make a 
mental examination of the three accused men. With these examiners was 
joined Dr. Abraham Myerson, who had been retained by the defence. The 
result of the examination was a report to the effect that one of the accused 
men was of “ mediocre intellectual equipment ”, though not feeble-minded or 
psychotic, and that the other two showed no evidence of mental disease or 
defect. The judge is stated to have written personal letters to a number of 
psychiatrists in other States, urging them to examine the accused men, and 
implying that a “fair and qualified determination of their mental responsibility " 
was unobtainable in Massachusetts. All told, no less than 26 physicians 
examined the defendants. At the trial, the jury was provided with a mass of 
conflicting evidence, including a statement by one specialist that 80°, of 
“gunmen ” are insane, and that one of the defendants was suffering from 
“ schizophrenia, manic-depressive psychosis and paranoid condition ”. At the 
same time, nearly all the psychiatrists called by the defence admitted that the 
accused men were within the legal criteria of responsibility. One singular 
feature was the allegation that one of the accused men had suddenly developed 
pin-point, stiff pupils, that his cerebro-spinal fluid and blood gave positive 
Wassermann reactions, and that there was evidence of his having suffered 
from congenital syphilis. Some facts, however, strongly suggested that a 
miotic drug had been administered during the trial. The prosecution relied 
upon the original mental examiners, and the jury adopted their view. The 
three men were found guilty of “ murder in the first degree ’’, and this verdict 
carries, in Massachusetts, the capital penalty. Weare not so informed, but our 
knowledge of American legal procedure leads us to assume that an appeal will 
be lodged. 
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The trial lasted no less than eight weeks, a period which would, in this 
country, be ample for the original trial, the appeal proceedings, and the ultimate 
settlement of the disposal of the case. The whole procedure provides an 
example of the way in which things should not be done. 

M. HaMBLIN SMITH. 


REx v. May BROWNHILL. 


Tnıs case, tried at Leeds Assizes, on December I, 1934, before Mr. Justice 
Goddard, raised once again a question which has been the subject of our 
attention on previous occasions. 

The accused woman, æt. 62 years, was charged with the murder of her 
son Denis, xt. 30, on September 17. The son was an imbecile, and his 
mother had cared for him devotedly during the whole of his life. She had 
been advised to have an operation performed upon herself. She was aware 
that this operation was of a serious character, and she feared that the son 
would be neglected in the event of her death. On the morning of September 17 
she informed the family doctor that she had killed her son, saying, “ I have 
just put Denis to sleep. I gave him Ioo aspirins and then placed the gas tube 
in his mouth”. 

The facts of the case were admitted, but the reports do not make clear the 
line which was adopted by the defence. It was not suggested that the charge 
was one which could be reduced to that of manslaughter, nor was any suggestion 
of insanity raised. In his summing-up, the learned judge is reported as saying: 
“ The time may come when it may be the law of this country that an imbecile, 
an idiot, may be sent to a merciful death. That is not the law at the present 
time, and neither vou nor I have the right to make laws. We have to take ` 
the law as it 1s, always remembering that in other and higher hands mercy 
may be extended. No person in this country has the right to take the life of 
another human being because he or she thinks it would be better for them to 
die.” The jury returned a verdict of “ Guilty ”, adding the strongest recom- 
mendation to mercy. Sentence of death was passed. 

It is easy to become sentimental over a hard case of this kind. But the 
questions involved are of great complexity, and there are many considerations 
which would require to be weighed before euthanasia of this kind could be 
legally sanctioned. Such a procedure would require most stringent safe- 
guards. We may, however, venture to doubt whether any useful purpose is 
served by the solemn pronouncement of the death sentence in such a case as 
this, when everyone must be well aware that there is no prospect of the capital 
penalty being exacted. Two days later a reprieve was granted. 

M. HAMBLIN SMITH. 
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REX v. LAURENCE OLIVER MOLLOR. 


REPORTS of this interesting case have reached us from Western Australia. 
For the information contained in this summary we are indebted to Dr. Ethel 
T. Stoneman, formerly State Psychologist, on whose work in connection with 
the State Psychological Clinic (the operation of which is in abeyance) we have 
commented in previous issues of the Journal of Mental Science. 

The case was tried at Perth, W.A., on May ı and following days, 1934, 
before the Chief Justice, Sir John Northmore. The accused man was charged 
with the murder of his son Albert Daniel Mollor, æt. about Io years, at 
Fremantle. The accused is a widower, æt. 44, a ship’s baker. He had one 
child, the victim of the tragedy, of whom he seems to have been exceedingly 
fond. He and the boy had been living in a hotel kept by a widow named 
Harper. The accused and Mrs. Harper had been engaged to be married, but 
there were frequent quarrels and the engagement had been broken off. On the 
afternoon of April 4, 1934, there appears to have been a violent quarrel. Mrs. 
Harper pointed a pistol at Mollor, and told him to “ clear out”. He and the 
boy then left the hotel. During the night, screams, described as those of a 
woman or a child, were heard. Next morning the dead body of the boy was 
discovered in a motor-car in a garage attached to the hotel, with a knife 
driven through his chest. Mollor was found on the beach, apparently in a 
confused condition. When arrested for the murder he made a statement, in 
which he said, ““ I must have done it ”’. 

There were certain points in the case which suggested that the crime might 
have been the work of some other person. Mollor was known to have been ın 
the possession of a wallet containing £8. This and other articles of personal 
property were missing when he was arrested, and their absence does not appear 
to have been explained. But with this aspect of the case we are not concerned ; 
our interest is in the evidence which was called as-regards Mollor’s mental 
state. 

The main part of this evidence was provided by Dr. Stoneman, who had 
examined Mollor on several occasions during the time that he was awaiting 
trial. She found him to be of very superior intelligence, with an I.Q. of 122. 
There had been domestic unsettlement during his youth. His parents were 
of different religions, and he had been brought up by his father. Later he 
returned to his mother, but never felt sure of his welcome from her. Asa 
result of this he was always quick to perceive personal slights. He stated that 
after leaving the hotel on the evening of April 4 a condition of ‘ blackness 
came over him ”. Out of this he heard the boy crying to him for help. This 
cry appeared to be coming from a distance of about 100 yards. He did not 
go to the boy’s assistance, as he was afraid of finding him “ mangled ”. His 
next recollection was finding himself on the beach on April 5. He did not 
know what had taken place, and he tried to explain matters to himself. (Dr. 
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Stoneman regarded the confession, previously mentioned, as being an attempt 
at rationalization.) 

Having regard to the man’s intellectual ability the possibility of malingering 
had to be considered carefully. Dr. Stoneman ruled out this possibility. 
There were no inconsistencies in his story, even when fatigue was in evidence. 
His memory, in other respects, was excellent. He did not remember what was 
of advantage to himself and forget what might incriminate him ; on the con- 
trary he stressed details which made it certain that he was in the vicinity when 
the boy was killed. He exhibited no change of manner or tone when probing 
questions were put. There was marked evidence of earnest co-operation in 
the examination. He made no attempt to incriminate anyone else. He 
consistently denied any previous attacks of amnesia. He made no complaint 
of bad physical health. On a variety of mental tests his reactions were normal, 
and were not those usually exhibited by subjects who have been guilty of 
offences against the person. (This last is a novel point which we do not 
remember as having been raised in any similar case.) 

Having eliminated the possibility of an epileptic attack, Dr. Stoneman 
concluded that Mollor was suffering from reactive depression. She considered 
that this condition had existed for at least a year. The emotional disturbance 
with Mrs. Harper on April 4 had produced a state of dissociation in Mollor, 
who was already predisposed thereto. 

The jury found a verdict of “ not guilty on the grounds of insanity ”. An 
order was made for Mollor’s detention during His Majesty's pleasure. 

M. HAMBLIN SMITH. 
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Part II.—Reviews. 


Prisons and a Changing Civilization. By M. HAMBLIN SMITH, M.D. (The 
Twentieth Century Library.) London: John Lane, The Bodley Head, 
Ltd., 1934. Pp. 150. 3s. 6d. net. 


In his introduction, Dr. Hamblin Smith remarks that all of us are apt to 
regard prisons as an accepted part of our social organization, without further 
thought as to the inner working of these institutions, or why they exist, 
or what happens to the folk who are consigned thereto by the process of 
law. From time to time books or articles are written by ex-prisoners who 
purport to tell something of prison life. These are, however, generally over- 
drawn pictures, sometimes deliberately false, and at the best only describe 
the personal reactions of the individual to his prison experience. We believe 
that this is the first book which attempts impartially to discuss the whole 
question of imprisonment, and the social and ethical implications associated 
with the deprivation of personal liberty for actions considered to be inimical 
to the welfare of the community. Dr. Hamblin Smith writes with that strict 
impartiality which springs from a full knowledge of the compass of the whole 
problem, and while admitting that in the present phase of our social structure 
imprisonment as a penalty for infringements of the law is necessary—for there 
will always be individuals who will not or cannot conform to the demands of 
society—pleads for a change of attitude towards the prisoner himself. 

Whether we look upon imprisonment as retributive, deterrent or reformative, 
we find difficulties in our position which Dr. Hamblin Smith discusses with 
cold logic and irrefragable argument. The essential futility of any form of 
treatment of an offender that makes no attempt at reclamation, which, 
after all, means his readjustment to the social demands made upon him, is 
becoming increasingly apparent. But this can only be attained for those 
who have the necessary will or stability of character. Sufficient time must 
therefore be allowed for the application of reformatory efforts. To this end 
Dr. Hamblin Smith shows the futility of the short sentence, which can serve 
no useful purpose, confuses the issue, and merely leaves the prisoner with an 
added sense of resentment. He therefore puts forward a plea for the examina- 
tion of offenders likely to be sent to prison by adequately trained psychologists, 
for the withdrawal of the power of courts of summary jurisdiction to inflict 
immediate sentences of imprisonment, and for the introduction of the indeter- 
minate sentence, especially in relation to recidivism. By such means the 
centre of gravity of the treatment of crime would shift more and more from 
the consideration of the act to that of the agent. Crime is, when looked at 
from a psychological standpoint, a deviation from the norm of social behaviour, 
and in a complex civilization such as that of to-day, the storm and stress of 
the struggle for existence falls with special weight upon the emotionally unstable, 
whose waywardness leads to much of the anti-social actions which we designate 
crime. Dr. Hamblin Smith further urges a more adequate system of obtaining 
suitable employment for an offender on his release, despite the argument that 
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this might place the discharged prisoner in a more favourable position than 
his law-abiding neighbour. This argument is a specious one, for it is clear 
that the rehabilitation of a citizen and his return to a life of normal citizenship 
reacts on the well-being of the community. 

These are but a few of the points raised in this most valuable book, which 
should be read carefully by everyone who enjoys the privileges of citizenship 
and recognizes the duties which those privileges bring with them. 

The list of proposed volumes in The Twentieth Century Library is a long 
and interesting one, and the Editor is to be congratulated in opening the series 
with a book of such a high standard and intrinsic worth. G. A. AUDEN. 


Handbook of Casework and Classification Methods for Offenders. 
Edited by EDGAR A. Dort, Ph.D., Vineland, N.J. Pp. 30. Price not 
stated. 


This excellent little pamphlet represents the tentative conclusions of a 
committee appointed by the American Prison Association. Recent advances 
in penal methods have reached a point at which current procedures may be 
outlined with some assurance as to their practical value. Ferri’s view still 
remains sound, namely that crime is the result of the reaction of individuals 
to their environment. But the alteration of environment often presents grave, 
and sometimes insuperable difficulties. Attention has, therefore, been con- 
centrated upon the study of the individual offender, while not overlooking the 
social factors involved in the production of crime. The classification and 
treatment of offenders should be conducted from the point of view of the 
welfare of society, the rehabilitation of the offender and the problems of insti- 
tutional administration. Casework must, therefore, be conducted with a view 
to determine the character of the offender, his attitudes, aptitudes and dis- 
abilities, his native and acquired capabilities, and his mental and physical 
condition. The resulting programme must be formulated in terms of adminis- 
trative possibility. What should be done must often yield to what can be 
done ; but what should be done to-day becomes what can be done to-morrow. 
Mutual co-operation of scientific and administrative agencies is essential, and 
the various ways in which this co-operation is obtainable are discussed. While 
the correct solution of a particular problem may often be obvious to an experi- 
enced administrator, he will never be in a worse position by having the findings 
of experienced scientific workers at his disposal. The objectives of casework 
are admirably set forth. The first consideration is the location of the offender 
in the most suitable housing group of the institution. We then have to face 
the difficult question of necessary modification of discipline; for disciplinary 
methods may have a profound effect, for good or ill, upon the individual 
subjected to them. Adequate consideration of mental and physical health is 
essential, and the important matter of recreation must not be forgotten. To 
attain our desired ends, a number of data have to be evaluated. We have to 
consider the previous history of the offender, his social status, his mental 
condition, his educational attainments, his occupational abilities, and his 
religious and moral attitudes. While the last named may be regarded as the 
special concern of the religious staff of the institution, it is pointed out that the 
psychologist and psychiatrist may often obtain information of value in this 
domain. The whole treatment of the offender must be considered from the 
aspect of his conduct on release. Offenders may be classified in four main 
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groups—(a) Occasional or accidental offenders, whose offences are due to 
situational difficulties. The offences may be grave, and may involve long 
sentences of detention to satisfy public opinion. But these offenders represent 
the most hopeful group. (b) Recidivists who are more or less confirmed 
offenders, with anti-social tendencies. (c) Offenders who suffer from mental 
abnormalities of marked degree, and who, consequently, are proper subjects 
for custodial or hospital care. (d) The incompetent, whose mental, physical 
and social assets are at low levels. These cases will always be socially 
dependent 
No one who is directly concerned with the treatment of offenders can afford 
to neglect the careful study of this little work ; and all those whose work or 
interest brings them into relation with social problems will find much assıstance 
in Dr. Doll’s pamphlet, upon which we offer him our hearty congratulations. 
M. HAMBLIN SMITH. 


The Principles and Practice of Neurology. By ALEXANDER CANNON, M.D., 
Ph.D., D.P.M., and E. D. TRANCHELL Hayes, M.D., D.P.M London: 
William Heinemann (Medical Books), Ltd., 1934. Price 25s. 


It is difficult to understand why this book was ever published. It is badlv 
laid out, and is a curious mixture of the most absurdly elementary statements 
and redundant technical details. Ä 

The first fifty-five pages are written by Dr. Monrad-Krohn, of Oslo, and 
follow the same lines as his well-known book on the Clinical Examination of 
the Nervous System. This section of the book is well done. 

The chapter headings of the second part of the book are no guide to the 
contents of the respective chapters, and in some cases are grotesque. Chorea 
and neuralgia come in the chapter headed ‘‘ Convulsions’’, and aphasia in a 
chapter headed “ The Fundi in Arterio-sclerosis °”. The writers cap all these 
by including hysteria in the chapter headed ‘‘ Diseases of the Spinal Cord ” ! 

A most striking feature is the omission of a large number of the recent 
advances in pathology and treatment which one would expect to find in anv 
up-to-date text-book. Under epilepsy we see no mention of myoclonic epilepsy 
or the affect epilepsy of Bratz, nor of treatment by the ketogenic diet or 
dehydration. The ztiology of migraine receives a very unsatisfactory dis- 
cussion. There is no mention of sympathectomy in the treatment of the vaso- 
motor neuroses, or of liver and the amino-acids in the treatment of myasthenia 
gravis. 

In the chapter dealing with intracranial tumours nothing is said of the 
classification of the gliomata, and despite the promise in the introduction that 
“the psychiatric aspect of certain of the diseases treated” would receive 
“more detailed attention than is usual in neurological text-books’’, the mental 
symptoms of intracranial tumours are dismissed in a paltry eight lines. 

In the chapter devoted to the pituitary gland there are two illustrations of 
its appearance in dementia precox. There is no mention of this disease in the 
text, or of basophile adenoma (Cushing’s disease) or of Simmond'’s disease. 

The discussion of aphasia is quite inadequate, and apraxia 1s not even 
mentioned. When describing the types of general paralysis, Lissauer’s type 
is omitted. 

It must be a terrible shock to the vegetarian fraternity to think that their 
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children may be neurasthenics. We do hope that the author’s acquaintance 
who is unable to ask for a gold-fish bowl without saying a “ bold fish goal ” 
may be cured by deep hypnosis ! 

The last chapter, devoted to ‘‘ Uncommon Diseases with Neurological Signs 
and Symptoms’’, contains a curious hotch-potch. Both pellagra and tuberose 
sclerosis are given a few lines only in this chapter, and ought surely to have 
had considerable space devoted to them as important subjects. 

There are a number of useless or needlessly elementary remarks, such as— 
“ chloretone (prepared by adding potash to a mixture of chloroform and 
acetone) ”. Surely everyone knows what the “scale preparations ” of iron 
are, that the ulnar nerve-trunk is found at the elbow, and what a normal brain 
looks like (p. 233). 

This anxiety of the authors to be informative at all costs leads them to 
use the monstrous appellation ‘‘hexamine tetramine urotropine’’ for the 
well-known urinary antiseptic. Their energies might have been more worthily 
devoted to the avoidance of such irritating mistakes as “ Tinc. gelsemium ”’ 
or the description of tryparsamide as “ eV Ree un p-arsenic acid ”’ 
(instead of arsonic). 

The illustrations reproduced by kind permission of the L.C.C. are good. 
But Fig. 27, p. 152, and Fig. 30, p. 154, are photographs of the same brain, yet 
one is described as a syphiloma and the other as a glioma. The tumour is 
obviously an infiltrating glioma. Fig. 29, p. 153, is described as a glioma, 
whereas it is an endothelioma showing the raised surface on the base of the 
brain, and on section the encapsulating nature of the growth. Fig. 91, p. 254, 
is described as a degenerating Betz cell in G.P.I.; the same illustration 
appears in an article by Mott in the Archives of Neurology, and is there 
described as a degenerated nerve-cell in epilepsy. 

G. W. T. H. FLEMING. 


Aids to Psychiatry. By W. S. Dawson, M.D. Third edition. London: 
Bailliere, Tindall & Cox. Pp. vii + 318. Price 3s. 6d. 


The third edition of this extraordinarily useful little book does not call for 
much comment. We are particularly pleased to see the Official Classification 
of the Royal Medico-Psychological Association included, but wish that the 
table of associated factors had been inserted. 

We should like to have seen Pick’s disease given more than six lines. 
Although it is admittedly a rare condition it is a very interesting one, and- 
one that is, we are sure, often missed because medical men are not familiar 
with the condition, particularly the regional atrophy which is so characteristic 
and only possibly resembles Lissauer’s type of general paralysis, which inciden- 
t ally the author does not mention in his varieties of that disorder. 

Under treatment we should have appreciated a chapter on the relation of 
doctor and patient, where so much wise advice can be given. 

We do not like to see the expression “ degenerate ears ’’, especially when 
type (c), the adherent lobule, is included. It is so common among presumably 
normal people. 

However, these are small faults in what we have always looked on as an 
invaluable little book. G. W. T. H. FLEMING. 
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A Manual of Mental Diseases. ByC. J. Lopce Patcu. London: Bailliere, 
Tindall & Cox. Pp. vit + 332. Price ros. 6d. 


The author is Medical Superintendent of the Punjab Mental Hospital, and 
Lecturer in Mental Diseases to the King Edward Medical College, Lahore. 
The book is described as a Text-book for Students and Practitioners in India, 
is written with their needs in view, and contains the subject-matter of the 
author's lectures delivered annually. 

The first two chapters are devoted to psychology ; then follow chapters on 
the manic-depressive psychosis, dementia pr&cox or schizophrenia, delusional 
insanity, acute confusional insanity, amentia and dementia, together with 
general paralysis of the insane, epilepsy and epileptic insanity, causation and 
prophylaxis, diagnosis and prognosis, feigned insanity and treatment. 

We are very pleased to see a section devoted to the prophylaxis of schizo- 
phrenia. It is in the early years of life, both school and pre-school, that the 
schizoid individual can be trained carefully along the lines that he should 
develop, both in thought and conduct. It is interesting to read that the 
“amentia ” of Galen included what to-day is regarded as dementia. The word 
“amentia” has been responsible for a great deal of misunderstanding and 
confusion in European literature, and should be omitted. Bleuler’s term 
‘‘oligophrenia’’ is a much more satisfactory word, and we hope to see it in 
universal use in a few years, and the word “amentia” of purely historical 
interest. 

As general paralysis is a very uncommon form of mental disorder in India 
it does not call for more than a short section. We should have liked to have 
seen some opinion expressed on the view we have heard that native Indians 
who develop general paralysis have contracted their syphilis from European 
women. 

The chapter on feigned insanity 1s well done. Under treatment we find 
a great deal of sound common sense, particularly with regard to the doctor- 
patient relationship. G. W. T. H. FLEMING. 


The Patient and the Weather. By W. F. PETERSON and M. E. MILLIKEN. 
Michigan : Edwards Bros., 1934. Pp. xvi + 375. 


The writers have written this book, which is the third of a series of studies, 
hoping to convince us that psychic alterations are actually initiated by meteoro- 
logical events, and that a close association of reactive states and weather is 
‘clearly in evidence. The senior writer (W. F. Peterson) states: ‘I believe 
. that meteorological conditions existing early in embryonic life— 
perhaps affecting the ovum even before fertilization—may have some bearing 
on the future stability or instability of the organism ; on the future adequacy 
or inadequacy of the nervous tissue.” “In tabes and paresis we deal with 
the combination of events—an endarteritis that seriously compromises the 
cerebral circulation, neurotoxic elements that may originate in the products 
of the infecting agent, finally vascular spasm due predominantly to meteoro- 
logical alterations.” ‘‘ In meningitis a study is presented of the meteoro- 
logical associations of case reports of onset, and such events are shown to have 
occurred at a time when normal individuals in the population reveal 
stimulation.” 

These three quotations will give some idea of the general trend of ideas. 

When considering suicide we meet with the following: “ Not only is the 
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suicide-rate seasonal, the individual episodes occur most often on cyclonic 
fronts, both the polar infall as well as tropical maximum causing more indi- 
viduals to terminate their existence. The reason for this is to be sought in 
the sudden change of the blood chemistry and the hormone balance, for with 
the accentuation of the polar front, a definite alkalosis and vascular spasm 
occurs In some individuals (producing irritability), while the subsequent period 
of stimulation lessening the blood-pressure, relative acidity, etc., is accentuated 
in the irritability, usually of the leptosome types.” When the writers consider 

tabes and paresis they try to show by their maps and charts that “in view 
of the clear-cut track of tabes and paresis in America and its striking concor- 
dance with the margin of the major storm tracks as they cross the continent, 
it might seem warranted to associate at least two factors in the etiology of 
these neurosyphilitic conditions; first, meteorologically-induced periods of 
vascular spasm that become particularly apparent in the organs with terminal 
vascularizations (central nervous system, heart, walls of the larger vessels, etc.), 
and, second, an infection with Sprrocheta pallida ” 

The writers’ theories are ingeniously put together, and represent a tremen- 
dous amount of labour with maps and charts in profusion, but the whole work 
strikes us as very hypothetical, and we should very much welcome confirmatory 
evidence by other writers. The book lacks an index 

W. T. H. FLEMING. 


Man and Woman. By Havecock ELLIS. London: Wiliam Heinemann 
(Medical Books) Ltd., 1934. Pp. x + 470. Price Ios. Od. net. 


The original edition of this study of secondary and tertiary sexual characters 
was published in 1894, and was intended as an introduction to the author’s 
Studies in the Psychology of Sex. Those of us who are old enough to remember 
the manner in which the topic of sex was handled forty vears ago cannot fail 
to experience astonishment at the change which has occurred—a change for 
which Dr. Havelock Ellis has been, in no small measure, responsible. 

Man and Woman has, however, proved to possess an appeal independent 
of the succeeding volumes of the great series. The present (eighth) edition 
has been brought up to date. Refc rence to most of the relevant recently 
published work is included. It has, at the same time, been found possible 
to omit certain less important matter. It is, of course, unnecessary to give 
any detailed description of such a well- know n book. Perhaps our readers 
will find most interest in the chapters on the “ Unconscious ” and the “ Intel- 
lectnal Impulse’. Many curious facts are noted by the author. Nearly all 
domestic labour-saving devices are invented by men. Having regard to his 
famous diatribe against their sex, it is singular to find that Schopenhauer i is a 
favourite philosopher amongst women. We venture to think that Theresa 
of Avıla deserves rather more notice as a woman of genius. Recent work 
suggests that the old notion of the contaminating influence of a menstruating 
woman rests upon something more than superstition. 

It may be presumptuous to attempt an indication of the most vital factor 
in the eminent author's researches into the problems of sex. But it may, 
surelv, be said that one most significant feature has been his insistence upon 
the essentially bi- sexual character of every organism, whether we label that 
organism “ male ” or “ female ”. It is only by keeping this in mind that we 
can find the path through the tangle presented by human psychical develop- 
ment, or understand much which is puzzling in sex abnormalities. But in 
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this maintaining the essential equivalence of the sexes, Dr. Havelock Ellis is 
careful to avoid giving support to the theory of their equality—a theory which, 
as expounded by some feminists, has occasioned no inconsiderable amount of 
harm, and not least to the cause which these enthusiasts have at heart. This 
point is most ably handled in the concluding chapter: “ A cosmic conser- 
vatism does not necessarily involve a social conservatism ’’. And it is “ safer 
to trust to the conservatism of Nature than to the conservatism of Man ` 
The author is no pessimist. We are in the midst of changes, and still greater 
changes may be impending. But we face the future with confidence ; “‘ the 
world is not so insecurelv poised ”’ 

Manv are proud to regard themselves as Dr. Havelock Ellis’s pupils. Those 
of us who are now becoming elderly can only hope that a succeeding generation 
may exhibit that fearless but reverent attitude towards sex which our master 
has preached to us, and preached, perhaps, not wholly in vain. 

M. HAMBLIN SMITH. 


Freedom from Inward Conflict. Compiled by C. W. DANIEL. London: 
The C. W. Daniel Company, 1934. Pp. 58. Price 2s. 6d. net. 

Some years ago, in reviewing one of his previous works, we expressed a 
wish to take a longer voyage with Mr. I. C. Isbvam. In his Metaphysics and 
Modern Research Mr. Isbyam fulfilled our wish, and our anticipations were not 
disappointed. Mr. Daniel now provides a compendium of the latter work, in 
the hope that a perusal of this little book may induce readers to go further. 
Both the larger volume and this compendium are mainly arranged in the form 
of a duologue between “I” (a philosopher r) and “ One” (a materialist), very 
much after the style of Berkeley’s Philonous and Hylas. There is, indeed, 
much in Mr. Isbyam’s philosophy which recalls Berkeley. Nor would he regard 
such comparison as a reproach, for he freely admits the influence exercised 
over him by Plato, Kant, Liebnitz, Bergson and James Ward. It is dithcult 
to describe Mr. Isbyam’s system briefly. He maintains that the upset occa- 
sioned to materialism by recent advances in physical science is much greater 
than is generally appreciated. The onlv realities are the ego and ego-entities, 
which latter may be of more than one order ; here we may trace the influence 
of Liebnitz’s monadology. We can know nothing of actualities outside our- 
selves; all we know are mental impressions conveyed by the senses; the 
actualities may differ entirely from our conceptions of them. The conclusion 
of the whole matter is that “salvation ”’ consists in freedom from inward 
conflict, a freedom for which we are all, whether consciously or unconsciously, 
seeking ; and here we come to yet another philosopher, namely, Spinoza. 

The little book with which we are now dealing is difficult. Its subject- 
matter is complex, and such a compilation necessarily suffers from condensation. 
But all who take an interest in philosophy should make a point of reading this 
latest contribution to knowledge. We venture on one small criticism. We 
regret that Mr. Isbvam has yielded to one most unphilosophical influence 
(that of the famous DORA), and has added to the already formidable nomen- 
clature of metaphysics by coining such dreadful words as “ Wacapicata ’’ 
and “ Foroatea ”’. M. HAMBLIN SMITH. 
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New Treasure: A Study of the Psychology of Love. By The EARL oF 
LYTTON. London: George Allen & Unwin, Ltd., 1934. Pp. 188. 
Price 5s. net. 

Of all the evils which have cursed mankind, fear is quite the worst. Fear 
is apparent in all organized religions. Emancipation from this fear is the chief 
need of the human race. Such emancipation can only be achieved by love, the 
latter term being taken in the widest sense. Love is essentially opposed to 
that conception of right and wrong to which the name of morality has been 
given. Such is, briefly stated, the thesis of this book, and the author develops 
it in an attractive manner. He is, necessarily, antagonistic to many orthodox 
religious views, and he is especially critical of the dogma of “ original sin ”, a 
doctrine which he regards as responsible for much unhappiness and much 
neurotic illness. He accepts the main positions of the psvcho-analytic theory. 
He is careful to point out that Freud’s teaching does not imply any sanction 
for the completely unbridled expression of primitive instincts; the welfare 
of others has to be considered. He contends, however, that an improved 
svstem of education would enable us to dispense safely with the present system 
of morality. 

Many of our readers will not have far to seek in their experience to obtain 
examples of the devastating effects of religious fear, and they will find interest 
and pleasure in a perusal of this fascinating little volume. But the strictly 
orthodox will not be pleased, and the author has a long road to travel before 
his views meet with anv large degree of acceptance. M. HAMBLIN SMITH. 


Sex and Revolution. By ALEC CRAIG. London: George Allen & Unwin, 
Ltd., 1934. Pp. 144. Price 4s. 6d. net. 

Save for a few tirades against bishops, outbreaks which sex ‘ modernists ”’ 
seem unable to avoid, this little book 1s temperately and sanelv written. The 
author starts by pointing out that the much abused sex-ethics of the nineteenth 
century were conditioned by the economic situation then existing. The 
feminist movement resulted in a considerable amount of reform, but Mr. 
Craig maintains that it has been responsible for the production of a hostile 
attitude between the sexes, and that this hostilitv has done harm. The usual 
arguments against the inconsistency of our attitude towards divorce, prostitu- 
tion, marital separations, abortion, contraception and similar subjects are 
set out plainly and forcibly. Education in sex matters is urgently needed. 
But Mr. Craig aptly savs that the value of much so-called sex education is 
vitiated by the fact that it is concerned to promulgate some particular ethical 
attitude. An economic revolution is imminent in this country, although it 
mav not come with observation. Such a revolution would necessarilv effect 
a change in sex ethics. The author believes that this change might be, in part, 
anticipated. At the same time he is definitely critical of much which is put 
forward as reform, and his view of the sex relation is a lofty one. Altogether, 
this is quite a useful contribution to the subject of which it treats. 

M. HAMBLIN SMITH. 
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Part III]—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


Experimental Lesions of the Pyramidal Tract. (Arch. Neur. and Psychiat., vol. xxxii, 
p. 778, Oct.,1934.) Marshall, C. 


The writer operated on 17 cats, performing in 12 a bilateral and in 5 a unilateral 
division of the pyramids in the medulla. The initial symptomatology included: 
diminished or absent contact placing reactions, reduced visual placing reactions, 
difficulties in walking a ladder or narrow track, delayed or otherwise disordered 
hopping reactions, increased resistance to passive flexion, diminished resistance to 
passive extension and a reduced spontaneous strugeling in the affected limb, 
spontaneous postural abnormalities, non-correction of abnormal postures imposed 
on the feet, occasional transient staggering, stiffness in the gait, a heavy and 
awkward landing in jumping from a height, and a slowness and deliberation in 
motion. 

In the unilateral lesions the defects were chietlv on the contralateral side, with 
usually some homolateral damage. In both bi- and unilateral lesions there was 
a tendency for the hind limbs to appear the more disordered. In all the 
svinptoms a certain amount of recovery took place; in some it was partial, in 
others apparently complete. The findings were on the whole less severe than 
those described in cases of removal of the motor areas. The severity and duration 
of the symptoms generally ran parallel to the amount of degeneration found on 
histological examination. G. W. T. H. FLEMING. 


On Emotional Expression after Decortication, with some Remarks on Certain Theoretical 
Views.—Part II. (Psvchol. Rev., vol. xli, p. 424, Sept., 1934.) Bard, P. 
Continuing work described in a previous paper the author found that there 
was evidence that the typical feline care of the coat is dependent on the cerebral 
cortex, and especially on the sensorimotor area located at the frontal pole. Fear 
can be displayed in cats and dogs after removal of the neocortex and much of the 
rhinencephalon. In one instance a cat showed distinct evidence of sexual activity 
after removal of the entire neocortex. Bilateral removal of the frontal poles 
(premotor cortex and motor cortex) failed to produce any perceptible change in 
the threshold or quality of reactions of anger or fear. Ablation of the cortex and 
varying parts of the brain stem on one side, combined with extirpation of only 
the frontal pole on the other, gave rise to a most detinite change in character. 
Each cat showed excessive curiosity, and what the author describes as an inane 
desire for human companionship. In no case were these animals bad-tempered 
as a result of the operation. G. W. T. H. FLEMING. 


Effects of Experimental Lesions of the Posterior Columns in Macacus rhesus Monkevs. 
(Brain, vol. lvii, p. 307, Oct., 1934.) Ferraro, A., and Barrera, S. E. 

The writers operated on four Macacus monkevs, severing the posterior columns 

under ether anesthesia. These operations were followed by loss or diminution of 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks, 
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sense of position or loss or diminution in the ability for spontaneous fine grasping 
in the limbs involved. There was also hypotonus associated with retention, and 
at times increase of the deep reflexes and loss or diminution of the placing and 
hopping reflexes. When the section was made above the entrance of the posterior 
roots from the fore limbs, the symptoms were much more severe owing to the 
interruption of afferent fibres to the cerebellum, so that cerebellar ataxia was 
added to the spinal ataxia. Proprioceptive impulses to the cerebellum are carried 


by fibres ending in the nucleus of Clark-Monakow. 
G. W. T. H. FLEMING 


Localization of the Centre for Taste Sensation [Die Lokalisation des Geschmacks- 
zentrum). (Acta Psychiat. et Neur., vol. ix, p. 85, 1934.) Marcus, H. 

A discussion of the theories held by various authors on the localization of the 
taste centre is followed by the description of a case showing a small circumscribed 
lesion in the right temporal lobe. This case was clinically characterized by brief 
taste hallucinations, out of which in the course of several years developed a 
gustatory aura of typical epileptic fits. 

The author holds that a unilateral lesion cannot give rise to a loss of taste 
sensation, but only to irritative symptoms, and from the literature as well as from 
his case he concludes that a centre for taste sensation is localized in the præsubicular 
and the subicular part of the gyrus hippocampi, possibly also in the neighbouring 
region of the gyrus dentatus. S. L. Last. 


The Mechanism of the Nervous Discharge of Adrenaline. (Journ. Physiol., vol. lxxxi, 
pp. 286-304, 1934.) Feldberg, W., Minz, B., and Tsudzimura, H. 


Acetylcholine is the humoral transmitter liberated in the suprarenals during 
splanchnic stimulation. J. F. Lyman (Chem. Abstr.). 


The Influence of Prolonged Carbohydrate Feeding upon the Activity of the Higher 
Nervous System inthe Dog. (Arch. sci. biol. [U.S.S.R.], vol. xxxiii, pp. 81-95, 
1933.) Brandhendler, V. S., and Muzuikantov, V. A. 


Prolonged meat and carbohydrate feeding, along with the use of a dry bread 
powder as an unconditional stimulating agent, provokes a series of regular changes 
in the conditioned reflex activity of dogs. A carbohydrate diet used after a mixed 
diet produces at first a brief increase in all conditioned and unconditioned reflexes. 
This 1s followed by a more lasting decrease in both, and bv absolute differentiating 
inhibition. A carbohydrate diet given after a meat diet induces a fall, followed by 
a levelling of conditioned sellexes and a constant fall in the unconditioned reflexes. 
A meat diet following a carbohydrate diet causes a brief but sharp fall in the 
conditioned and unconditioned reflexes, followed by a prolonged rise in both and 
by a removal of the differentiating inhibitions. 

W. A. PERLZWEIG (Chem. Abstr.). 


The Influence of Prolonged Carbohydrate and Fat Feeding on the Activity of the 
Higher Nervous System in Dogs. (Arch. sci. biol. (U.S.S.Ro, vol. xxxiii, 
pp. 97-105.) Malikman, 1. V. 


With carbohvdrate feeding there appears at first a small increase in the effects 
of certain conditioned stimulators, accompanied by an increase in the unconditioned 
reflex. In the second phase the salivary secretory effect is decreased with all 
conditioned stimulators, while the unconditioned reflex, after a small drop, begins 
to rise. On the fat diet there is a rise in all conditioned retlexes, with a tendency 
to stabilize on the higher level obtained on a mixed diet. The unconditioned reflex 
gradually falls. With prolonged dietary conditions of a given kind the difference 
in the salivary secretory effect from strong and weak stimulations is decreased. 

: W. A. PERLZwEIG (Chem. Abstr.). 
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The Regulation of Blood Flow through the Brain.—I. (Arch. Exper. Path. Pharmakol., 
vol. clxxv, pp. 606-39, 1934.) Schneider, M., and Schneider, Dietrich. 


II. The Effect of Various Substances upon the Blood Flow through the Brain. (Ibid., 
pp. 040-64.) 

The blood-vessels of the brain are particularly sensitive to substances that 
decrease the vascular tonus (amyl nitrite, nitroglycerin), dilatation being obtained 
with doses far less than those necessary to affect the peripheral blood-pressure. 
They are also susceptible to substances that atfect the vessels by a neurological 
route (vaso-constriction by strychnine, markedly decreased by section of the 
cervical sympathetics ; either vaso-constriction or vaso-dilatation by caffeine, 
depending upon the general condition of the animal). The injection of acetyl- 
choline into either the general or cerebral circulation causes dilatation of the 
cerebral vessels, less marked, however, than that observed in the general circulation. 
The effects of numerous other pharmacological agents are described in detail. 

Harry EAGLE (Chem. Abstr.). 


Experimental Studies, Old and New, on Menstrual Toxin, (Journ. Compar. Psychol., 
vol. xviii, p. 113, August, 1934.) Macht, D.T., and Davis, M. E. 


‘The traditional “ uncleanness ’ of a menstruating woman is based upon 
something more than superstition. Studies conducted for more than ten years 
have established the existence in the blood serum, the blood cells, the sweat, milk, 
tears, urine and other secretions of a menstruating woman of a poison, closely 
related to oxycholesterol, to which the name of menotoxin has been applied. The 
most striking and characteristic etfects of menotoxin are of a phytotoxic nature ; 
but a number of zoöpharmacological reactions have also been described. Injections 
of menotoxin have a markedly depressant etfect upon animals. It is probable that 
a fertile field of research has thus been opened up, and further work may lead to 
important results in medicine and pharmacology. M. HAMBLIN SMITH. 


2. Psychology and Psychopathology. 


Constructive Apraxia: Psychological Views on the Conception of Space. (Journ. of 
Nerv, and Ment, Dis., vol. lxxx, p. 645, Dec., 1934.) van der Horst, L. 


Constructive apraxia is an interference with the ability to draw from a copy, 
put the figures of a puzzle together or build with bricks. These patients can light 
a candle, fasten a button, etc., quite easily, i.e., they can carry out automatic 
actions. The writer does not agree with the view that constructive apraxia is due 
to an affection of the optic-kinetic association. He thinks that there exists a 
special psychic structure enabling us to see things stereoscopically arranged in 
space: the spatial sense factor in our psyche proves to be a formal constituent of 
our power of perception and our power of movement. G. W. T. H. FLEMING. 


Stuttering and the Concept of Handedness. (Psychol. Rev., vol. li, p. 534, Nov., 1934.) 
Travis, L. E., and Johnson, W. 


The authors summarize and discuss the various views expressed on handedness 
and laterality in relation to stuttering. They point out that despite what is said 
to the contrary, change of hi indedness occurs with significant frequency in the 
history of cases of stuttering. This is especially true when the changes of 
handedness are thorough-going, and almost all such changes are from left to right- 
handedness. 

Stutterers ditfer significantly from right-handed normal speakers with respect 
to peripheral sidedness, showing a greater degree of left- laterality and ambilaterality. 
They ditter from left- handed and ambidextrous normal speakers to a much smaller 
extent, differing least from ambidextrous normal speakers. 
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There is more left-handedness in the hereditary backgrounds of stutterers than 
of normal speakers ; this is especially true with regard to left-handedness among 
parents and siblings. The central, or cerebral, organization in stutterers 1s charac- 
terized by a high degree of ambilaterality in contrast to the relatively high degree 
of unilaterality characteristic of the central, or cerebral, organization in normal 
speakers. This ambilaterality of nervous system organization in the stutterer 
appears to be associated with a significant degree of neuro-muscular disintegration 
in the form of transient disturbances of cortical functions, together with decrease 
in degree of cortical control over the functions of lower levels of the nervous system. 

- G. W. T. H. FLEMING. 


The Influence of Differential Motivation on Delaved Reactions in Monkeys. (Journ. 
of Compar. Psychol., vol. xviii, p. 75, Aug., 1934.) Maslow, A. H., and 
Groshong, E. | 

The test used to measure efficiency of performance was the delayed reaction. 

Previous experiments provided data on the relative motivation value of certain 

foods. Three of these foods were used as goal objects. The relatively small 

ditferences in preference between the most and the next preferred foods was not 
sufficient to cause a real difference in efficiency of performance, but the relatively 
large difference between the next and the least preferred foods did produce a signifi- 
cant difference in efficiency of performance. Tolman's theory that efficiency 
of performance is correlated with strength of motivation is corroborated only 
when there are large differences in motivation value of the goal objects. 

M. HAMBLIN SMITH. 


Studies in Rational Behaviour and Emotional Excitement. (Journ. of Compar. 
Psychol., vol. xviii, p. 1, dug., 1934.) Patrick, J. R. 

Describes the methods adopted by adult human subjects in making exit from 
a chamber by making choice of one of four doors which were openable in ever- 
varying order. Certain reaction-tendencies were manifested, and of these that of 
“ rational inference ” predominated ; next came that of “ unmodified searching ”’ 
‘ Stereotvped ’ searching and perseveration were not often shown. The experi- 
ments will be continued with certain sensory stimuli applied to the subjects. 

M. HAMBLIN SMITH. 


Studies in Rational Behaviour and Emotional Excitement.—II. (Journ. of Compar. 
Psychol., vol. xviii, p. 153, Oct., 1934.) Patrick, J. R. 

Normal adult college students exhibit markedly different levels of behaviour 
when confronting a multiple-choice situation. Of the five reaction tendencies 
mentioned by Hamilton, the rational inference tendency predominates ; but this 
is likely to change to a perseverative tendency under the influence of emotionally 
exciting conditions. There are, however, marked ditferences between individuals. 
The investigation has demonstrated that when a subject is directing his activities 
toward adjustment to a situation which has initiated reaction, the repetitive 
tendency is favoured by the concurrence of adjustive reactions and strong emotional 
reactions, thus confirming Hamilton’s view. M. HAMBLIN SMITH. 


The Roles of the Situation and Adrenaline in the Induction of Emotion. (Amer. 
Journ. Psychol., vol. xlvi, p. 508, Nov., 1934.) Cantril, H. 


The author carried out experiments on twelve men and women. Two situations 
to create disgust and two to create fear were presented to the individuals, and 
combined with these were injections of adrenaline. The results with and without 
adrenaline were compared. 

He found that there was a different pattern of affective dimensions for fear 
and disgust. The variations noted between the organic-kinesthetic disturbances 
aroused by fear and disgust suggested that the physiology of different types of 
emotions should be made more explicit if the role of the autonomic nervous system 
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in the development of emotions is to be known. The adrenaline syndrome was more 
typical of the bodily reactions in fear than in disgust, i.e., adrenaline increased the 
intensity of the emotional experience in the fear situations, but not in the disgust 
situations. 

The sensory concomitants of the emotional experience were secondary to the 
experience conceptualized as a whole. In relation to the concepts of pleasantness 
and unpleasantness the results showed that fear situations arouse bright pressures 
and unpleasantness, and that reports on the affective concomitant of emotional 
experiences are not spontaneous, but due to a rather forced presentation by the 
observer. In intense emotional situations the experience aroused becomes so 
conceptualized about the stimulus that little attention is given to any sensory 
content. In some of the experimental sessions the emotional experience was so 
focused on the stimulus situation that the observers were quite unable to report 
on any of the attective dimensions. Some of the observers reported that the 
situation was distinctly unpleasant, although they felt a pleasant tingle in the arms, 
neck or chest if they shifted their attention to it, so that the potentially intrinsic 
pleasantness of the bright pressures aroused in the fear situations was completely 
overwhelmed and disregarded because of the inevitable attention-demanding nature 
of the unpleasant stimulus. 

The awareness of some object or situation around which the emotion is intel- 
lectually organized is the immediate cause of the emotional experiences. The 
quality of an emotion is primarily dependent on the attitude aroused in the observer 
by the stimulus. It is suggested from the introspec tions that the observer's attitude 
is partially due to his experiential background. It is also suggested that this 
attitude is somewhat determined by characteristics of temperament. 

G. W. T. H. FLEMING. 


The Relation of Emotion to Sex, Primogeniture and Disease. (Amer. Journ. Psychol., 
vol. xlvi, p. 590, Nov., 1934.) Stratton, G. M. 

The writer, studving the relation of emotion and the incidence of disease, found 
that the mean fear-response given by women with a history of disease was appre- 
ciablv more intense than that given by women with no such history. With men 
there was no evidence that a history of disease was of any significance. In the 
case of anger there was clear evidence that in both sexes there was an emotional 
eftect connected with a history of disease, making the emotional response more 
intense. To be the oldest child, in men decreases the fear, in women intensifies 
the anger. There is a slight tendency for the first-born, if a girl with brothers and 
sisters, to show more anger than an only daughter. The first-born, if a boy, may 
be a shade more courageous than the only bov. But the differences are only 
slight. 

Men and women differ in their fear far more than in their anger. The results 
contirm that women are more emotional than men, and more timid. The opinion 
that women are more placid in situations that cause anger in men is quite without 
support. The lower average thresholds for fear and anger in women are matters, 
not of weakness, but of strength, part of an endowment modified by social standards 
for a fuller meeting of important biological and cultural needs. 

G. W. T. H. FLEMING. 


The Concept of Measurement in the Physical and Psychological Sciences “Fl concepto 
de medida en las ciencias fisicas y psicológicas . (Arch. de Neurobiol., vol. xir, 
p. 15, 1934.) Zaragteta, J. 

The quantities to which physical measurements refer are of an “ extended ” 
character and are situated in space and time, their constituent parts are homo- 
geneous, and their units may be estimated in cardinal numbers and mav be dealt 
with under the strictest mathematical rigour. On the other hand, psychological 
measurements deal with intensities, their constituent parts are heterogeneous, and 
their units may be estimated in ordinal numbers and are not amenable to strictly 


1935.| PSYCHOLOGY AND PSYCHOPATHOLOGY. 201 


mathematical procedures. Much confusion has arisen from non-recognition of 
this essential ditterence. M. HAMBLIN SMITH. 


The Personal Tempo in Psvchopathology (El tempo personal en psicopatologta). 
(Arch. de Neurobiol., vol. xiv, p. 363, 1934.) Gotor, P. 

The patient is seated at a table, and is asked to beat on the table with one hand 
in the most convenient and agrecable manner. Therhythm of his strokes is counted. 
He is then asked to tap on the ground with the toe of one foot, the heel resting on 
the ground. He is then desired to say which he finds the most agreeable tempo 
given by a metronome set at increasing rapidities. In psycho-pathological cases 
the time selected on the metronome tends to be higher than that of the patient's 
beating and tapping, and there is also an increase in the “index of variability ' 
In schizophrenics the increase of this index appears to be in relation with the 
tendency to psychical conservation. There is a tendency in epileptics and in mental 
detectives to select a rapid tempo. M. HAMBLIN SMITH. 


The Unhappiness of Genius. (Journ. of Nerv. and Ment. Dis., vol. lxxx, pp. 410 
and 557, Oct. and Nov., 1934.) Hart, H. H. 

The author investigated the histories of 100 geniuses drawn from scientists, 
artists, musicians, statesmen, etc. He concludes that genius is a biological variant 
from the general average qualities of men, and though often associated with mental 
and physical ill-health, is not dependent thereon for its expression. There appears 
to be no adequate information as to whether ill-health, etc., is more frequent 
amongst men of genius than amongst average individuals. The estimation of 
man’s happiness is very speculative, and when based on biography, etc., must be 
looked on with considerable suspicion. The expression of suffering and unhappiness 
in a man’s work is not always indicative of the actual intensity of his pain, but may 
be a method whereby the man of genius rids himself of much unhappiness. The 
fundamental sources of happiness in life are reasonable physical health, economic 
security, environmental recognition, satisfying love life and suitable work. Where 
these are absent in the life of a genius we may naturally expect unhappiness ; where 
all these were present in his life there is no evidence that such a man was per- 
manently or essentially unhappy. Therefore the unhappiness of genius is not 
Intrinsic, but extrinsic, although sometimes purely neurotic-masochistic. The 
utilization of supreme intellectual power tends to reduce the amount of distress 
in life, so that a genius has a compensatory advantage despite his variation from 
the herd. The type of genius is important in regard to happiness, the musician, 
poct and writer being less harmoniously adjusted to life than the scientist, painter 
and statesman. G. W. T. H. FLEMING. 


Children’s Imaginary Companions. (Arch. Neur. and Psychiat., vol. xxxii, p. 985, 
Not., 1934) Svendsen, M. 

The writer investigated the occurrence of vivid and sustained imaginary com- 
panions in children. He found them present in 13°, of children, three times as 
often among girls as boys. The phenomenon is not limited to children of superior 
intelligence, though apparently more prevalent among them. Personality ditti- 
culties were reported for 35 of the 40 selected children, timidity heading the list. 
Seven of the selected children, however, were described as leaders. 55°, were 
only children at the time of the creation of the companions. The children who have 
Imaginary companions tend to be farther removed from siblings. The median 
ave for the appearance of the first imaginary companion was in this group 2 years 
and 5 months. The period from 5-6 years is one of transition to the point at which 
the rraikezbeliout character of ee play is definitely acknowledged by the child. The 
names given to imaginary companions may be commonplace, vet are often highly 
original. Possible sources of names are real characters, children’s stories, persons 
or words surrounded with mystery, and euphonious sound effects. In 33 out of 
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the 4o the companions were of the same sex. While they were frequently labelled 
relatives, the role of friend appears to be more common. Activities shared with 
imaginary companions are usually those which are highly charged emotionally by 
virtue of being novel and pleasurable, or humiliating and consequently painful. 
The play tends to reflect parental attitudes, particularly disciplinary attitudes 
and the child's reaction to them. There is clear indication that the experience is 
accompanied by visual imagery. In 33 of the 4o the imaginary companions were 
played with in such a manner as to indicate that they were conceived of as occupying 
Space. G. W. T. H. FLEMING. 


The Rorschach Test Applied to Children. (Brit. Journ. Psychol., vol. xxv, p. 182, 
Oct., 1934.) Kerr, M. 


The writer applied the Rorschach test to 190 normal children, 100 mentally 
defective children and 75 bovs and girls from a child-guidance centre. She found 
that the results agreed with the case-histories and opinions of the clinic workers. 
When the average scores of the type suggested by Rorschach were compared they 
were found to differ in respect of traits of temperament characteristic of their type. 
These ditferences were very striking between the constricted and the dilated types 
in the case of the animal and banal percentage scores. The constricted types had 
larger means, showing evidence of their stereotyped mentality and dependence 
on public opinion. The extra-tensive subjects showed a greater amount of flexi- 
bility or capacity for affective adaptation. They also show ed higher averages in 
the criteria which give evidence of aggressive tendencies. 

When kinesthetic answers were taken to represent the capacity for eatin 
thought, it was found that in the mental defective group the mean did not increase 
with chronological age as m normal children. 

The author found that her work substantiates Rorschach’s statement that the 
colour-form answers measure affective instability, and the primary colour responses 
impulsiveness, usually pathological in nature. The kinwsthetic and colour answers 
together show the subject’s s type, his capacity for attective adaptation, for emotional 
stability and instability—in general—the balance of the emotional life. 

G. W. T. H. FLEMING 


A Note on the Greys Analogy Test. (Brit. Journ. Educ. Psvchol., vol. iv, p. 294, 
Nov., 1934.) EL Koussv, d. H. 

The writer has evolved an intelligence test based on the different intensities of 
greys, which is not influenced by spatiality or verbality. The test consists of 2 
sets of grey discs graded in difficulty, which have to be matched. The produc t- 
moment correlation with the alphabetical series and Spearman's primary per- 
ceptual test, Part I, proved to be +57 + '036 and ‘59 -+ '035. The giving of the 
test is preceded by a blackboard demonstration of analogy tests involving numbers, 
words, etc. G. W. T. H. FLEMING. 


Character Tests in Juvenile Neuro-psychiatry “Tests de caractères en neuro-psvchiatrie 
infantile. (Ann. Med. Psych., vol. xiv (ii), p. 102, July, 1934.) Heuver, G., 
Courthial, Dublineau et Néron. 

In conjunction with the psychiatric investigation of children of average intelli- 
gence, between the ages of 12 and 10, certain character tests are carried out as a 
routine at the Juvenile Neuro-Psychiatric Clinic, Paris. Those used are modit- 
cations of the Woodworth-Mathew’s questionnaire, the Pressey cross-out test 
and the May and Hartshorne questionnaire on the ethical sense. The tests as 
used at this clinic are reprinted in full, and have been found a definite aid to diag- 
nosis. The paper concludes with observations on nine juvenile psychotics, where 
the findings of the psychiatric examination and of the tests of character are 
compared. S. M. COLEMAN. 
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Analysis of a Case of Migraine. (Psychoanalytic Review, vol. xxi, p. 272, July, 
1934.) Gutheil, E. 

Analvsis reveals that the migraine in this woman represents an attempt to 
abreact, in a form which she can accept consciously, phantasies which must not 
reach consciousness. Each time, when through processes of association, forbidden 
thoughts come to life in her subconscious, the attack comes on. Here the heaclache 
is a somatic portrayal of her mental conflict, and at the same time a product of 
self-intlicted punishment. Her conflicts were found to centre around (Edipus, 
masochistic and homosexual complexes. S. M. COLEMAN. 


The Psvcho-analvsis of the Uncanny. (Int. Journ. of Psycho-analysts, vol. xv, p. 215, 
April-July, 1934.) Bergler, Edmund. 


In the sense of the uncanny we take alarm at our own omnipotence, which for 
a few seconds we imagine to exist, plus the consequences of castration, which the 
experience of childhood has led us to anticipate. The whole mechanism is uncon- 
scious. The sense of the uncanny would thus represent a trance of a few seconds’ 
duration, and, from the standpoint of the ego, it is a protective mechanism. Dread 
of oneself (one’s unconscious aggressive tendency) combined with dread of others 
(castration) result in an affective short-circuit, namely, in the sense of the uncanny, 
the super-ego taking over the function of parental authority which, in earliest 
childhood, was not yet introjected. Ultimately the mechanism serves the purposes 
of the super-ego, at whose behest the feeble ego gives the danger signal. Secon- 
darily the feeling may be enjoyed as anxiety-pleasure and masochistically induced 
over and over again. 

In support of these conclusions the writer analyses examples of twelve significant 
types of uncanny feeling. S. M. COLEMAN. 


De personalization in Relation to Erotization of Thought. (Int. Journ. of Psycho- 
analysis, vol. xv, p. 271, April- Julv, 1934.) Oberndorf, C. P 


When a child is baulked from actual libidinal attachments through feeling itself 
not loved by the parent of the same sex, it often has recourse to thinking which 
may become libidinally invested. This process is closely allied in its character to 
sublimation, and is facilitated by conscious successful effort to desist from auto- 
erotic sex activity. The goal of the process is the retrieval of a most-libidal object 
through an intellectual activity. Through identification such thought may follow 
masculine or feminine patterns of thinking. The mind becomes a libidinally over- 
invested organ and the battle-ground of the ambivalent identifications. Self- 
observation absorbs and replaces the normal affective responses because the libido 
is narcissistically attacked. The feeling of depersonalization is the result of the 
partial or complete repression of the incompatible sexual type of erotized thinking. 

S. M. COLEMAN. 


Oral Erotism in Paraphrenia. (Int. Journ. of Psvcho-analvsis, vol. xv, p. 160, 
April-July, 1934.) Holststign, A. J. Westerman. 

Material on the subject of paraphrenia, published by analysts, shows how fre- 
quently oral-erotic tendencies, eating, drinking, etc., constitute an integral part of 
the delusion. Persecution is conceived as a cannibalistic threat; hallucinatory 
voices accuse the patient of cunnilingus, fellatio, cannibalistic or gastronomic 
desires. In non-analytical literature a preponderance of oral symptoms is equally 
striking ; numerous case-histories by various authorities are cited. 

It is concluded that in paraphrenia the mouth is in a state of peculiar excitation, 
oralitv, pyknic traits and an element of mania occurring regularly. When homo- 
sexual libido, which has been detached from external objects, is regressivelv 
projected once more on to the outside world, it may force its way out either 
through the anus or the mouth, and give rise to the feeling of being persecuted. 
It then finds its goal in the process of eating or being eaten, experienced by 
many paraphrenics in their delusion. 
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The thought of persons of the manic type is primarily the outcome of their 
copious speaking, the libidinal hy percathexis of the mouth and organs of speech. 
But in schizophrenics the content of their thought is much more important: the 
inner complex plavs a far greater part in it. Cathexis of the ideas of words 
represents the schizophrenic’s first attempt at recovery, but it is from these 
ideas of words that his delusional thoughts are formed. 

Hence the origin of the delusion is twofold : it springs (e) from the complexes 
which find expression in his word, and (b) from the hypomanic pressure of thoughts 
and speech, whereby new ideas and thoughts are perpetually linked on to the 
complex. The unification of their mental processes is most readily accomplished 
by those patients who retain the strongest oral erotism, but who at the same time 
remain capable of sublimating it in the tendency to combine feelings, words and 
concepts in a systematized, homogeneous tissue of delusion. 

S. M. COLEMAN. 


What is Neurosis Really? ‘Was ist Wirklich. die Neurose 2. (Internat Zeits. f. 
Individ.-Psychol., May-June, 1933) Special Number. 


The Definition of Neurosis Definition der Neurose. Ripin, R 


The author points out at the end how many writers emphasize an essential 
biological quality in all neurosis, as though it were ultimately a reaction to situations 
that seem—to the patient—to threaten life. Symptoms in most cases seem to date 
from a time when the individual saw himself face to face either with death or with 
an imminent marriage. Thus the fear of death and the reproductive act are the 
situations with which hysterical reactions are the most often associated. 


What is Neurosis Really ? Was ist Wirklich eine Neurose ?. Adler, A. 

The meaning of a neurosis is here illustrated bv a particular case. Some of 
the points selected for emphasis as characteristic for neurosis are: An inability to 
adapt to the “ exogenous " factor in life; the need to “ advance backwards ” 
away from, not forwards into, real life; the sense of impending defeat—inferioritv 
feeling—with its associated anxiety, all of which is expressed in the interlacing 
medley of somatic and psychic symptoms. 

The neurotic, like anvone else, will have his conflicts; it is his solution of these 
that is characteristic. His motto is ‘ all or nothing ’’, and it is this, and his tactics 
of withdrawal, that seem to be a regression to infantile wishes. This is not so: it 
is not the infantile wish-fulflment that is sought, it is the withdrawal that the 
neurotic aims at. This withdrawal again is not to be understood as a self-punish- 
ment; it is a safeguard to protect neurotic vanity. The nenrotic reassures himself 
by his withdraw al; he prefers his sufferings to endangering his superiority complex. 
“ In short, the employ ment of the traumatic experience to protect one’s threatened 
halo -that is neurosis.” The emotional attitude of the neurotic is that of * ves — 
but”. The *“ ves” is the acknowledgment of community feeling, the “ but ” 
is the withdrawal and the re-enforcement of that withdrawal. 


What is Neurosis Really ? (Was ist Wirklich eine Neurose 2. Wexberg, TE. 

The view of I.P. is that a human being can only be rightly understood when 
considered, not as an isolated individual, but in his setting as a social organisin. 
Neurosis is really a form of social existence; it is an attempt at individual self- 
assertion over others, to be achieved by “ wanglings ” and artificiahties so adapted 
that personal responsibility ceases when the neurotic symptom begins. 


What is Neurosis Really ? (Was ist in Wirklichkeit die Neurose ?. Dreikurs, R. 


Neurosis, with its background of suffering, is the expression of a refusal. The 
neurotic really does sutter, not owing to his illness, but owing to his attitude 
to his environment, to the demands of life. It is these that he repudiates, it is 
with these that he is in conflict, and this is the source of his suffering. The bogey 
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from which the neurotic takes refuge in the torments of his illness is that of his 
own insignificance. For many children the measure of their importance seems to 
lie in the amount of interest that adults show in them, and this is where the value 
of illness comes in. The neurotic is always discouraged, vet consumed by ambition ; 
he sutters from a lack of courage and a lack of community feeling. Any one who 
has developed his fellowship feeling properly is capable, in spite of the imper- 
fections of this world, in spite of confusion and misery, of shaping his life both to 
his own advantage and that of others. 


Nenrosis and Weakness of Will Neurose und Willensschwäche‘. Seif, L. 


The answer this contribution makes to the question, ‘‘ What is neurosis really ?”’ 
would be: Neurosis is the attempt of a craven-hearted social climber (Izhrgerzigen) 
who mimes—according to the recipe of the witches in Macbeth—employing for 
the purpose so-called weakness of will and weak nerves; an individual who 
endeavours to get help and love from the community without any reciprocation, and 
who attempts to escape from the just demands of the community for reciprocation 
by fight or flight. 


Neurosis as Flight from Responsibility [Neurose als Flucht vor Verantwortung). 
Credner, L. 


A number of neurotic escapes from situations of responsibility are reviewed; 
indecision itself is regarded as one of these. People emploving such an escape 
technique are infantile types who do not venture to make the adaptation to the 
larger community; they regress to the child-mother situation. They always cling 
to someone, somehow. Neurotics cannot face criticism, nor the strain of exposing 
their personalities to the community and allowing themselves to work out their 
destinies in relation to, and reciprocally with, other people. 


Bronchial Asthma as a Neurotic Symptom [Das Bronchialasthma als neurotisches 
Symptom). Holub, A. 


The problem of asthma needs to be approached from both the allergic and the 
psvchological side. Asthma achieves what anxiety and compulsion achieve in 
other neuroses. The “training” implied in all neurotic symptoms, to which Adler 
has repeatedly drawn attention, has been observed by other workers to occur in 
asthma. Bronchial asthma can only be understood when the entire personality 
is dealt with and its life-style known. This ıs only possible for I.P. 


Emotional Ambivalence (Ambivalenz der Gefühle‘. Horvat, A. 


I.P. does not consider the study of affect as the central and most important 
task of psychology. For I.P. feelings are not the essential thing, neither the 
source nor the aim of human action, they are the means by which the individual 
hife-plan is achieved, and thus they certainly represent the most powerful forces 
which the psyche has at its disposal. The ambivalent love-hate attitude towards 
the one object is characteristic of the neurotic, but is not due to anv splitting of 
the personality. Both contradictory emotional attitudes are merely different 
means to the same end; they mutually support each other, and can never resolve 
one another so long as their aim is unrecognized and unchanged. Hence the 
situations in which two people can neither live together nor apart. Ambivalence 
is the expression of the individual's incompetence relative to the desired goal. 
The oscillation between the contradictory emotions is nothing but the evasion of 
the tasks imposed by community living. 


Some Theoretical and Practical Findings in Personality Study Einige theoretische 
und praktische Ergebnisse der Persünlichkeitsbetrachtung‘. Sicher, L. 


Arithmetic and orthography are the two subjects in which adults and children 
suffering from educational inhibitions fail most often. Spoiled children—the 
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majority therefore—are most affected. Figures involve the idea of sharing and 
the spoilt child cannot share. 

Writing difficulties often conceal a deep repudiation of “ what others think the 
right thing to do.” Stammering is also frequently due to an inferiority-superiority 
conflict and uncertainty. Diutticulty in learning a foreign language may be due 
to the inability to extend human relationships beyond the group included by 
“the mother tongue’’. The absence of real social feeling may be expressed in 
art by the subjects chosen for delineation: an artist may specialize in still life, and 
only deal with human beings in hasty, unfinished sketches, etc. 

The author is peculiarly interested in death-bed confessions, which he considers 
may often be the ultimate revenge of the asocial individual upon the environment, 
triumphing in a final escape into death beyond community reaction to his deeds. 

Other indications of this neurotic “ contact-difficulty ” are to be found in grapho- 
logical mannerisms—in, for instance, the relative spacing of distances in words 
and phrases with a social implication such as “ I and you’. 


Criticisms of Individual Psychology [Einwände gegen die Individual-psychologie,. 
Auerbach, H. 

This article is a brief defence of I.P. against a number of critics, particularly 
Gaupp. For Adler neurosis is only the expression of a mistaken, inappropriate 
goal, a goal that is unadapted to the community; it is never an illness, sui generis. 
Thus Gaupp, although he is acquainted with all the formulations of I.P., finds none 
of them adequate, because he does not start from the I.P. point of view of the 
personality as a whole, but from each manifestation itself, from the individual 
symptom, thus distorting the whole meaning of the latter and quite failing to 
understand I.P. JANE I. SUTTIE. 


The Origin of the Struggle for Superiority and of Communitv-feeling [Über den 
Ursprung des Strebens nach Überlegenheit und des Gemeinschaftsgefithles . 
(Internat. Zeits. f. Individ.-Psychol., Julv-Aug., 1933.) Adler, A. 

The whole significance of I.P. lies in the two problems indicated by the title 
of this article and in their solution. 1.P. was the first to insist that every individual 
is engaged in striving for completeness, to be on top. This striving is innate, 
though it 1s not to be regarded as an actual instinct. For the individual psychologist, 
as for the biologist, life is process—evolution—not the achievement of a fixed and 
rigid form. This drive to ever more successful adaptation can never end. This 
is the foundation for the conception of the struggle for superiority. I.P. has, from 
much experience, achieved an insight into the general trend of this urge to ideal 
completeness, and has found it, namely, in the norms of community-feeling. Com- 
munity-feeling is essentially “ feeling at one with the whole, sub specte aeternitatis ™ 
(Fühlen mit der Gesamtheit, sub specie acternitatis)—a struggle towards a social 
form that must be conceived as eternal, as it might be when humanity has reached 
the goal of completeness, the ultimate fulfilment of evolution. 

We are far from the goal as yet, but the clear thinker knows that an evolutionary 
force 1s concealed in the community, and in community-feeling, that withstands 
everything antagonistic to it. Jane 1. SUTTIE. 


Self Sacrifice ‘Das Opfer.. (Internat. Zeits. f. Individ.-Psvchol., Nov.-Dec., 1933.) 
Kovacs, 1. 

Is there such a thing as self-sacrifice, and, if there is, which person is sacrificed ? 
A number of cases are discussed, and the conclusion is, that ıf the service (self- 
sacrifice) is tainted by any self-glorification of the individual for giving more to the 
community than he gets from the community, or if the sacrifice cloaks an evasion of 
a real life task, then it is trulv not self-sacrifice but self-indulgence and cowardice. 

That real self-sacrifice does exist is acknowledged, but it does not indulge in 
self-pity, and ıs not exploited for its publicity value. Jane I. SUTTIE. 


1935. | PSYCHOLOGY AND PSYCHOPATHOLOGY. 207 


The Exchange of Age-relationships ‘Die Altersrangvertauschung‘. (Internat. Zetts. 
f. Individ.-Psvchol., Nov.-Dec., 1933.) Fischl, P. 

A short study of the beneficial effects produced by so altering childish environ- 
ment that a senior becomes a relatively junior member of society, or an only child 
joins a company of other children, etc. The significant thing is getting the children 
to understand the meaning of the incidents occurring in their new situations and 
new reactions, and then focusing their interest and attention on their original 
situations and attitudes, comparing and contrasting the two. 

Jane I. SUTTIE. 


The Sources of Psyvcho-A nalytic Error Die Fehlerquellen der Psychoanalyse). (Internat. 
Zeits. f. Individ.-Psychol., Nov.-Dee., 1933.) Krausz, E. O. 

This article is the first part of a long and detailed discussion of Freud’s “ New 
Introductory Lectures on Psycho-analysis ”, and is really a formidable attack upon 
psvcho-analytic doctrine as a whole. 

The main thesis is that the significant modifications in psycho-analytic views 
during the last fifteen years have occurred under the influence and pressure of the 
findings of individual psychology. Freud’s mechanistic tendencies, and his claims 
that his psvchology is a science, are severely criticized as leading him to deal with 
parts instead of with wholes, with the symptom and not with the patient, and 
certainly not with the patient in his social setting. 

The conception of the super-ego that psycho-analysis was compelled to introduce 
is considered to be “ nothing more nor less than exactly Adler’s community- 
feeling ’’. Freud’s recognition of the intensely social significance of the super-ego 
is pointed out, and, it is held, this recognition may yet entirely revolutionize psycho- 
analvtic theory. The acknowledgment of a pre-Q:dipal phase in emotional develop- 
ment is claimed to be merely a belated recognition by psycho-analysis of the much 
earlier Adlerian idea of the “ period of petting (spoiling) ” in infancy. 

JANE I. SUTTIE. 


Femininity in Psvcho-analysis |Die Weiblichtkeit in der Psychoanalyse]. (Internat. 
Zeits. f. Individ.-Psychol., Jan.-\arch, 1934.) Krausz, E. O. 


This article is the third part of a study, “ The Sources of Psycho-analytic Error 
—a Critique of its Scientific Claims’’, the first part of which appeared in the 
preceding number of this journal. 

This section deals in spirited fashion with what the author considers to be the 
psvcho-analvtic defence of the man’s adaptive right to regard the woman as a sexual 
object and thus to degrade her. He contends that so long as the psy chological sources 
for the evaluation of woman are not correctly understood, it is impossible that the 
neurotic teusion between the sexes should be remov ed. The psycho-analytic 
attitude to woman is stated to be itself neurotic, and the author concludes : 
““ Meanwhile it is not the first time in the history of human knowledge that its 
progress has been hampered by the tyranny of an intensely neurotic, emotionally 
over-emphasized conception.”’ JANE I. SUTTIE. 


Varieties of Psychical Activity [Die Formen der seelischen Aktivität). (Internat. 
Zeits. f. Individ.-Psvchol., Jan.-March, 1934.) Adler, A. 


Individual psychology lays great stress on the degree of activity with which an 
individual tackles his problems. I.P. has ascertained that the degree of activity 
acquired in childhood ts a permanent acquisition for the whole of life. Activity 
must not, however, be confused with courage, although there is no courage without 
activity. Courage is co-operative activity. 

The results of a failure to develop a healthy activity may roughly be classified 
as “ dithicult children, neuroses and psychoses, suicide, delinquents, drunkards . 
and morphinists, etc., sexual perversions, prostitutes. „The adequate initiation 
of the child into the life of the community is hindered in many ways, and it is the 
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task of an honest psychology to recognize this, and to combat all interference with 
the extension of community feeling in the family, the school, and in social lfe. 
JANE 1. SUTTIE. 


Character Development in Twins Zur Frage der Characterentwicklung bei Zwillingen. 
(Internat. Zeits. f. Individ.-Psvchol., July—Aug., 1933.) "Holub, li, and 
Holub, M. 

This article discusses Lange’s book, Verbrechen als Schicksal (Crime as Destinv) 
from the point of view of LP. Lange’s bias for regarding the similarities (sic) 
of character reactions in twins as a proof of their being hereditarily determined is 
very sharply criticized. Several of the case-histories are carefully and most 
interestingly analysed and interpreted from the 1.P.standpoint, and quite obviously 
the material gains greatly in value from the process. JANE Il. SUTTIE. 


The Psvchologv of Learning to Draw Zur Psychologie des Zeichenunterrichts).  (Inter- 
nat. Zeits. f. Individ.-Psvchol., Julv-Aug., 1933.) Lange, B. 

The modern teaching of drawing differs from the older methods, in that whereas 
the latter aimed at ' correct ” reproduction of some model, the former aims at 
evoking the school-child’s individual creative capacity. The incentive to creative 
productivity is childish phantasy allied to the childish spirit of adventure, and 
these two are unquenchable until either approaching adolescence begins to modifv 
the childish psyche, or a conceited teacher substitutes his own for childish goals. 
The part the teacher's attitude can play in suppressing achievement is obvious, 
since execution of any kind requires courage. It is the courage not to wish to seem 
cleverer than one really is, the courage to be sincere, that allows whatever degree 
of executive skill is present to be achieved. This courage is a matter of character 
—to be content to make drawings that correspond to one’s age and skill. This 
mental attitude is what I.P. calls “ objectivity ” (Sachlichkeit). This is the attitude 
of the individual who is working in the service of life, not merely in the service of 
an exaltation of the ego. No one is an artist, however skilful a craftsman he may 
become, but only in virtue of what he can express by means of his art. It is 
possible that this readjustment of art teaching from purely artistic to psychological 
aims may be regarded as retrograde. On the other hand, the question of the part 
such an attitude to art-teaching may play in the matter of preparation for life is 
worth considering. JANE I1. SUTTIE. 


The Study of Character in School-children "Zur Frage der Schiilerchavrakteristth . 
(Internat. Zeits. f. Individ.-Psychol., Julv-Aug., 1933.) Scherke, H. 


The new task that is being set school-teachers in the study of childish character 
is a very responsible one. The understanding of personality means much more 
than a list of character traits. The writer of this article supplies an impressively 
comprehensive ‘form which, adequately filled in, will, he seems to think, convey 
the desired insight. The details of his schedule and some illustrative case-material 
are discussed at length. Jax& 1. SUTTIE. 


Max Stirner’s Neurotic Character Max Stirners nerwöser Charakter). (Internat. 
Zeits. f. Individ.-Psvchol., Julv-Aug., 1933.) Stockhammer, M. 
A long and detailed study of Max Stirner’s intimate life and writing, showing 
how entirely at variance was his really harmless and insignificant character with 
the explosive violence and assertiveness of his work. JANE 1. SUTTIE. 


Developmental Stages of the Love Life ‚Lebensstufen der Erotik‘. (Internat. Zeits. 
f. Individ.-Psvchol., Sept.-Oct., 1933.) Wexburg, E. 

An important article dealing, ın barelv seventeen pages, with the whole of 
human love hfe from cradle to grave. The main thesis is that the bridge between 
the “ ought ” of social living and the ‘‘ must ” of instinctual drive is, and certainly 
can be, the individual “ will ”, JANE I. SUITIE. 
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The Psychology of the Youth Movement [Zur Psychologie der Jugendbewegung). 
(Internat. Zeits. f. Individ.-Psychol., Sept.-Oct., 1933.) Plewa, F. 

This is an arresting indictment of the “ Wandervogelbewegung ” as the expres- 
sion of, and a hotbed for, an infantile, neurotic refusal to accept the realities and 
responsibilities of adult social and sexual life. The homosexual implications 
and the complementary devaluation of women—except as complaisant mothers— 
consequent upon such an infantile “ spoiled child ” life-pattern are freely discussed. 
Finally the possible regeneration of such youth movements so that they may form 


the basis for a truly social training for youth is briefly indicated. 
JANE I. SUTTIE. 


The Problem of Body and Soul {Zum Leib-Seele-Problem). (Internat. Zeits. f. 
Individ.-Psychol., Sept.-Oct., 1933.) Adler, A. 

Adler declares what we call soul, spirit, psyche, reason, to be the outcome of 
the eternal struggle on the part of “ vital process ’’ towards the goal of adaptation 
to the demands of the environment. Thus the soul, however transcendental the 
conception may be, must present the same basic character as the matrix from which 
it has sprung, that is, as the living cell. This basic character involves, among 
other things, the conquest of death. “ A fundamental law of life is therefore 
conquest ’’ (Ueberwindung). “ . . . to be a human being means to have an 


inferiority feeling that constantly demands to be overcome.”’ 
JANE I. SUTTIE. 


Genital Spasm as a Cause of Sexual Disharmony. (Marriage Hvgiene, vol. i, p. 76, 
dug., 1934.) Stone, H. M., and Stone, A. 

The prevalence of vaginismus, and the role it plays in sexual maladjustment, is 
not sufhciently emphasized. There are two distinct types, one of physical and one 
of psychological origin, the latter being the more frequent. It is possible for a 
couple to cohabit for a long time without actual penetration. Usually, however, 
the couple are aware of the condition, and this is a frequent cause of marital 
unhappiness. Faulty sex education in the wife often gives rise to genital spasm, 
or we mav find a history of psycho-sexual trauma in early childhood. Some 
cases require specialized psychiatric treatment. In the majority, however, simple 
explanation and instruction will be found sufficient. The hymen, if present, may 
require artificial dilatation. . M. HAMBLIN SMITH. 


The Conscious World of the Young Girl [El mundo consciente de la joven}. (Arch. de 
Neurobiol., vol. xiv, pp. 205 and 405, 1934.) Parrilla, A. 

This article presents, with accounts of illustrative interviews, an investigation 
into the development of the feminine mind. The psychical characteristics display 
conformity to a specific periodicity. The girl elaborates her world at the expense 
of her rich phantasy life. Attraction and rivalry with others are found to be neces- 
sary, as is also the need to form a centre of affection among the persons of the girl's 
immediate environment. There is a feeling of damage when the force of attraction 
is diminished or overcome by that of other girls. The girl tends to project her 
highest ideal into the persons of her environment. Temperamental oscillations 
appear to be produced by the rise or fall of the sentimental tonality to which the 
girl is subjected, so that some given attitude shows itself as the response to a par- 
ticular sentimental tone. Hence we get a tendency toa typically unstable character. 
Under a normal educational regime the girl obeys commands readily, forms an 
ethical ideal in the form of some person in her environment, and tends to devote 
her energies to that person. But when education does not proceed smoothly, we 
get marked clashes between the exterior authority and the girl’s own tendencies. 
Premenstrual and menstrual alterations may take the form of garrulity, increased 
muscular activity, and better temper. Most girls, however, experience depression 
and apathy at those periods. But the two conditions may alternate in the same 
girl. M. HAMBLIN SMITH. 
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3. Psychiatry. 


Spearman Factors and Psychiatry. (Brit. Journ. Med. Psych., vol. xiv, July, 1934.) 
(1) Introductory (p. 101). Stephenson, W. 

Spearman's psychology is founded on purely psychological concepts. Work on 
individual ditferences has, in the past, been primarily in the cognitive field. The 
two Spearman factors, g and w, provide a starting-point for study in mental hos- 
pitals and in psychiatry generally. g factor gives a warranty for the concept of 
neogenesis, the psychological description of the essentially creative aspects of 
mental activity. g is the first measurement to take about any individual, and in 
all work on individual differences g should be measured as a control. The explana- 
tion offered for w factor is that of a soul-hke agency, a process of control and organi- 
sation by a “ will“ process over the impulses, motives, instincts and desires that 
are the springs of human action. w factor is the important nucleus for factor 
experiments in the orectic sphere. Tests for p factor on which the concept of 
inertia and perseveration has been built are found to be measures of w factor under 
certain conditions. The fluency factor, f, is a property of w factor, a tapping of 
temperamental characteristics or of a certain critical-mindedness. If new facts 
peculiar to psychiatry do not appear as a result of continued factor studies, the 
methods of measurement have no place in psychiatry other than mere counting 
of frequencies. 


(2) Measurements of Mental Tension in Psychiatry (p. 105). Stephenson, W. 


Factor analysis leaves the individual intact. p tests are small but real dith- 
culties which the individual has to overcome, and upon which his psychological 
characteristics can be portrayed. Over the whole field of psychiatry f has no 
correlation with p. When the tests were applied to seventy-seven women patients 
a comparison of the p and f scores showed no case of mania with low f, and no 
depressives with low p and high f together. A high p score indicates disturbance 
of volition. Anxiety and low f, as in hysteria cases, are associated, and f indicates 
mental disturbance before p does so. 


(3) The Scope of p and f Factors in Mania and Melancholia (p. 109). Mackenzie, M. 


Correlating the p and f results of the preceding paper with the clinical condition 
of certain patients tested, the position reached is as follows: Classical mania is 
seen in the hyperactive stage of the illness with low p and high f. Classical melan- 
cholia is seen in the hypoactive stage of the illness with high p and low f. In the 
hypoactive phase of mania f remains constant while p becomes high. In the 
hyperactive phase of melancholia p remains constant while f becomes high. That 
is, f is a constant for mania while p is a constant for melancholia. Pisa variable 
in mania, while f 1s a variable in melancholia. This different relation between the 
constant and variable factors may be an important piece of evidence that mania 
and melancholia are essentially distinct disorders and that one never passes into 
the other. Cases of mania and melancholia should be tested for p and f over 
prolonged periods, during which the score changes in differing phases of instability 
should be noted, and the alphabet should be extended to include this factor of 
instability. 


(4) The Measurement of Mental Deterioration (p. 113). Simmins, C. A. 


The patients tested for p were also tested for g, and the possibility of locating 
and measuring g deterioration was explored. g is measured by visual-perceptual 
tests. A relatively large number of cases had g scores considerably lower than the 
estimates made clinically by the physicians. In most of these cases the vocabulary 
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score was average or superior. The retention of knowledge acquired before the 
illness may obscure present low g ability. To measure the degree of recent g 
deterioration, the earlier g ability must be known. This is revealed by the Terman 
vocabulary test. The vocabulary score minus the g score, after scaling for correla- 
tion, is the measure of g deterioration. In conditions such as terminal dementia and 
epilepsy the vocabulary score is not a valid measure. Analvsis of results shows 
that the more serious the condition the greater is the frequency of g deterioration 
so measured. Relatively few cases in the ordinary mental hospital show unim- 
paired g ability. Neurotic cases rarely, and mania cases frequently, show g deterio- 
ration. g deterioration was found to be greatest at Horton, less at Bethlem, and 
still less at the Maudsley. ‘These tests are of use to psychiatry, (1) to indicate 
the amount of general ability present at the time of testing, (2) to eliminate g 
from the scores of other types of mental tests, and (3) by locating and measuring 
g deterioration to isolate one factor in the patient's inability to deal etfectively 
either with the external world or with the internal world of his own past experience. 


(5) The Significance of Deterioration Measurements (p. 121). Kapp, D. M. 

The vocabulary test is an imperfect measure of original ability, but it is the best 
that has yet been devised. Since a patient’s capacity for reinstatement in the 
social world must depend on his ability to meet new situations, the psychologist’s 
measure of deterioration becomes of real prognostic significance to the psychiatrist. 
-Another method will have to be devised for specific decrements in retentivity and 
primary recall, and here the method of memory test scores, corrected for g, may yet 
prove useful. 


(6) Measurement of the Speed and Flow of Mental Activity (p. 124). Studman, G. L. 

Such qualities as talkativeness, activity, elation, self-confidence, instability 
and excitability have a common “flow ” or “ fluency ” factor, f. f tests show 
that manic patients have high f scores, and depressed patients low f scores. The 
tests involve speed of association, but the exact nature of the responses is not 
defined by the instructions. When fully determined speed tests, involving asso- 
ciations of a definite and habitual type, are applied, the difference between such 
speed tests and f tests is distinctly brought out, though f tests do correlate more 
highly with speed tests than they do with g tests. Speed tests do not differentiate 
manic and depressive patients, as do f tests. These two aspects of speed, i.e., f 
and speeded abihty, are independent and should be observed separately. The 
relation of the two in individual cases may have clinical significance. 


(7) Some Psychiatric Considerations of the f Factor (p. 131). Hubert, W. H. de B. 


Though there is no definite difference in the total f scores in certain conditions 
clinically distinct, it may be that there is a qualitative difference in the responses 
to the tests. In hysterical patients especially, repetition of the tests on the same 
patient as the clinical picture changes would be valuable in revealing the relation 
between the test findings and the hysterical personality and the hysterical symp- 
toms respectively. With regard to the extent to which the scores obtained in 
the manic-depressive group depend upon constitutional factors or on the features 
of the illness, the assumption is that the test results are related to the syndrome 
and cannot be used to demonstrate a tendency to manic or depressive attacks. 
The theories of manic over-activity in talk are discussed in relation to the test 
results of the preceding paper (6). In testing for g, practice effect may come in 
with the intelligent subject and “ drying up ” with the less intelligent. The speed 
test results show that the manic response to simple association tests is never faster, 
but frequently even slower than in the normal. f does not measure the actual 
speed of thought association, though in the manic patient the score corresponds 
more to his actual associations than in the normal subject. Probably with manic 
cases f tests measure something related to what can be described as the rate of 
deviation of the stream of thought. Joun D. W. PEARCE. 


212 EPITOME. [Jan., 


Gynacologv and Psychological Medicine. (Brit. Journ. Med. Psych., vol. xiv, 
July, 1934.) 


(1) (p. 136). Bourne, A. 


Pelvic symptoms frequently express abnormal states of mind. The mental 
condition chiefly associated with gynecological disorders is anxiety based usually 
upon some sexual difficulties. Common clinical conditions illustrating these 
associations are considered in detail. For example, there are many cases of pre- 
menstrual and menstrual dysmenorrhcea due to pelvic congestion, itself due to 
sexual excitement, frequent, unsatisfied and prolonged. In many cases the men- 
strual function serves to obtain sympathy and to attract attention. Such patients 
should be referred to the psychological physician. One must discriminate carefully 
between primarily psychogenic and primarily organic dyspareunia. The dis- 
appointment of sterility may give rise to pelvic symptoms. Uncontrollable 
eroticism at the menopause and later may necessitate psychotherapy. Gyn&- 
cologists should always be on the watch for a background of emotional disturbance 
as a possible cause of pelvic complaints. 


(2) (p. 141). Phillips, L. 

In gynæcology the student must cultivate a psychological outlook, and learn 
how to handle patients and investigate cases which are neurotic. The importance 
of a good method of approach in these cases is emphasized. Ante-natal care must 
assist the patient to approach labour in a confident, fearless and serene state of 
mind. Permanent psychic damage may result from a prolonged, difficult labour, 
but premature forceps may mean great mental trauma, should it result in stillbirth, 
which is a wrecker of so many homes. Many women have ‘‘ womb trouble ” after 
confinement—really a psychological defence against another pregnancy. New 
remedies for dy smenorrhoca frequently succeed by suggestion rather than by any 
inherent virtue. Shock or emotional strain may cause amenorrhea, w hich may 
worry the patient and lead to psychological disturbance. Menorrhagia is not 
uncommonly due to excessive sexual excitement, but in young girls it may be 
caused by overwork and worry. In irregular uterine bleeding one must never 
fail to look for an organic cause. Vaginismus usually has a psychical basis. Patient 
dilatation and suggestion are recommended. Intractable pruritus vulva may 
yield to psychotherapy. Vomiting of pregnancy without concomitant physical 
signs may respond to suggestive treatment. Frequently minor uterine displace- 
ments serve as pegs on which to hang many ailments, such conditions only too 
often being very difticult to treat. At the menopause a feeling of renunciation 
and loss is experienced, giving rise to anxiety and depression, but usually a rational 
emotional readjustment can be effected. 


(3) (p. 148). Blacker, C. P. 

The physical and psychological bearings of contraception upon gynecology 
are discussed. The syndrome of the Malthusian uterus has not been detected 
by any physician at the birth-control clinics. The practice of birth control, when 
carried out under proper medical guidance, results in the detection of pre-existing 
disease rather than in its causation. Coitus interruptus is practised very commonly 
by the working classes, but in France most gynacologists regard it as quite harmless. 
In England the testimony of its bad ettects, especially on the woman, is very strong, 
but these would appear ta be roughly commensurate with the intensity of the fear 
of pregnancy and with an indefinable psychological predisposition. The excessive 
use of contraception may lead to a profound dissatisfaction with one’s lot. It 
should be used, not for preventing children altogether, but for spacing them 


(4) ($. 154.) Edwards, F. M. 


It is useful in practice to approach all gynecological conditions with two possi- 
bilities in mind, viz., symptoms may be due to unrelieved sexual excitement, and 
they may serve to gain the patient’s ends. In other words, one should regard 
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every symptom on the one hand as the physical expression of the psyche, and, on 
the other hand, as purposive. The essence of treatment is to assist the patient 
to come to friendly awareness of her own instinctive life, and to discover how the 
sexual function (using this term in its widest sense) can be worked out in the 
circumstances of life as it is. Joun D. W. PEARCE. 


Endocrine Studies in Mental Cases. (Psychiat. Quart., vol. viii, p. 655, Oct., 1934.) 
Harris, M. M., Horwitz, W. A., and Katz, S. E. 

The authors investigated a group of mental patients with regard to the effect 
of the administration of antuitrin-S and emmenin. With few exceptions the 
patients improved clinically, in some cases immediately, but there was no evidence 
that this was otherwise than a coincidence. Antuitrin-S did not interfere with the 
menstrual functions where these were normal, but in some cases of secondary 
amenorrhaa the periods returned following antuitrin-5 administration, often 
accompanied by an improvement in the mental state. 

No notable effect which could be attributed to the treatment was observed in 
male patients with hypogenital development. Emmenin produced no notable 
clinical ettect in the cases studied. G. W. T. H. FLEMING. 


Olfactory Imagination and Olfactory Hallucinations. (Arch. of Neur. and Psvchiat., 
vol. xxxi, p. 407, Sept., 1934.) Bromberg, W., and Schilder, P. 

The authors studied the representations of smell, the after-effects and the 
phenomenology of smell and then dealt similarly with taste. They examined 12 
normals, mostly physicians, and found that the changes in the image which are 
found in optic and tactile imaginations did not take ‘place with smell. Smell ts 
essentially objective in its localization, i.e., it comes “otf” the object. The 
odour is perceived as coming from the reservoir of air in the nose. Smell is carried 
on the incoming stream of air, and is perceived in the warm envelope of air coating 
the mucous membrane. There must exist a motor factor in smell consisting of 
(1) a movement of air into the nose and (2) movements of smelling, such as sniffing 
reflexes and respiratory movements connected with breathing. The chemical- 
sense irritation is different from that of smell, occurring only with irritating sub- 
stances and is felt on the mucous membrane. Imagination of smell was ditficult 
In most subjects, and was mixed with optic imaginations. The unpleasant odours 
could be more vivid, and imagined more easily than the pleasant Imaginations. 
Imaginations were localized chiefly and with more reality in the nose, but were 
also localized in the head and in space. When taste was investigated the authors 
found that the imagination of taste could easily be accomplished. Visual images 
were noticeably present and directly connected with the object tasted. The motor 
elements, chewing, swallowing and salivating were intimately connected with the 
imagination of taste. When 40 cases of psychoses were examined, it was noticed 
that the outstanding characteristic of all hallucinated smells was their disagree- 
ableness ; they all contained organic elements and had direct or indirect references 
to the body and to bodily excrement. In psycho-analysed neurotics there was the 
same decaved character in hallucinated smells. 

Smell serves to orientate the individual to his environment, and helps to pick 
out what is desired close to one, or to reject and remove what one does not want 
near. G. W. T. H. FLEMING. 


The Problem of Sterilization. (Marriage Hygiene, vol. i, p. 9, Aug., 1934.) Havelock 
Ellis, H. 

The author regards the question of the illegality of sterilization as a legal quibble. 
If it is reasonable to consider sterilization as a permissible contraceptive when 
ottspring are no longer desired, it is equally reasonable to regard it as e 
when there is a possibilty, if not a probability, that the ottspring will fall, 
hereditary endowment, below the level needed for a fairly human life. The RN 
report of the Brock Committee demanded legislation, but it is generally held that 
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this demand will meet with no response. We may, however, be thankful that 
such legislation is unlikely to be enacted, for Acts of Parliament have, in the past, 
often almost throttled desirable improvements. What we need is simple. The 
well-to-do can already secure sterilization. We want facilities, under medical 
advice, for those who cannot afford the operation. It is only the first step that is 
ditficult. All social advance is effected by heroic pioneers who are ready, if need 
be, to become martyrs. M. HAMBLIN SMITH. 


A Study of Certain Atypical Forms of Gastric Carcinoma ‘Cancer gástrico ; estudio 
z algunas de sus formas i aga (La Semana Aledica, vol. xli, p. 745, 
Sept. 13, 1934.) Govena, J. R., and d' Amato, H. J. 

Malignant disease and psvchosis may, of course, co-exist in a patient. But, in 
their discussion of certain unustial forms of gastric carcinoma, the authors quote 
a case in which they believe that the mental symptoms (intellectual confusion, 
complete inditference to the environment, etc.) were directly occasioned by the 
malignant growth in the stomach. They maintain that the cerebral anemia 
combined with the toxemia produced by the carcinoma will account for the mental 
symptoms observed, by means of the detrimental effect which these pathological 


conditions produce upon the nutrition of the cerebral cells. 
M. HAMBLIN SMITH. 


- 


Early or Prepubertal Schizophrenia (Esquizofrenia precoctsima o prepuberal). (Arch. 
de Neurobiol., vol. xiv, p. 181, 1934.) Albo, W. L. 

The author describes a case of this condition, which has also been known by 
the names of infanto-puerile dementia precox and precocious dementia. The 
differential diagnosis from oligophrenia is not easy. Points which may assist 
are the preliminary occurrence of diminution of aftectivity and speech disturbances. 
There is progressive degeneration of the mental processes, although intermissions 
mav occur. The author holds that the condition which he describes is a true 
schizophrenia. Psycho-analytic investigation of a case of this nature would be of 
great interest. M. HAMBLIN SMITH. 


Comparative Sensitiveness of Schizophrenic and Normal Subjects to Glycerin Extract 
of Adrenal Cortex. (Endocrinology, vol. xviii, p. 576, Sept.-Oct., 1934.) 
Freeman, H., and Hoskins, H. G. 

The author administered to healthy, male schizophrenics and to healthy normal 
subjects a glycerin extract of adrenal cortex corresponding to about 450 gr. of 
cortical substance. In the first group in which the experiment lasted two weeks, 
2 out of 8 normals and 8 out of 9 patients showed a pressor response. In the second 
series extending over 4 weeks, I out of 9 normals and 7 out of 10 patients showed 


a pressor response, i.e., 182%, of normals and 79°, of schizophrenics. 
G. W. T. H. FLEMING. 


The A:tiologv of the So-called Schizophrenic Psvchoses. (Amer. Journ. Psychiat., 
vol. xci, p. 247, Sept., 1934.) Rosanoff, A. J., Handy, L. M., Plesset, I. R., 
and Brush, S. 

It is generally held that these cases constitute a heterogeneous group, and contain 
psychoses which bear little or no pathological or etiological relationship. The main 
object of this paper is to report a study of 142 pairs of twins (monozygotic 41, 
same-sex dizygotic 53, opposite-sex dizygotic 48 pairs), with so-called schizophrenic 
psychoses in one or both in each pair. The data suggest that hereditary factors 
seem to play an important part, but thev are not always present, and are, therefore, 
not essential. A large group of cases seems to occur on a basis of partial decere- 
bration, mainly of traumatic or infectious origin; the proportion of these cases 
seems to be higher in males, while the psychic factors are most often found in 
women. The trauma is often asymptomatic, or nearly so, at the time of its occur- 
rence, and probably consists of subarachnoid and subpial haemorrhages upon the 
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cerebral convexity in the frontal and parietal regions. It results in partial avulsion 
or detachment of the pia arachnoid from the surfaces of the gyri, causing inter- 
ference with the blood-supply, slow atrophy, and progressive impairment of mental 
functions. A series of twelve criteria is postulated as demanded by this theory for 
the establishment of any given syndrome as being due to decerebration from birth 
trauma. Further research is needed to clarify the nature, mechanisms and course 
of so-called schizophrenic psychoses developing in the third decade of life. 
M. HAMBLIN SMITH. 


Studies in Catatonia. IV. Electrical Skin Resistances of Catatonics during Sleep. 
(Psychiat. Quart., vol. viii, p. 722, Nov., 1934.) Forbes, T. W., and Tio- 
trouskı, Z. A. 


The writers examined Io catatonics and 4 normals using Richter’s method 
for the study of electrical body resistance. The normals showed no relationship 
between the Richter type of resistance curves and sleep. The catatonics showed a 
“greater percentage of records in which variations of resistance of more than 20,000 
ohms occurred. The number of irregularities in the curves was also slightly greater 
but less characteristic of the psychopaths than the amplitude of the fluctuations. 
There appears to be a greater minute-to-minute instability or variability of auto- 
nomic function in catatonics. 


V. Perseverational Tendencies in Catatonic Patients (p. 728). Mavs, L. L. 


The author found that catatonics showed two or more times as much persevera- 
tion as normals in all comparisons. Two types of galvanic curves appeared among 
the records, seemingly differentiating between the normals (16) and catatonics (26). 


VI. Further Investigation of the Perseverational Tendency (p. 736). Shipley, W. C. 


This investigation included a number of manic-depressive (10) and psycho- 
neurotic (9) patients. Kesistance to adaptation, degree of conditioning, degree 
of irradiation to the non-reinforced stimulus pattern and resistance to experimental 
extinction were used as evidence of perseveration in an autonomically controlled 
function, the galvanic skin response. In the first three instances the schizophrenics 
ranked highest, while in the last they fell lower than the other groups. When the 
four scores were combined the order was schizophrenics, manic-depressives, psycho- 
neurotics and normals. The two psychotic groups showed less responsiveness to 
the sound stimuli’rın the preliminary series than did the non-psychotic. 


VII. Conclusions and General Summary (p. 745). Landis, C., and Forbes, T. W. 


The writers summarize Sections I-VI, and then state that they do not feel it 
necessary to make any assumptions of a psycho-analytic nature. The variability 
of the skin resistance during sleep is an evidence of autonomic involvement, as is 
the inertia or perseveration which seems to be indicated during the waking hours 
in a function under automatic control. It is quite possible to make an orthodox 
physiological interpretation of these autonomic effects, i.e., that they indicate an 
upset of normal homeostasis which has been described by Cannon. It may be 
assumed that the disease process, the basic nature of which is unknown, has upset 
the homeostatic balance, so that in place of the well-regulated, short, rhythmical 
waves of normal physiology, there occur large alterations of organic function and 
also unusual protraction of autonomic reverberations to external stimuli. If 
catatonic postures are controlled by central nervous centres, it is quite consistent 
that the occurrence of such postures should also result from a functional upset of 
the interaction between these centres. G. W. T. H. FLEMING. 


Tuberous Sclerosis with Epilepsy (Epiloia) in Identical Twins. (Brain, vol. lvii, 
p. 227, Oct., 1934.) Fabing, H. 

The writer describes an instance of epilepsy resulting from tuberous sclerosis 

in monozygotic twins. In one the fits began at 9 years of age, in the other at 134. 
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There was a “ mirror-image ” pigmented navus on their backs and necks. One 
had a right facial paresis, the other a left one. The pre-tuberous sclerosis lesion 
may have been present in the zygote at its beginning, or may have been the result 
of injury to the zygote very early in its life. G. W. T. H. FLEMING 


Studies in Epilepsy : The Regulating Mechanisms and the Convulsive Crisis (Estudios 
sobre epilepsia : los mecanismos reguladores y la crisis convulsiva]. (Arch. de 
Neurobiol., vol. xiv, p. 71, 1934.) Prados v Such, M., and Alcalde, S. O. 


The madheatons produced in glycæmia by the factors Studien (insulin, extir- 
pation of the pancreas, adrenalectomy) do not alter essentially the conduct of the 
animals as regards the convulsions provoked by intravenous injection of an alco- 
holic solution of camphor. The different conduct which is observed in certain 
animals after the operative procedures may be independent of the modifications 
which are exercised upon the glyca@mia. The hyperglycemia observed after an 
experimentally-produced epileptic attack should be considered as a symptom 
accompany ing the crisis. This hyperglycaemia is produced by a neuro-hormonal 


mechanism, in which the suprarenal capsules are the chief factor. 
M. HAMBLIN SMITH. 


Epilepsy and Suicide Epilepsia y suicidio’. (La Semana Nled., vol. xli, Pp. 394, 
Aug. 9, 1934.) Loudet, O., and Dalke, L. M. 


In the epileptic character we can distinguish three types—the sluggish, the 
explosive and the mixed. In epileptic neurosis true suicide is more common in the 
sluggish type, which is characterized by a depressive basis, and the mechanism 
of which is that of conscious impulsion. Suicide in epileptic psychoses is com- 
paratively rare; the most common clinical form which leads to suicide is melan- 
cholia. It is necessary to differentiate true suicides from pseudo-suicides and 
accidental deaths, which increase and falsify the statistics on this subject. In 182 
cases of epileptic patients, the authors recorded 25 suicidal acts. Excluding 
pseudo-suicides, the percentage was reduced to 7. . M. HAMBLIN SMITH. 


Some Aspects of Suicide. (Irish Journ. Med. Sci., sixth series, No. 102, p. 241, June, 
1934.) JJackrlean, D. A. 

The historical and legal aspects of suicide are reviewed. Suicide occurs most 
commonly between the ages of 45 and 65, and in spring and early summer. Its 
frequency is twice as great in unemployed as in employed males. Imitation of 
method is common. With men, hanging ıs the usual method ; with women, drown- 
ing. Suicide at mght is rare. The mental processes subserving the behaviour 
of the normal and the subnormal individual are compared, and suicide is said to be 
the outcome of an inherited defective nervous system. Most suicides are true 
psychasthenics. Though they have mental anergia and a pathetic irresolution, 
they are nevertheless fighters. Narrowing of the field of consciousness leads to 
domination by a fixed idea. The ultimate motive of all suicides is a perverted 
egoism. They have no hope, therefore they have no fear. A physiological basis 
is suggested for these processes, suicide in many Instances being precipitated pre- 
sumably by a disorderly transmission of neural stimuli, which m turn may result 
from states of disease and toxemia, poisons, endocrine dysfunction and vasomotor 
aflections. Suicide appraised in terms of behaviour is an antisocial act and is 
never justifiable. Joun D. W. PEARCE. 


Concerning the Cause of Death in Certain Psychoses. (Amer. Journ. Psychiat., 
vol. xci, p. 41, July, 1934.) Davidson, G. M. 


There are cases of acute mental excitement which terminate in death within a 
few days of admission to hospital. Loss of weight, as a result of refusal of food, 
cannot explain the rapid physical failure, although improper assimilation of food 
may be an aggravating factor. It may be that the conditions are of central origin, 
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and due to hypothalamic dysfunction. The capillary dystonia may account for 
the fibrosis found in various organs and glands. The cause of death seems to be 
the capillary toxicosis, as a result of liberation in the body of toxic substances, which 
are tentatively identified with the H-substances of Lewis. This toxicosis leads to 
an extreme opening of visceral capillaries, resulting in arterial oligemia and cardio- 
vascular collapse. M. HAMBLIN SMITH. 


Psychoses in Pernicious Anamia: A Case Cured by Campolon-therapy [Ueber 
Psychosen bet perniziöser Anämie anlässlich eines nach Campolontherapie 
geheilten Falles). (Acta Psychiat. Neurol., vol. ix, p. 29, 1934.) Goldkuhl, 
Erik. 

A man, xt. 75, with a typical pernicious anemia showed a psychosis of con- 
fusional type. Treatment with various liver preparations brought an increase 
of reticulocytes, but the rest of the symptoms showed no improvement, and the 
general condition became worse. The injection of 2 c.c. campolon twice daily 
led to an improvement from a nearly moribund state to almost full health. The 
psvchosis disappeared entirely. 

The author states that he only found one case in the literature in which 
confusion is recorded. The pictures more commonly described in pernicious 
anemia can be classified into two groups: states of hyperexcitability with a 


tendency towards the formation of paranoid ideas, or else exhaustive states. 
S. L. Last. 


Post-operative Tetany with Severe Mental Disturbance ‘Un cas de tétanie post-operative 
avec troubles mentaux graves}. (Ann. Med. Psych., vol. xiv liij, p. 26, June, 
1934.) Baonville K., Lev, J., et Titeca J. 

A review of the literature concerning mental disturbances in association with 
tetany is followed by the case-history of a woman, æt. 40, who for ten years had 
sutiered from symptoms resulting from hyperparathyroidism associated with a 
parathyroid adenoma. Latterly there was evidence of thyroid dysfunction. 
Fifteen days after subtotal thyroidectomy with the removal of the parathyroid 
adenoma there appeared tetanic crises. A few days later mental symptoms super- 
vened. Treatment by intravenous injections of calcium and administration of 
parathyroid extract resulted in a disappearance of the tetany and mental symptoms 
in about three weeks. In this case, as in those described by others, the mental 
symptoms, associated with tetany from parathyroid depriv ation, are an hallu- 
cinatory confusion with crises of anxious agitation and suicidal tendencies. 

S. M. COLEMAN. 


The Sequelæ of Head Injury. (Amer. Journ. Psychiat., vol. xci, p. 190, July, 1934.) 
Strauss, I., and Savitsky, N. f 

The medical literature on the neuroses following trauma is tainted by an un- 
warranted antagonism towards the neurotic. There is a failure to distinguish 
between simulation and the neurotic response. As a result, the medical examina- 
tions are often inadequate. Three types of psychogenic disturbance following 
trauma of the head may be met with, namely, terror neuroses, psvchoneuroses 
precipitated by trauma, and secondary psychological elaborations. The terror 
neuroses usually clear up spontaneously. The psvchoneurotice syndromes coming 
on after trauma should be treated with psychotherapy. Questions of medico-legal 
significance should not be discussed with the patient, and he should be returned 
to work as soon as possible after the injury. Lump-sum financial settlement should 
be accompanied by adequate therapy. M. HAMBLIN SMITH. 


Psychic Disturbances after Head Injuries. (Amer. Journ. Psychiat., vol. xci, p. 155, 
July, 1934.) Schilder, P. 

In 35 cases of serious head injuries the state of unconsciousness was often 

followed by a state of deep clouding of the consciousness with general resistiveness. 
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This attitude is partly psychic and partly based on organic neuro-muscular com- 
ponents. In the next stage there is far-reaching disorientation in space and time. 
The period of this disturbance varies in length. When these symptoms subside, 
the picture of a Korsakov psychosis remains. Alcohol is not a necessary factor 
in the genesis of the traumatic Korsakov. The psychic material which appears 
in this post-traumatic stupor is rather impersonal. Amnesia concerning the 
accident is the rule. The changes in the ventricular grey matter are partially 
responsible for the changes in the consciousness. Special emphasis is laid upon 
the diffuse congestion of all parts of the brain, associated with universal peri- 
vascular hemorrhages. Similarity in the clinical pictures of encephalopathia 
alcoholica and post-traumatic psvchosis is due to similar pathology. The damage 
done by alcohol may predispose to traumatic changes through head injuries. Head 
injuries may directly provoke manic pictures, and probably those of depression. 
There is no proof of a traumatic origin of schizophrenia. Impairment of memory 
and judgment and emotional disturbances may persist as after-effects. In minor 
head injuries the traumatic scene may be re-lived in dream and phantasy, and may 
be mixed with paranoid attitudes. ‘ M. HAMBLIN SMITH. 


Bell’s Mania (Acute Delirium). (Amer. Journ. Psychiat., vol. xci, p. 29, July, 1934.) 
Kraines, S. H. 


There is a group of acute psychoses which has had no uniformity in nomen- 
clature or classification. This unusual group presents the syndrome of a sudden 
onset, with overactivity, great excitement, sleeplessness, apparent delirium, and 
distorted ideas. Death is the general result, occurring in about three weeks. 
There is no clear evidence of a toxic factor. Treatment is recommended in the 
form of sedatives, regardless of dosage, to enable the patient to get some rest. 
These cases have been described as typhomania, acute delirious mania, acute 
delirium, specific febrile delirium and collapse delirium. Until more definite 
findings are produced, the author suggest that the condition should be known as 
Bell’s mania, after Luther Bell who gave the first description in 1849. 

M. HAMBLIN SMITH. 


Changes in Psvchological Functions in Paresis—Part I. (Psvchiat. Quart., 
vol. viit, pp. 693 and 699, Oct., 1934.) Landis, E., and Rechnetnick, J. 


„The writers studied 100 paretics, 80 of which had had radiotherm pyrexia and 

20 malarial treatment, using the standardized psychological procedure of Kirby. 

They confirmed the findings of previous investigators with regard to the impor- 
tance of memory disturbances as the prime psychological change in the early 
states of general paralysis. Other changes occurring during the disease are, in 
order of generality of occurrence: impairment of judgment and insight, impair- 
ment in counting and calculation, abnormality in affect and mood, impairment 
in reading and comprehension, abnormality in stream of mental activity, Impairment 
in orientation, in memory of the recent past, in remote memory, in writing, abnor- 
malitv in content of thought, attitude and general behaviour. 

Improvement in retention and immediate recall is the most important psycho- 
logical change occurring during the course of recovery following treatment. 


Part II. Dubois, P. H., Mavs, L. L., and Landis, C. 


These writers found, after treatment in a group of 35 paretics, an improvement 
in intelligence test scores, motor co-ordination and speed of reaction. Most of 
this improvement is due to learning and practice plus co-operation. They used the 
Army alpha tests, two multiple choice modifications of the Koh’s block design test, 
a test of associative learning, a simple maze, a modification of the Yerkes multiple 
choice apparatus and a tapping speed test. G. W. T. H. FLEMING. 
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4. Neurology. 


The Interpretation of Radiographic Changes in the Sella Turcica. (Birmingham 
Med. Rev., vol. ix, p. 66, June, 1934.) Smith, Felix. 


The radiographic changes found in 72 cases are analysed and correlated with 
the associated pathological conditions. Many conclusions are drawn, of which 
the following are the principal: Measurement of the sella on X-ray plates is of 
limited value. Maximum destruction of the sella plus obliteration of the sphenoid 
sinus almost invariably indicates pituitary adenoma. Pituitary adenoma does not 
cause general pressure signs. Lesser degree of sellar destruction is very unreliable 
as a localizing sign. All cases of chronic posterior arachnoiditis, almost all cases of 
craniopharyngiomata, 52°, of supratentorial gliomata and 58°, of supratentorial 
meningiomata give rise to sellar abnormalities which are well marked in the last 
named. Uncomplicated cases of acoustic nerve tumour in adults do not show 
such changes. In children metasellar lesions are not accompanied by sellar 
changes. The anterior and posterior clinoid processes and the dorsum sella vary 
widely within normal limits. Joun D. W. PEARCE. 


Observations on Pellagra, with Report of a Case. (Irish Journ. Med. Sci., sixth series, 
NO. 99, p. 113, March, 1934.) Cummins, R. C. 


The case of an Irish working farmer provides the text for a review of the 
symptomatology and pathology of pellagra. The condition is attributed to 
vitamin B, deficiency, and to the presence of maize in the diet. 

Joun D. W. PEARCE. 


A New Aspect of Migraine and Certain Related Conditions. (Amer. Journ. Diges. 
Dis. and Nutr., vol. i, p. 359, Aug., 1934.) Földes, E. 


The writer puts forward the hypothesis that attacks of migraine and headaches 
of certain types develop in the presence of retention of liquid in the human organism, 
the brain tissue taking part in this retention (retentional type), or alternatively 
that these attacks develop if liquid retained throughout the body becomes mobilized, 
shifted to the brain and accumulates therein (mobilizational type). In both cases 
the intracranial pressure increases, leading to the distension of the meninges, the 
immediate cause of the headaches and other symptoms of migraine and certain 
related conditions. 

The author then develops an anti-retentional treatment. His diet has, as its 
chief aim, the prevention of the accumulations of liquid in the organism and the 
elimination of liquid previously accumulated. This diet is rich in protein, restricted 
in carbohydrate and fats, sodium chloride and liquid. In addition to the diet, 
luminal } gr. four times a day was administered to control nervous irritability or 
insomnia. ` 

Out of 30 cases treated, 14 were completely cured, in 9 the symptoms disappeared 
almost completely, in 4 the attacks diminished in frequency, severity or both ; 
in 2 cases there was complete cessation of all symptoms for three months with 
subsequent moderate relapse. In one case neither the severity nor the frequency 
of the attacks of hemicrania responded to the therapy, but the vomiting and other 
symptoms ceased entirely. G. W. T. H. FLEMING. 


Cerebral Cysticercosis [Cisticercose Cerebral. (Rev. da Assoc. Paulista de Med., 
vol. v, p. 42, July, 1934.) Sales, F. J. M. 


Cerebral cysticercosis is relatively frequent in Brazil, and with improved 
methods of diagnosis more cases will be discovered. In man. the cerebral localiza- 
tion is the most common, and it is usually seated superficially. Among the many 
clinical signs, epilepsy (either generalized or of Jacksonian type) is a symptom 
which is hardly ever wanting. As a rule there is violent headache, and mental 
disturbances may occur. Deviation of complement is the most important 
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diagnostic sign. Radiography is useful in confirming the diagnosis. Treatment 
should be medical, by ethereal extract of male fern. Radiotherapy and surgical 
measures may assist. In early cases a cure is possible. M. HAMBLIN SMITH. 


Observations on Records of Local Epileptic Convulsions. (Journ. of Neur. and 
Psychopath., vol. xv, p. 97, Oct., 1934.) Denny-Brown, D., and Robertson, E.G 


The authors recorded cerebro-spinal fluidl pressure, respiration and muscular 
movement in six patients. They found that during e epileptic convulsions the 
pressure of the cerebro- -spinal fluid shows changes reflecting passively the fluctua- 
tions of venous pressure arising chiefly from involvement of the thorax in the 
convulsion. The fluid pressure rises in sleep and there is fluctuation in drowsy 
states. Phenomena such as starts, awakening, or even local spinal reflexes may 
enhance the tendency to epilepsy, and so appear as the direct excitant of discharge. 
Such effects when they occur are examples only of the addition of one nervous 
excitation to another. The convulsive stage of the epileptic attack is essentially 
an inco-ordinated movement resulting from the difruse excitation of outgomg 
cortical neurons. 

The exhaustion of nervous activity underlving post-epileptic hemiplegia is 
related to threshold changes in the excitability of pyramidal neurons, whereas 
the intervals between attacks and the fluctuations in tendency to attacks are 
related to an unphysiological mechanism which has no defined anatomical locus. 

G. W. T. H. FLEMING. 


Apraxia in Corpus Callosum Lesions. (Journ. of Neur. and Psychopath., vol. xv, 
p. 137, Oct., 1934.) Bell, A. 


The writer describes three cases of lesions of the corpus callosum, two tumours, 
and one a degenerative lesion of the middle third of the corpus. The first two cases 
showed an apraxia of gait, the last an apraxia of the tongue and jaw muscles. The 
apraxia of gait corresponds to Zingerle’s ‘‘ Balken-Ataxie ”, and consists of 
inability to use the lower extremities for walking in the presence of good muscle 
power, and in the absence of any ataxia when the patient is tested in the recumbent 
position, 

Apraxis when not due to disease of the supramarginal gyrus results from, 
disease of the corpus callosum. G. W. T. H. FLEMING. 


Guanidine Encephalitis La encefalitis guanidınica). (Arch. de Neurobiol., vol. xiv, 
p. 461, 1934.) Marcano, d. G. 


In animals poisoned by guanidine hydrochloride, alterations in the neurons 
are found, sometimes in the form of swelling (acute intoxication), sometimes in the 
form of retraction (chronic intoxication). There is also degeneration of the neuro- 
glia. The lesions occur in the cerebrum with greater intensity than in the other 
nerve centres. It is believed that guanidine poisoning produces a typical encephalo- 
myelitis. M. HAMBLIN SMITH. 


5. Oligophrenia nn Deficiency). 


A Psychological Study of a Feeble-minded ‘ Calendar Calculator". Estudio psico- 
[eico de una débil mental calculadora del calendario). (Arch. de Neurobiol., 
vol. xiv, p. 45, 1934.) Gonzalo, R. L. 


The description of a case of a girl, aged 154 vears, with a mental age of rof years, 
who possessed remarkable powers of calculation. She appears to have been able 
to give explanation of the manner in which her results were obtained. The author 
concludes that these calculators perform their reckonings chietly by means of a 
very specialized mechanical memory, and by having recourse to coincidences and 
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dates which they record with precision. True “ mathematical calculations ” 
reduce themselves to a simple subtraction sum of two figures, starting from the 
date of the first of the month and the dates which correspond to it on the same 
day of the week (1-8-15-22-29). This particular ability of the feeble-minded 
does not consist in a true calculation, but in a mechanical operation of memory 
of difterent dates in each year by which they deduce the date of the first day of each 
month. M. HAMBLIN SMITH. 


The Relative Etiological Importance of Birth Order and Maternal Age in Mongolism. 
(Proc. Roy. Soc., Ser. B, vol. cxv, p. 431, dug., 1934.) Penrose, L. S. 


The author presents the results of the investigation of the family histories of 
224 mongolian imbeciles. The number of imbeciles in each birth rank is very 
Close to that expected on the assumption that the incidence of mongolism depends 
on maternal age and not upon birth order. There is no evidence that the long 
interval Which sometimes precedes the birth of an affected child is of causal 
significance, or that birth-order is of any statistical importance. 

G. W. T. H. FLEMING 


6. Treatment. 


Sodium Amytal as a Means of Obtaining Contact in Stuporous and Uncommunicative 
Cases. (Psychiat. Quart., vol. viti, p. 748, Oct., 1934.) Smith, P. L., and 
Schwartz, D. K. 

From a small series of cases the authors confirm previous findings that sodium 
amytal given intravenously furnishes a method of contact with some stuporous 
cases of the functional psychoses. By this means data of the mental content may 
be obtained. The dosage should be varied in accordance with the individual 
tolerance. G. W. T. H. FLEMING. 


The Effects of Sodium Amytal on the Metabolism. (Amer. Journ. Psvchiat., vol. xci, 
p. 113, July, 1934.) Dameshek, W., Mverson, A., and Loman, J. 


Large doses (1°0 grm.) given intravenously caused deep sleep, fall in systolic ` 
blood-pressure, fall in temperature, marked diminution in basal metabolic rate, 
and slight diminution in “ uptake ” of oxygen and dextrose by the brain. Small 
doses (0°25 grm.) given intravenously caused drowsiness, slight fall in systolic 
blood-pressure, slight fall in temperature, and variable effect (increase or diminu- 
tion} on the basal metabolic rate. Large doses given orally caused variable etfect 
on the basal metabolic rate. It is believed that the drug occasions a diminution 
in the oxidative processes of brain tissue. The fall in body temperature is regarded 
as due to the marked fall in heat production. M. HAMBLIN SMITH. 


The Atropine Treatment of the Post-Encephalitic Parkinsonian Syndrome. (Amer. 
Journ. Psvchiat., vol. xci, p. 151, July, 1934.) Adams, F. M., and Hays, 
Pel. 


Using a °5%, solution of atropine sulphate the authors begin with ı minim 
thrice daily, increasing each dose 1 minim daily until the fourth day, and then 
gradually increasing until the optimal dose is established (usually between 12 and 
IS minims thrice daily). The gait becomes more free, the posture more erect, the 
mask-like facial expression wears off, the patients regain a certain amount of 
Vigour and joy in life. Suitable lenses may be used to correct the dilatation of 
the pupils. In many cases toxic symptoms appeared between the seventh and 
twelfth days of treatment; these symptoms disappeared within 24 hours on 
temporary stoppage of the atropine. M. HAMBLIN SMITH. 
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Wet Packs and Prolonged Baths. (Amer. Journ. Psychiat., vol. xci, p. 73, July, 
1934.) KAindwall, J. d., and Henry, G. W. 


Both these methods are desirable forms of treatment. It is not possible to 
determine conclusively their relative efficacy. The action of both is sedative. 
Most patients prefer baths to packs. Both methods may be recommended for 
the reduction of psycho-motor activity, but they may be undesirable for patients 
whose emotional tension might be relieved by a moderate amount of muscular 
activity. Packs may be contra-indicated in some cases of catatonic excitement ; 
in such cases the struggles accentuate sadistic and masochistic tendencies, and 
may contribute to a deterioration in habits. Neither packs nor baths should be 
prescribed indiscriminately or in a routine manner. Care must be taken to 
eliminate the suggestion of punishment through the improper administration of 
packs; there must be no obvious sequence between misbehaviour and packs. 

M. HAMBLIN SMITH. 


Auto-hemotherapy in Epileptics “L’autoemoterapia negli epilettici). (Il Pisani 
vol. lii, 1932.) Bongiorno, A. 


The writer applied this treatment to a group of 25 epileptics. He injected 
from an initial dose of 2 c.c. up to 10 c.c. during a course of 20 injections lasting 
about two months. The results were not encouraging. Possibly in some cases 


where an endocrine factor is at work this treatment may be of avail. 
G. W. T. H. FLEMING. 


Family Care of Mental Patients. (Amer. Journ. Psychiat., vol. xci, p. 331, Sept., 
1934.) Pollock, H. M. 


Patients placed in suitable homes regain a measure of community life, with a 
natural environment and a greater degree of freedom. The receiving families have 
an outlet for their altruistic sentiments and an improved economic status. The 
mental hospital is relieved of many purely custodial cases. The community is 
freed from the need to erect and maintain new hospitals. The rate to be paid for 
the patients’ board should not be uniform, but should depend upon the individual 
patient’s power of performing useful work. Judgment must, of course, be exercised 
in selecting the patients for boarding out. Quiet schizophrenics, chronic manic- 
depressives and other undisturbed cases are suitable. Probably about a third of 
all resident patients might be placed in family care. M. HAMBLIN SMITH. 


Family Care of the Insane. (Amer. Journ. Psychiat., vol. xct, p. 337, Sept., 1934.) 
Thompson, C. E. 


The arrangements now in force in Massachusetts are described. The system is 
under the charge of a staff physician, who gives his whole time to community 
work. The average number of patients to a family is three or four. Family care 
is the natural step between hospital and parole. In many cases it assists in quicker 
social readjustment. It is very suitable for convalescing patients. But the success 
of the system depends upon active and continuous supervision. 

M. HAMBLIN SMITH. 


What Treatment in Early Syphilis Accomplishes. III. Comparison of Bruusgaard’s 
Work and the 3-20-Year Results of the Co-operative Clinical Group. (Amer. 
Journ. Med. Sci., vol. claxxviu, p. 678, Nov., 1934.) Stokes, J.H., etalii. 


The writers compared a group of 907 cases of treated early syphilis with 145 cases 
of untreated early syphilis observed from 3-10 and 10-20 years afterwards. Clinical 
neuro-syphilis they found 2-4 times as frequent in the untreated cases as in the 
treated. Treatment renders from 63-77° of patients symptom-free and Wasser- 
mann-negative in the 3-20 year period, compared with 24-36% without treatment. 
Even sero-negative treated patients present 1°5° to 1'2% abnormal spinal fluids 
after 3-20 years. Complications develop largely in irregularly treated patients. 
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The proportion of abnormal spinal fluids in such patients, otherwise negative, may 
Teach 4 5°, in the 3-10 year period. G. W. T. H. FLEMING. 


Chemotherapy of Syphilis and other Infectious Diseases. I. Experimental Chemo- 
therapy of Preparation No. 1717, Formaldehydesulfoxylate of 3-amıno-4- 
hydroxvbenzenearsonic acid. (Journ. Chemotherap., vol. xi, pp. 34-45, 1934.) 
Raiziss, G. W., Severac, M., and Kremens, A. 

The condensation of 3-amino-4-hydroxybenzenearsonic acid with sodium 
formaldehydesulfoxylate gave a white crystallized powder very soluble in water, 
insoluble in chloroform, ethyl alcohol, ether and acetone. Its aqueous solution 
has a pH of about 7'6 and is stable. The product contains 18°, of arsenic and 7°% 
of sulphur, theoretical 20°3 and 8'3%,. For rats and rabbits its toxicity is about 
the same as that of acetarsone. Intravenously or orally administered to rabbits 
inoculated intratesticularly with syphilis, the product was superior to tryparsamide, 
and about as effective as acetarsone in spirocheticidal action. Intraspinally 
administered, it gave satisfactory results on rabbits. 

James C. Muncu (Chem. Abstr.). 


The Treatment of Muscular Dystrophy with Glycine. (Quart. Journ. Med. (s.S.), 
vol. 111, pp. 411-35, 1934.) Cuthbertson, D. P., and Maclachlan, T. K. 


In the pre-glycine period, the greater the muscular incapacity the greater the 
creatinuria. All cases showed a temporarily increased creatinuria after the 
administration of glycine, and then the creatine excretion gradually fell, sometimes 
below the pre-glycine figure. There was clinical improvement in the majority of 
cases and none became worse. JOHN T. Myers (Chem. Abstr.). 


The Relation of Occupational Therapy to the Education of the Sick Child. (Occupat. 
Ther. and Rehabil., vol. xiii, p. 169, June, 1934.) Hinenburg, M. 

Occupational therapy is not limited to the therapist trained as such, but belongs 
also to the field of other trained workers, viz., the teachers, house-mothers and ward 
welfare workers, who provide a very full programme of educational, diversional 
and recreational facilities for the children in the Montefiore Hospital, New York. 
There is a well-balanced school curriculum with competitive interests. Outdoor 
activities and games are arranged without interference with medical and nursing 
care, and clubs for boys and girls assist in character formation. To develop such 
a programme for children an occupational therapist would require to have all the 
qualifications of a teacher, a house-mother and a director of social activities, 

JOHN D. W. PEARCE. 


The Future of the Handicapped. (Occupat. Ther. and Rehabil., vol. xiii, p. 155, 
June, 1934.) Bullis, H. E. 

To ensure mental health one must acquire and develop an interesting occupation, 
worthy avocations, friendly intimacies and a philosophy embodying faith in the 
future. The handicapped child who shouid be thus equipped can then be taught 
how to face reality, to expand his areas of interest, to be sympathetic towards 
those less fortunate than himself, and to cultivate a sense of beauty. 

Joun D. W. PEARCE. 


The Relationship of Physical Therapy and Occupational Therapy. (Occupat. Ther. 
and Rehabil., vol. xiii, p. 69, April, 1934.) Krusen, F. H. 

Despite the very close relationship of physical and occupational therapy, in 
most institutions the two departments are entirely separate. To obtain better 
co-ordination the departments should be combined, preferably being accommodated 
together and under the control of one medical director. Technicians should be 
trained in both subjects in recognized schools. In many conditions, such as plastic 
surgery, back injury and heart disease, the two methods of treatment should be 
used simultaneously. JoHN D. W. PEARCE. 
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Special Ward Work in a Mental Hospital. (Occupat. Ther. and Rehabil., vol. xii, 
p. 93, April, 1934.) Pfeifer, H. 
The preparation of the acute mental patient for occupational therapy is termed 
“ special work ’’. By painstaking individual attention the therapist endeavours 
to establish a friendly relationship with the patient. She strives to awaken his 
interest in occupational activities, and she helps and encourages him in such work 
until he becomes able to join a group. Joux D. W. PEARCE. 


Beauty Shop. (Occupat. Ther. and Rehabil., vol. xiii, p. 107, April, 1934.) Larson, A. 


In the Milwaukee County Hospital for Mental Diseases the beauty shop is part 
of the occupational therapy department. Simple beauty operations, such as hair 
cutting, curling, finger-waving, shampooing and manicuring, create a sense of 
well-being, and restore personal pride and self-esteem. The cost of the treatment 
is very small, as patients are trained to assist in the work. A facial massage, 
restful and relaxing, usually quietens a hyperactive and noisy patient, and the 
treatment helps to revive hope in a depressed subject. JoHN D. W. PEARCE 


The Hospital Superintendent Looks at Occupational Therapy. (Occupat. Ther. and 
Rehabil., vol. xiii, p. 143, June, 1934.) Keller, P. 


In general hospitals the patient’s personality must not be forgotten. A patient 
whose hands are kept busy has his mind occupied. The occupational therapist 
can thus enable him to maintain his usual mental habits, attitudes and outlook. 
In this way one creates happy patients who become enthusiastic publicity agents 
for the hospital. By facilitating recovery the number of hospital days per patient 
is reduced. The patient who has found in illness a way of escape from responsi- 
bility will be guided back to normal working life. The clinic workshop is primarily 
for those who can be nursed back to economic usefulness. To be successful the 
occupational therapy department must be directed by a highlv qualitied, competent 
person with well-trained subordinates. Joun D. W. PEARCE. 


Vocational Advisement of Disabled College Students. (Occupat. Ther. and Rehabil., 
vol. xiti, p. 179, June, 1934.) Williamson, E. G., and Christian, 4. M. 


To make students aware of their unique aptitudes for some types of work, and 
their disabilities for other tvpes, there is a testing bureau at the University of 
Minnesota. Ability is a unique trait which may or may not be coupled with 
ambition, trustworthiness or other desirable personality traits. The methodology 
of the bureau is to depend upon objective diagnosis of ability for work before 
encouraging the student to plan his professional future, for the world will require 
of disabled students a quality of professional work comparable to that of individuals 
who are physically normal. The diagnosis of a student's vocational possibilities 
is based on data including school reports, personal interviews, and special tests, 
such as measurement of general aptitude for college work, mechanical ability, 
artistic taste, vocational interests and preferences, finger and wrist dexterity, etc. 
All kinds of physical and mental disabilities are dealt with. Vocational problems 
are divided into eight main groups: 

I. Aptitudes satisfactory, but vocational choice unsatisfactory owing to physical 
disabilities. 

2. Inadequate provision of financial aid for vocational training. 

Disabled failing to achieve the maximum of their mental capacity. 

Poor physical and mental qualifications for other than routine work. 
Specialized ability plus moderate physical or mental handicap. 

Cases requiring special vocational training courses at the University. 

Cases of disabihty recognized during university course. 

Physical handicaps not of themselves disabilities for professional work of 
any type. Joux D. W. PEARCE. 


ee 
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7. Pharmacology. 


The Action of Gold Therapy on the Nerves. (Presse med., vol. xlii,-pp. 478-80, 
1934.) Chavany, J. A., and Chaignot, A. 


Secondary effects of gold therapy are pain, anxiety and insomnia. 
A. E. MEYER (Chem. Abstr.). 


Marihuana Intoxication. (Amer. Journ. Psychiat., vol. xci, p. 303, Sept., 1934.) 
Bromberg, W. 


Marihuana is the Latin-American name for a cigarette preparation of the hemp 
plant, the active principle of the drug being cannabis sativa. A study of the relation 
between violent crime and marihuana showed no direct relation; but in psycho- 
pathic types the drug may allow the emergence of aggressive tendencies. The 
addiction is not on the same deep physiological level as that of morphia. The 
clinical pictures may be divided into three groups—acute intoxications, emotional 
reactions, and toxic psychoses due to a mixture of drug effects with a basic psychosis. 
The patient presents a change in time perception with motor phenomena, distur- 
bance of consciousness with difficulty in memory retention, feelings of unreality 
which may appear as panic-states, and a mood reaction consisting of elevation 
with periods of boisterous laughter. There is a very interesting relationship 
between the feelings evoked by the change in the subjective sensation and the 
subjective feelings entertained by schizophrenics. M. HAMBLIN SMITH. 


Variations of Reaction of Different Parts of the Central Nervous System as Influenced 
by Depressant and Stimulating Drugs. (Journ. of Lab. and Clin. Med., 
vol. xx, p. 1, Oct., 1934.) Jackson, D. E. 


The author, experimenting on dogs, points out that no two general anæsthetics 
or hypnotics possess the same action on the central nervous system. When the 
anæsthesia produced by each of two substances appears to be exactly the same, a 
marked difference may frequently be shown if a substance having a specific stimu- 
lating action on some particular part or centre of the central nervous system be 
injected to counteract the anæsthesia. In a dog anæsthetized with ether, metrazol 
produces marked generalized tremors or convulsions, but with little or no specific 
stimulation of the respiratory centre. In a dog anæsthetized by evipal, metrazol 
produces marked specific stimulation of the respiratory centre without any symp- 
toms of tremors or convulsions. In a dog anæsthetized with trichlorethylene, 
metrazol produces a combination of these reactions. The respiratory centre is 
stimulated, and some tremors and convulsive twitchings are produced. 

G. W. T. H. FLEMING. 


The Influence of Morphine on the Glycogenic Regulating Mechanism [La influencia 
de la morfina sobre los mecanismos glucorreguladores]. (Arch. de Neurobiol., 
vol. xiv, p. 191, 1934.) Valenciano, L., and Ortega, L. 


The authors accept the view of Antón and Jacobi that morphia not only dogs 
not stimulate, but that it inhibits the glycæmic curve. The investigations of 
Haug on the hepatic function in chronic poisoning by opiates indicates that there 
exists an evident insufficiency of the hepatic function in morphinists. 

M. HAMBLIN SMITH. 


Luvasyl, a New Anti-Epileptic Drug. (Deutsch. med. Wochenschr., vol. lx, p. 828, 
1934.) Roggenbau, C. 


Luvasvl, a compound preparation containing phenylethylbarbituric acid and 
ethylene diamine, acts favourably in reducing attacks of epilepsy. 
A. GROLLMAN (Chem. Abstr.}. 
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Central Blood Sugar Regulation. II. Barbital or Phenobarbital. (Zeit. Ges. Exptl. 
Med., vol. lxxxiv, pp. 29-49, 1932.) Högler, F. 

Blood sugar is practically unaffected by barbital and phenobarbital, but 
adrenaline hyperglycaemia is increased. Ergotamine (in doses otherwise inactive) 
with barbital causes hypoglycemia; atropine causes hyperglycemia. Hvypo- 
glycemia following small (not large) doses of insulin is increased and extended by 
both hypnotics. B. C. A. (Chem. Abstr.). 


Experimental Investigation on the Site of Action of Luminal in the Brain of Rabbits 
(Experimentelle Untersuchungen über den Angriffspunkt des Luminals im 
Gehirn bei Kaninchen). (Acta Psychiat. et Neur., vol. ix, p. 129, 1934.) 
Sahlgren, E. . 

If luminal sodium is injected in the infundibulum itself or its neighbourhood, 
sleep could be produced with doses which would have no effect if administered 
intramuscularly or intravenously. As a control, luminal was injected in other 
parts of the brain and cerebellum, where it had no ettect. A further control 
consisted in the injection of other substances (methvlacetamine and physiological 
NaCl solution) in the infundibulum and other parts of the brain, without producing 
sleep. S. L. Last. 
The Mechanism of Gastro-intestinal Inhibition of Barbituric Acid Compounds. 

(Journ. Pharmacol., vol. l, pp. 420-4, 1934.) Quigley, J. P., and Phelps, 
K. R. 

In dogs with vagi cut, intravenous administration of sodium pentobarbital or 
sodium barbital produces an inhibition of gastric tone and motility ; hence they 
depress smooth muscle by direct action or by action on intrinsic nerves. 

T. H. Rrper (Chem. Abstr.). 


Pharmacological Action and Degradability of Certain Barbituric Acid Derivatives. 
(4d poth. Zty., vol. 49, p. 744, 1934.) Gutschmidt, J. 

The various barbituric acid derivatives are discussed from the standpoints of 
constitution and toxic phenomena, notably the attempts which have been made 
to eliminate the disagreeable after-effects first noted after ingestion of diethyl- 
barbituric acid. W. O. E. (Chem. Abstr.). 


Acute Barbital Poisoning. (Deutsch. z. ges. gericht. Mea., vol. xxii, pp. 452-60, 
1934.) Scheidegger, S. 

A few hours after barbital administration, changes in the ganglion cells were 
clearly discerned. Lipoid degeneration was particularly pronounced. In the 
region of the brain błood-vessels there was partial hæmolysis. 

F. K. (Chem. Abstr.). 


8. Pathology and Biochemistry. 


The Urea Content of the Brain in the Newborn. (Klin. Wochenschr., vol. xiii, pp. 
622-4, 1934.) Braendli, C. 

There is no correlation between the Drain urea content of newborn infants and 
either the length of labour or their body-weight. The most active. formation of 
urea occurs within the first few days post-partum. The largest quantities are 
found in infants with kidney uric acid infarcts. HARRY EAGLE (Chem. Abstr.). 


Phagocytic Behaviour of Interstitial Cells of Brain Parenchyma of the Adult Rabbit 
toward Colloidal Solutions and Bacteria. (Arch. Pathol., vol. xviii, pp. 50-71, 

1934.) Lebowich, R. J. 
Silver reduction demonstrated the phagocytosis of coloured colloidal particles, 
blood-pigments and bacteria by a minority of the transitional microglia cells in 
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experimental lesions in the rabbit brain, but not in normal resting and dividing 
microglia cells. The storage of vital dyes by transitional microglia cells is an 
additional fact pointing to their mesenchymal origin. No phagocytosed vital 
dve particles, blood-pigment granules or bacteria were observed in silver-reduced 
neuroglia and oligodendroglia cells. There is a distinct relationship between the 
phagocytic capacity of the microglia cells and their maturity. The failure of the 
endothelial cells of the cerebral vessels of the rabbit to store vital dves, blood- 
pigment, bacteria, etc., places them outside the class of specific phagocytic endo- 
thelial cells. The actively phagocytic adventitial cells of Marchand supplement 
the protective function exercised by the hemato-encephalic barrier. 
H. F. H. (Chem. Abstr.). 


The Presence of Arsenic in the Brain, and its Relation to Pericapillarv Hamorrhages 
or So-called Acute Hemorrhagic Encephalitis. (Amer. Journ. Clin. Path., 
vol. iv, pp. 362-9, 1934.) Osterberg, A. E., and Kernohan, J. W. 


Arsenic is found in the tissues of the central nervous system after the adminis- 
tration of organic compounds containing arsenic, and may frequently cause the 
condition known as hemorrhagic encephalitis. After the ingestion of inorganic 
arsenic it is found in the central nervous system, but seldom causes haemorrhages. 

E. R. Main (Chem. Abstr.). 


The Effect of Hvperpvrexia upon the Phosphorus Partition of Whole Blood in Paresis. 
(Journ. Lab. Clin. Med., vol. xix, pp. 1045-9, 1934.) Sackett, De L., and 
Turner, A. W. 


The acid-soluble phosphorus of the blood appears to be converted into lipin 
phosphorus after treatment of paresis by hyperpyrexia, produced by the electric 
blanket method or by inoculation of tertian malaria. The total phosphorus 
content is unchanged. E. R. Matin (Chem. Abstr.). 


Histological Changes in Acute Ammonia (Aqueous Ammonia Solution) Poisoning, 
with Particular Consideration of the Central Nervous System. (Deutsch. z. 
ges. gericht. Med., vol. xxiii, pp. 225-34, 1934.) Fazekas, Gy. I. v. 


Ammonia was found to be not only a local corrosive poison, but also a general 
poison. Both formed elements of the blood and the endothelium of the vessels 
were severely injured. An acute fatty degeneration wes produced in many organs, 
especially liver and kidneys. A severe lipemia was associated with severe injuries 
in the ganglion cells of the cerebral cortex. 

FRANCES KRASNOW (Chem. Abstr.). 


Pyruvic Acid and the Avttaminotic Brain. (Proc. Physiol. Soc. Journ. Physiol., 
vol. lxxxi, p. 22, 1934.) Peters, R. A., and Thompson, R. H. S. 


Pyruvic acid is formed by avitaminotic pigeon brain (not by normal) during 
respiration in lactate solutions, and disappears largely upon addition of vitamin B. 
J. F. Lyman (Chem. Abstr.). 


A New Method of Study of the Brain Capillaries and Application to the Regional 
Localization of Mental Disorder. (Journ. of Anat., vol. lxix, p. 62, Oct., 1934.) 
Pickworth, F. A. 


The writer describes a method for making all the blood-vessels easily discernible 
in thick sections of the brain. This is achieved by reaction between the hemo- 
globin and a benzidine-nitroprusside mixture under the influence of a weak 
oxidizing mixture. This method shows up areas of anemia and congestion. From 
a study of over a thousand sections of brains of mental patients the writer comes 
to a variety of conclusions. It is surprising that the vascularity of the brain is 
only about one-sixteenth of that of the kidney. The preponderance of vascular 
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abnormalities is in the cerebral cortex ; in many cases there was an almost complete 
anemia of the outer half of the cortex. In many cases it is the subcortical part 
of the brain which is almost devoid of normal staining hemoglobin, merely the shell 
of the cortex showing the vessel stain. These and the smaller ischemic areas 
indicate neighbouring brain paralysis ; congestion may be associated with increased 
irritability of brain tissue. Loss of brain substance follows continued ischzmia, 
which becomes evident as a reduction of thickness of the cortex, or as changes in 
the pattern of the architecture. In some cases softenings quite unsuspected during 
life were found, varying in size from microscopic areas to an inch or more in 
length. These were found in any part of the white matter of the brain or its stem. 
Capillary hemorrhages were commonly seen occurring in great numbers in the basal 
ganglia in those cases showing choreiform symptoms during life. Abnormalities of 
the tissues adjacent to the lateral and third ventricles were not uncommonly 
present. G. W. T. H. FLEMING. 


The Brain Changes in Chronic Alcoholism and Korsakow's Psychosis. (Journ. of 
Nerv. and Ment. Dis., vol. lxxx, p. 629, Dec., 1934.) Warner, F. J. 


The writer presents seven cases of chronic alcoholism, including two of Korsa- 
kow’s psychosis. The microscopic findings were not characteristic, and consisted 
of chronic changes with pigment atrophy or chromatolysis. There does not appear 
to be any constant localization of the lesions in the brain. They may be cortical, 
striatal, cerebellar, medullary or in the midbrain. There is no correspondence 
between the severity of the clinical symptoms and the degree of changes. 

G. W. T. H. FLEMING. 


An Unusual Type of Cortical Gliosis. (Journ. of Neur. and Psychopath., vol. xv, 
p. 160, Oct., 1934.) Stewart, R. M. 


The author describes an unusual case of a feeble-minded male with Erb’s 
juvenile type of muscular dystrophy. During life the patient also showed a 
symmetrical enlargement of the salivary glands. The terminal illness was ushered 
in by a marked and persistent hypothermia, bradycardia, low blood-pressure, 
profuse salivation, repeated vomiting, myosis, and a positive oculocardiac retiex. 
The author suggests that these symptoms were due to a sudden failure of the 
autonomic nervous system, i.e., an acute vagotonia. The sympathetic cells of 
the intermediolateral cell columns in segments D.8 and L.1, of the anterior part 
of the hypothalamus and the cells of the dorsal nucleus of the vagus showed 
evidence of chronic cell shrinkage with lateral displacement of the nucleus. In the 
cerebrum there were several hundred small, circular, raised, wart-like plaques, 
most numerous on the frontal convolutions, least numerous posteriorly, with none 
on the occipital region. The sclerotic process only affected the superficial lavers 
of the cortex. There was little resemblance to the conditions found in tuberose 
sclerosis. Groups of atypical nerve-cells resembling neuroblasts were found in the 
superficial strata of the cortex. The author regards it as a congenital condition 
of generalized glial hyperplasia limited to the grey matter. | 

G. W. T. H. FLEMING. 


Histopathology of the External Geniculate Body. (Arch. of Neur. and Psychiat., 
vol. xxxii, p. 763, Oct., 1934.) Steegman, A.T. 


The writer studied the cellular changes in the external geniculate body in a 
wide variety of toxic, infectious and degenerative conditions. In severe infections 
and toxzmias the ganglion cells undergo swelling and chromatolysis, and especially 
the change described by Nissl as severe cell disease. The most common change in 
the ganglion cells was pigment atrophy. Cells undergoing degeneration from 
interruption of the visual pathways or from subacute and chronic degenerative 
discases develop an excessive accumulation of lipoid pigment. The reaction of 
glia cells was varied, according to the intensity and duration ot the disease process. 
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In acute encephalitis the lateral geniculate body shows perivascular round-cell 
infiltration, increase of neuroglia, etc. In meningitis and uremia definite changes 
occur. In epilepsy the type of change in the ganglion cells is similar to that 
observed by Scholz in the cortex in status. The nuclei are shrunken, darkly stained 
and irregular in shape, the cytoplasm undergoes vacuolation and disintegration. 
There is a moderate increase in all types of glia cells, of which a number have 
hvperchromatic nuclei and undergo regressive changes. Small groups of macroglia 
cells occur. G. W. T. H. FLEMING, 


Pathology of the Central Nervous System in Canine Black Tongue. (Arch. of Pathol., 
vol. xviii, p. 459, Oct., 1934.) Crane-Lillie, M., and Rhoads, C. P. 


Black tongue in dogs resembles pellagra. The authors found in rr dogs dying | 
of black tongue, disintegration of myelin, alterations of the axons and degenerative 
changes in nerve-cells resembling those found in pellagra and in animals deficient 
in the vitamin B, complex. G. W. T. H. FLEMING. 


Narcotics and Brain Oxidations ; Reversibility of Narcotic Action in Vitro. (Biochem. 
Journ., vol. xxviii, p. 1521, Sept., 1934.) Quastel, J. H., and Wheatley, 
A.: H.M. 


Brain slices can be washed in a phosphate-saline-glucose medium without 
seriously affecting the respiration of the tissue. Using these slices it is possible 
to demonstrate reversibility of the strong inhibitory action of the narcotics 
chloretone, luminal and hyoscine on brain respiration. The reversibility occurs to 
the extent of at least 70%, and was complete in a number of instances. 
Reversibility was also shown with mescaline and tyramine, which also inhibit brain 
oxidations. No reversibility was found with indole, which is a powerful inhibitor 
of brain respiration. These narcotics inhibit respiration by competing with a 
substrate (probably lactic acid) at the active surfaces of the brain-cells. 

G. W. T. H. FLEMING. 


The Lipases of Cerebro-spinal Fluid. (Boll. Soc. Ital. Biol. Sper., vol. ix, p. 170, 
1934.) Gozzano, M. 


Experiments were made on cerebro-spinal fluids from patients affected with 
various diseases of the nervous system. The lipolytic power was determined by 
the method of Rona and Michaelis. To 4 c.c. of liquid was added 6 c.c. of a satu- 
rated solution of tributyrin in a pH 7'6 phosphate buffer. The surface tension 
was determined immediately and the tubes were placed in an incubator at 42-43°. 
The surface tension was again determined after two hours, and also after twelve 
hours. All the fluids tested showed tributyrin hydrolysis, which varied in rapidity 
and intensity for the various fluids. There was no relation between the lipolytic 
activity, kind of disease and intensity of the change of the fluids. 

PETER Masucci (Chem. Abstr.). 


The Lipases of Nerve Tissue. (Boll. Soc. Ital. Biol. Sper., vol. ix, p. 167, 1934.) 
Gozzano, M. 


Lipases were determined by measuring, with a stalagmometer, the increase in 
surface tension of a tributyrin solution placed in contact with an aqueous extract 
of nerve tissue. The results indicate that nerve tissue has a fairly marked tribu- 
tyrin-splitting power; the grey matter is more active than the white matter. 
Compared to other organs, the lipase activity of nerve tissue is considerably less 
than that of liver, kidneys, pancreas and blood-serum ; less than suprarenals ; 
slightly less than muscle tissue. The tributyrin-splitting enzyme is quite resistant 
to quinine, much more so than normal blood-serum. Sodium salicylate, urotropine 
and morphine inhibit the action slightly; catieine moderately; chloroform strongly. 
Antipyrine and strychnine are inert. PETER Masucci (Chem. Abstr.). 
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Behaviour of Blood-Sugar of Dementia Precox Patients Treated with Sulfur (Sulfosin) 
(Acta Med. Scand., vol. Ixxx11, p. 567, 1934.) Izikowntz, S. 


About six hours after the injection of sulfosin there is a lowering of the blood- 
sugar. The hyperthermic phase following the injection is frequently accompanied 
by hyperglycemia. S. MorGutis (Chem. Abstr.). 


Vegetative Nervous System and the Hydrogen Sulphide Balneological Procedures. 
(Acta Med. Scand., vol. lxxxit, p. 492, 1934.) Kwint, L. 


Clinical evidence of a change in the sympathetic tone under the influence of 
the hydrogen sulphide bath is given. The effect is always one of restoring the 
balance between the components of the vegetative nervous system. 

S. Morcu tis (Chem. Abstr.). 


The Influence of the Cerebral Cortex upon the Respiratory Exchange.—II. (Arch. Sct. 
Biol. (U.S.S.R), vol. xxxiv, pp. 69-75, 1934.) Olnyanskaya, R. P. 


Previously (Physiol. Journ. [U.S.S.R.], vol. xv, No. 4 [1932]), it was established 
that with isolated action of a stimulator, previously related to performance of 
physical work, the respiratory exchange alters in the same direction as with work 
alone. On the basis of further experiments on human subjects the author concludes 
that all stimuli, previously related to work, when applied alone produce an increased 
rate in all tissue metabolic processes, as measured by the rate of the respiratory 
exchange. This demonstrates the influence of the nervous system upon metabolism. 
The conditioned reflex mechanism of this process demonstrates that the higher 
co-ordination centres regulating metabolism are located in the cortex of the cerebral 
hemispheres. 


III. Ibid., pp. 79-94. 

The experiments were performed on individuals with blocked conditioned 
respiratory exchange reflexes. Such inhibitions can be released by means of 
administration of caffeine or alcohol, which render the reflexes operative for a 
long time without further use of the drugs. The caffeine method can be used for 
the differentiation between a blocked conditioned reflex and the absence of the 
reflex. Experiments on groups of working men in factories as well as in laboratorv 
experiments further confirmed the above theory that the stimulating signals 
associated with work are conditioned reflex stimulators, and cause an increase in 
metabolism, such as would be produced by work itself. The increased respiratory 
exchange observed in workers for prolonged periods (5-6 hours) before the actual 
beginning of work is described as a conditioned excitement or sustained stimulation 
commonly present in individuals. The rele of these factors in the physiology of 
work is emphasized. W. A. PERLZWEIG (Chem. Abstr.). 


The Blood-Brain Barrier in Infectious Diseases: Its Permeability to Toxins in 
Relation to their Electrical Charges. (Lancet, vol. i, pp. 719-24, 775, 1934.) 
Friedemann, U., and Elkeles, A. 


The blood-brain barrier is a selective mechanism regulating the exchange ot 
substances between the blood and brain, and is localized in the walls of the cerebral! 
capillaries. Diphtheria, tetanus and botulinus toxins, which carry a negative 
charge at the pH of the blood, do not pass the blood-brain carrier. Lamb dysentery 
‘toxin, which is neutral, and cobra venom, which carries a positive charge, pass the 
barrier. The toxins which pass the barrier are characterized by rapidity of action 
and by the absence of an incubation period. The permeability of the barrier to 
the toxins is determined by: (1) Artificial perfusion of the brain, (2) auxoneuro- 
tropic effect, (3) comparative determinations of the lethal dose of the toxin given 
by intravenous and intrathecal routes, and (4) identification of the toxin in the 
brain after intravenous injection. E. R. Marin (Chem. Abstr.). 
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The Immunologic Specifcitv of Brain Tissue. (Journ. Immunol., vol. xxiv, pp. 
193-211 [1933]; Physiol. Abstracts, vol. xviii, p. 749.) Lewis, J. H. 


Suspensions of foreign brain tissue, but not those of rabbit brain, produce 
antibodies when injected into rabbits. Similar antigenic power is shown by 
alcoholic extracts of all brains, including that of the rabbit, when mixed with 
a foreign protein (pig serum). These anti-sera to brain suspensions or extracts 
do not react with suspensions or alcoholic extracts of the liver, kidney, heart, 
spleen and lungs of homologous or heterologous species, nor do they react 
with blood-serum. The brains of all animals tested cannot be distinguished 
by complement-fixation reactions with a brain anti-serum. Brain anti-sera react 
strongly with suspensions or alcoholic extracts of the testes of all the anımals 
examined with suspensions of the spinal cord and all parts of the brain, and with 
common cholesterol (from nervous tissue) ; no reaction is given with egg lecithin. 
Brain tissue has, therefore, a marked organ specificity, and anti-sera to it react 
with no other organ, with the exception of the testicle. G. G. (Chem. Abstr.). 


The Serological Differentiation of Peripheral Nerves, especially those of the Autonomous 
System, from the Cerebral Cortex. (Zeitschr. Immunitats., vol. lxxxii, p. 65, 
1934.) Plaut, F. 


Immunization of rabbits with suspensions of vagus and svmpathetic nerves 
produces anti-sera which give a generalized unspecific nerve-tissue reaction with 
alcohol extracts. If, instead of alcohol extracts, the residues of the extracts 
taken up in sodium chloride are used as antigen; the sympathetic and vagus nerve 
preparations do not react with the anti-sera; the sciatic nerve reaction 1s weakened 
but the reaction with brain is unchanged. If the residues are redissolved in alcohol, 
they all become active again. With the use of boiled suspensions, the sympathetic, 
vagus and sciatic nerve antigens could not be differentiated, although there was a 
more or less sharp differentiation between brain and the three nerves. The adrenal 
medulla, ontogenetically related to the sympathetic nervous system, reacted like 
other neurohaptens. Anti-sera for adrenal medulla reacted as other neuro-anti-sera, 
but showed no closer relationship of the adrenal medulla to the sympathetic than 
to other nerve tissue. Jurian H. Lewis (Chem. Abstr.). 


The Serological Differentiation of White and Grey Matter of the Nervous System. 
(Zeitschr. Immunitats., vol. lxxxi, pp. 410-32, 1934.) Reichner, H., and 
Witebsky, E. 


Rabbits immunized with boiled suspensions of the fibres of the centrum semi- 
ovale and nervus ischiadicus, and the grey matter of the nucleus caudatus and of 
the cornu ammonis, form anti-bodies which are specific for alcoholic brain extracts. 
Anti-sera for grey matter or white matter show a dominant reaction for the homo- 
logous antigen. This dominance is independent of the topical or species source 
of the antigen. Immunization with the cerebellum, medulla and sacral cord forms 
antibody with a dominance of white matter reactivity. Alcoholic extracts of the 
whole brain of adult mammals react about equally with anti-sera for grey and white 
matter. White-matter anti-sera are organ-specific with the alcoholic extract of 
fish brain, but not with that of embryonal brains. Grey matter anti-sera reacted 
just the reverse. While anti-sera of grey and of white matter give only a relative 
ditterentiation between grey and white matter, embryonal-brain and fish-brain 
anti-sera give an absolute differentiation. JuLtian H. Lewis (Chem. Abstr.). 


The Distribution of the Brain Antigen in the Nervous System. (Zeitschr. Immunitäts., 
vol. lxxxi, pp. 46-56, 1933.) Plaut, F. 


The brain antigen is widespread in the nervous system, being found in the 
cortex of the cerebrum and cerebellum, the white matter, the spinal cord, the 
spinal cord roots, the sympathetics, the vagus, the posterior lobe of the hypophysis 
and the pineal gland. It is missing only in the anterior lobe of the hypophysis. 
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There is no quantitative difference in the amount of antigen in these structures, 
except in the posterior lobe of the hypophysis, where there is less. 
Jurian H. Lewis (Chem. Abstr.). 


The Reactivity of Spirochete Anti-serum with Brain Extracts. (Zeitschr. Immunitäts., 
vol. lxxx, pp. 222-32, 1933.) Gottlieb, H. 

The sera from rabbits immunized with spirochetes reacted usually, but not 
always, with brain extracts. Also they reacted with lecithin from bovine brain, but 
not with egg lecithin or lecithin from bovine heart. The anti-spirochete serum 
heated to 60-63° loses its reactivity with brain extracts, but not with spirochetes. 
Anti-brain sera, however, is thermolabile for both spirochaete and brain extracts. 
Spirochete antisera obtained from guinea-pigs react solely with spirochete extracts, 
and not with brain extracts or cholesterolized heart extracts as do the antisera from 
rabbits. These experiments indicate that brain and spirochetes have a lipoid 
antigen in common, while spirochetes have a specific antigen, probably of protein 
nature. Jurian H. Lewis (Chem. Abstr.). 


The Serological Specificity of the Pineal Body. (Zeitschr. Immunitäts., vol. Ixxix, 
pp. 335-47, 1933.) Witebsky, E., and Reichner, H. 

By immunizing rabbits with a boiled suspension of bovine pincal body, anti- 
serums are obtained which react with extracts of brain and pineal body. The 
pineal body anti-serum reacts similarly to brain anti-sera. Serological differen- 
tiation of brain and pineal body is not possible. With anti-sera produced with 
unboiled native suspensions of pineal body a differentiation of the two organs can 
be made. This action in the latter case is due, not to lipoids, but to an interference 
of an alcohol-insoluble, heat-labile protein. Jurrian H. Lewis (Chem. Abstr.). 


The Use of Standardized Follicular Sex Hormone (Progynon) in Nervous and Mental 
Disorders Associated with an Hypo-ovarian State. (Clin. Med. Surg., vol. 
xli, pp. 255-9, 1934.) Dunn, C. W. 

The maximum single hypodermic dose of 2,000 rat units aborts some attacks 
of migraine, vasomotor disturbance, etc., in patients with hvpo-ovarism, although 
in severe forms two or three doses per day are advisable. Smaller oral doses have 
served for maintenance and in mild cases. T. H. Riper (Chem. Abstr.). 


The Effect of Dinitrophenol on the Metabolism as seen in Schizophrenic Patients. 
(New Eng. Journ. Med., vol. ccx, p. 1206, 1934.) Looney, J. M., and Hoskins, 
R.G. 

The administration of 2,4-dinitrophenol in doses of 3 to 4 mgrm. per day for a 
period of 7 weeks appeared to produce no harmful effects. The basal metabolic 
rates were increased by 50%. The non-protein nitrogen, urea nitrogen and uric 
acid nitrogen of the blood at first increased gradually, to return to normal as the 
treatment continued. The.loss of weight was not great if the energy intake was 
increased. E. R. Main (Chem. Abstr.). 


The Regulation of Nitrogen Metabolism by Nervous Centres. (Journ. Physiol., Path. 
Gen., vol. xxxi, pp. 64-81, 1933.) Richet, Ch., jun., and Dublineau, J. 

The urea excretion in the urine and degree of uremia in rabbits before and 
after puncture of various nervous centres of the brain were determined. Punctures 
in the superior part of the protuberance usually caused retention of urea in the 
blood with increased urea excretion. <A centre that regulates nitrogen metabolism 
is postulated to exist in this region. C. M. McCay (Chem. Abstr.). 


Action of Acetylcholine on the Brain and its Occurrence therein. (Journ. Physiol., 
vol. lxxx, Pp. 409-21, 1934.) Dikshit, B. B. 

An acetylcholine-like substance occurs in brain with a higher concentration in 

the basal ganglıa and occasional occurrence in the cerebro-spinal fluid after vagal 
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stimulation. Stimulation of the vagus and injection of small amounts of acetyl- 
choline into the ventricles of the brain have similar effects on respiration. Acetyl- 
choline may be a factor in nerve-stimulus transmission in the brain. 

J. F. Lyman (Chem. Abstr.). 


The Réle of Acetylcholine in Bladder Contractile Mechanisms and in Parasympa- 
thetic Ganglia. (Journ. Pharmacol., vol. li, pp. 97-111, 1934.) Henderson, 
V. E., and Roepke, M. H. 

There are both contractile and tonus mechanisms in the bladder, the latter, 
but not the former, being mediated by acetylcholine production. Atropine depresses 
the tonus mechanism. Acetylcholine is believed to be the mediating substance 
between pre- and post-ganglionic fibres in parasympathetic nerve ganglia, and its 
action is not affected by atropine. T. H. RIDER (Chem. Abstr.). 


A Method of Preparing Gold Sol. (Zeitschr. Immunitäts., vol. lxxxii, p. 178, 1934.) 
Borovskaya, D. P. 


A gold sol solution for diagnostic purposes can be prepared in the following 
way: To 95 c.c. distilled water add 1 c.c. of 1°% gold chloride solution. Heat to 
90-95°, add 5 c.c. 1°, sodium citrate solution and bring to a boil. After 1-3 
minutes the process is complete. No extra precautions with the distilled water 
and glass vessels are necessary. Jurian H. Lewis (Chem. Abstr.). 


The Cabilto Reaction for Spinal Fluid. (Zeitschr. Immunitäts., vol. Ixxrii, p. 334, 
1934.) Weichherz, E. 

The Cabitto test for protein in spinal fluid was tested and found superior in 

specificity and sensitivity to all other tests. To 1 c.c. of spinal fluid is added 0:2 c.c. 

0°5°,9 aqueous solution of phosphomolybdic acid. After shaking well the result 


can be read immediately. One half these quantities can be used 
Juvian H. Lewis (Chem. Abstr.). 


Diagnosis of Meningitis. (Orvosi Hetilap, vol. lxxviii, p. 426, 1934.) Geldrich, J. 
To 5 c.c. concentrated sulphuric acid add 1 drop saturated copper sulphate 
solution and 0°3 c.c. cerebro-spinal fluid; shake and heat on the water-bath for 
two minutes. Add o'1 c.c. alcoholic thiophene solution; warm again on the water- 
bath for 20-25 seconds. Normal fluid gives a light yellowish-brown colour ; 
meningitis is indicated by a pink reddish colour. 
S. S. pe FinArty (Chem. Abstr.). 


Methods of Study of “ Meningeal Permeability’ for Iodides. (Arch. Sci. Biol. 
U.S.S.R., vol. xxxiv, pp. 101, 1934.) Oberhard, I. A., and Serafimov, B. N. 


On the basis of animal and clinical experiments the authors conclude: The 
permeability of the barrier between the blood and the spinal fluid for chlorine and 
bromine, but not for iodine, is only apparently paradoxical. The explanation (not 
supported by experimental data) lies in the ready oxidizability of iodine to free 
iodide, and the fact that the latter is easily absorbed and bound by the blood 
lipides. The permeability for iodine (as lithium iodide) was increased by oral 
administration of saponin (aqueous extract of radix saponariw), and decreased by 
calcium chloride. This conclusion is based on qualitative tests for lithium only in 
the spinal fluid, and no iodine determinations were made. 

W. A. P. (Chem. Abstr.\. 


Spinal Fluid Sugar Determinations in Experimental Hypoglycamia of Dogs. (Journ. 
Lab. Clin. Med., vol. xix, pp. 1049-53, 1934.) Davis, R., and Brown, H. 

The decrease in the glucose content of the spinal fluid of normal dogs caused 

by the administration of insulin is often relatively greater than that of the blood 

sugar. Intraspinal injections of glucose during the period of hyvpoglycamia cause 

only a temporary improvement. Glucose, injected intravenously, appears to 
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enter the spinal fluid rapidly. A high concentration of glucose in the spinal fluid, 
without a correspondingly high concentration in the blood, will not preserve the 
life of the animal. E. R. Maın (Chem. Abstr.). 


Blood Chlorides in Epileptics and Their Variation in Relation to the Convulstve 
Attacks [La cloruremia negli epilettici e sue variazioni in repporto agli attacchi 
convulsivi). (Clin. d. Mal. Nerv. e Ment., Palermo, 1932.) Cassaro, P. 


The writer found that epileptics show blood chloride value slightly below normal. 
Before the convulsive attack the amount of chloride in the blood shows no particular 
alteration. During the attack there is a marked decrease in the amount of chlondes, 
which slowly returns to the preconvulsive level in two hours or so. This decrease 
in chlorides is accompanied by a retention of chloride during the attack, this 
following on the cerebral cedema produced by the attack. 

G. W. T. H. FLEMING. 


Removal of Bromine from the Blood in Cases of Mental Disorder. (Biochem. Journ., 
vol. xxviti, p. 1530, Sept., 1934.) Quastel, J. H., and Yates, E. D. 

The writers, with a more reliable method of bromine estimation than that 
usually used, found that the rate of removal of bromine from the blood after intra- 
venous injection of sodium bromide is independent of the mental state. Variations 
in the initial blood-bromine levels found in both normal and mentally abnormal 
cases could not be attributed to ditferences between the rates of removal of bromine 
from the blood into the tissues. After oral ingestion of sodium bromide, the blood 
bromine rises markedly in all patients independent of the mental state. Low 
bromine levels found in certain psychotic patients could not be ascribed to lack of 
absorption of bromine into the blood-stream. Bromine may appear in the gastric 
juice in concentrations greater than that in the blood. During the process of 
digestion blood-bromine falls and the bromine in the gastric juice rises. Possibly 
the secretion of bromine into the gastric juice plays some part in determining the 
normal level of the blood bromine. G. W. T. H. FLEMING. 
Inorganic Constituents of Cerebro-spinal Fluid: v. Ventricular and Loculated Fluid. 

(Brain, vol. lvii, p. 333, Oct., 1934.) JlcCance, R. C., and Watchorn, E. 

The authors investigated cases of cerebral and spinal tumours, and concluded 
that the magnesium and potassium in ventricular fluids cannot be accounted for 
by ultra-filtration from serum. Ventricular fluids contain slightly more magnesium 
and less potassium than lumbar fluid. Loculated fluids taken from below spinal 
tumours resemble ventricular fluids or spinal fluids and not serum ultra-filtrates; 
they contain more calcium than fluids from the ventricles, normal cerebro-spinal 
fluid or serum ultra-filtrates. This may be connected with their large protein 
contents. G. W. T. H. FLEMING. 


The Relationship between the Sugar and Urea Contents of the Blood and Cerebro-spinal 
Fluid. (Brain, vol. lvii, p. 338, Oct., 1934.) Cumings, J. N., and Carmichael, 
bA., 

The authors found that the levels of sugar and urea in the lumbar fluid do not 
rise in association with a normal rise in the contents of these substances in the 
blood. Only in abnormal conditions is a rise in the ventricular fluid sugar 
associated with a rise in the blood-sugar. These findings the writers consider 
support the view that the choroid plexus controls the level of sugar and urea in 
the cerebro-spinal fluid. G. W. T. H. FLEMING. 


Distribution of Chlorine and Phosphorus Anions between Blood and Cerebro-spinal 
Fluid. (Boll. Soc. Ital. Biol. Sper., vol. ix, pp. 417-19, 1934.) Manzini, 
Cesare. 

Chlorine and phosphorus were determined in man and dog by the method of 

Briggs and of Villie and Dernier. The average values of chlorine were 309 mgrm.; 
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100 c.c. human serum, 429 mgrm./100 c.c. human fluid, 385 mgrm./1oo c.c. dog 
serum, and 429 mgrm./100 c.c. dog fluid. The average values of phosphorus were 
3:36 mgrm.’1oo c.c. human blood, 3°63 mgrm./1oo c.c. human fluid, 3°05 mgrm./ 
100 c.c. dog blood, and 1°17 mgrm./100 c.c. dog fluid. Ultra-filtration experiments 
showed that 93% phorphorus diffuses through the membrane ; this indicates that 
the serum and liquid phosphorus are not in equilibrium. This is discussed. 
HELEN LEF GRUEHL (Chem. Abstr.). 


Calcium and Magnesium Contents of Cerebro-spinal Fluid. (Boll. Soc. Ital. Biol. 
Sper., vol. ix, pp. 421-2, 1934.) Manzini, Cesare. 


The average values for calcium (Waard method) were 10°5 mgrm./100 c.c. 
human blood, 5'1 mgrm./1oo c.c. human fluid, and for magnesium (Pincussen) 
2'6 mgrm./100 c.c. human blood and 3°3 mgrm./100 c.c. human fluid. The values 
for dog blood and fluid were about the same. In ultra-filtration experiments 
about 65% serum calcium passed the membrane, as did 77% serum magnesium 
and 95% fluid magnesium. The relation of these substances in serum and fluid is 
discussed. HELEN LEE GRUEHL (Chem. Abstr.). 


Comparison of Sodium and Potassium Cations in the Cerebro-spinal Fluid and 
Blood Serum. (Boll. Soc. Ital. Biol. Sper., vol. ix, pp. 419-20, 1934.) Manzini, 
Cesare. l 


The average values in mgrm./100 c.c. are: For sodium (Kramer and Tisdall), 
377 mgrm. in human serum, dog serum, human and dog fluid; for potassium 
22:3 mgrm. in human serum, 10'9 mgrm. in human fluid, 21°5 mgrm. in dog 
serum and I1°5 mgrm. in dog fluid. These data show that there is no relation 
between the ratio of division and mobility of the two cations, and are opposed to 
the theory that the fluid is a simple dialyzate of the blood. 

HELEN LEE GRUEHL (Chem. Abstr.). 


Amylase Content of Human Cerebro-spinal Fluid. (Boll. Soc. Ital. Biol. Sper., 
vol. ix, pp. 432--5, 1934.) Porta, V.. and Colli, A. 


Cerebro-spinal fluid of normal individuals, of persons with various pathological 
conditions including lues was tested for amylase by the Marchionini and Ottenstein 
method. Luetics showed a marked tendency to lower values in amylolytic activity 
than the normal group. Too few cases were studied in the other pathological group 
for the authors to draw any conclusions. 

HELEN LEE GRUEHL (Chem. Abstr.). 


Determination of the Total Reducing Power of Deproteinized Cerebro-spinal Fluid. 
(Compt. Rend. Soc. Biol., vol. cxvi, pp. 1105-7, 1934.) Claudatus, I., and 
Jonescu-Garneala, E. 


Spinal fluid was defzcated with colloidal ferric hydroxide and magnesium 
sulphate, centrifuged, and the clear solution evaporated to dryness. The residue 
was heated to 200° in a sealed tube with potassium iodate and sulphuric acid and 
the amount of oxygen consumed determined iodometrically. Normal human 
spinal fluid consumed 86-129 mgrm. O, per 100 c.c. that from pregnant women 
84-113 mgrm. L. E. GıiLson (Chem. Atstr.). 


The Enzymes of the Brain. (Zeitschr. Physiol. Chem., vol. ccxxvit, pp. 118-23, 1934.) 
Edbacher, S., Goldschmidt, E., and Schlappt, V 


The brain, in contrast to other tissues, is characterized by a peculiar chemical 
inertia, since no noteworthy metabolism except that of glucolysis can be demon- 
strated. Despite its high phosphatide content its phosphatase activity is negligible. 
Brain substance gives only a slight cleavage of nucleic acid and magnesium hexose- 
diphosphate and none at all with sodium glycerophosphate. Catheptic action is 
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only slight, and tryptic action practically nil. Lipase action is very slight. These 
observations harmonize with the fact that processes of cell division which involve 
nucleic acids do not occur in the brain. A. W. Dox (Chem. Abstr.). 


The Excretion of Phenvlpyruvic Acid in the Urine as a Metabolic Anomaly in Con- 
nection with Imbecility. (Zeitschr. Physiol. Chem., vol. ccxxvii, pp. 169-76, 
1934.) Fölling, A. 


The urine of a number of feeble-minded children was characterized by a transient 
green colour reaction with ferric chloride. The substance responsible for this 
reaction was isolated by ether extraction of the acidified urine, followed bv extrac- 
tion of the ether solution with sodium carbonate, and purified by recrystallization 
of the free acid from chloroform + benzene. It was identified by melting-point 
analysis and molecular weight as phenylpyruvic acid. It has never been found in 
normal urine, and its frequent association with feeble-mindedness suggests a 
deranged metabolism of phenylalanine. A. W. Dox (Chem. Abstr.). 


9. Criminology. 


Neurosis, Criminality and Swindling [Neurose, Verbrechertum und Hochstaplertumi. 
(Internat. Zeitschr. f. Indiv. Psychol., July-August, 1933.) Schmidt, E. 


The chief distinction between the neurotic and the criminal lies in the individual’s 
awareness of his anti-social attitude, and thus of any sense of responsibility. The 
neurotic takes no responsibility for his actions, while the criminal must come to 
some understanding with himself about his responsibility. The neurotic lacks the 
intense aggression of the criminal, his conscience is stronger, his social inhibitions 
much more difficult to overcome. On the other hand, the conscience of the 
criminal is less developed, his social inhibitions are weaker. i 

For individual psychology, courage and community-feeling are identical; hence 
the criminal lacks courage. For individual psychology courage is the confidence 
to deal with one’s social tasks in social living, occupation and love. The courageous 
personality has an objective—reality—attitude to social tasks. Striving that leads 
the personality away from the social task is unreal, lacks objectivity. The swindler 
seeks social recognition by pretending to a social achievement, by pretending a 
social attitude. Criminal behaviour always shows the general anti-social tendency. 

What gives criminality its practical success is not a reality sense, but the need 
to outdo, to prove one’s superiority. The main motivation for the swindler is 
not material success, but the childish idea of a megalomanic superiority. 

JANE I. SUTTIF. 


al 


237 


Part IV.—Notes and News. 


THE ROYAL. MEDICO-PSYCHOLOGICAL ASSOCIATION. 
QUARTERLY MEETING. 


THE usual Quarterly Meeting of the Association was held at the Headquarters, 
No. 11, Chandos Street, Cavendish Square, London, on Tuesday, November 20, 
1934, Dr. Daniel Rambaut, M.A., M.D., B.Ch., President, in the Chair. 


MINUTES. 


The minutes of the previous meeting, which have already appeared in the 
Journal, were taken as read and approved. 


OBITUARY. 


The PRESIDENT said that the next item involved the performance of a painful 
duty, namely, to record the decease, since the last meeting, of certain members 
of the Association. These were: Dr. Eric Macnamara and Dr. Hugh Kerr, the 
latter of the Bucks Mental Hospital. He asked if Dr. Hamblin Smith would say 
a few words about Dr. Macnamara. 

Dr. HAMBLIN SMITH said he regarded it as a high privilege to have this oppor- 
tunity of making a few remarks in commemoration of their deceased colleague. 
Probably there were members present who could speak with greater authority and 
in more detail as to Dr. Macnamara’s medical work and of his professional dis- 
tinction, but the speaker’s own personal acquaintance with him extended back, 
probably, longer than that of anyone else among those at this meeting, for it dated 
from the time, forty-six years ago, when they were undergraduates at the same 
college at Cambridge. Dr. Macnamara was a year above him, and on the speaker 
going there he received from him a great deal of kindly help and assistance—a thing 
which freshmen did not always get from their seniors. ‘Later they both rowed 
together in the same boat for more than one year, namely, in the college boat, 
some photographs of which were among his most cherished possessions. This 
gave him the opportunity of getting to know Dr. Macnamara very well, and he 
remembered many instances of his high generosity and character, and his detesta- 
tion of all that was mean and petty. He was, indeed, a man to whom the old 
tag about saying nothing but good about the dead did not apply, because it was 
impossible for anyone to speak ill of him, and the news of his death came to the 
speaker—as it probably had to many of those present—with a sense of deep 
personal loss. 

Dr. Goop (Oxford), referring to the death of Dr. Kerr, said they were in the 
Services at the same time, and he knew him in the very early days of the Medico- 
Psychological Association, when they were in the habit of discussing what the 
future might be. He loved his patients, and there was no need to say more of 
him. 

The PRESIDENT said he understood that since the last meeting one of the former 
Presidents, Dr. Leeper, had lost his wife, who was present with him at the last 
Annual Meeting, at Northampton. 
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Members present stood in silence in their places for a short time in memory of 
the deceased, and agreed to letters of condolence being sent to the respective relatives. 


ELECTION OF CANDIDATES FOR MEMBERSHIP. 


The following five candidates for election successfully sustained the ballot ; 
the scrutineers were Dr. McRae and Dr. H. C. Beccle: 

Becas, Joun, M.B., Ch.B., B.A.O.T.C.D., Senior Assistant Physician, The 
Warneford, Oxford. 

Proposed by Drs. Alex. W. Neill, R. Worth and H. C. Beccle. 

CATES, BERNARD, M.R.C.S., L.R.C.P., D.P.M.Lond., Temporary Junior 
Assistant Physician, Bethlem Royal Hospital; 11, Wentworth Road, 
Golders Green, N.W. II. 

Proposed by Drs. J. Porter Phillips, D. Robertson and C. Lovell. 

HILL, THomas WALTER, M.D.Glasg., D.P.H.Camb., London University 
Certificate of Proficiency in Mental Deficiency, Deputy Medical Officer 
of Health and Certifying Officer under M.D. Acts, West Ham County 
Borough; 51a, Longridge Road, London, S.W. 5. 

Proposed by Drs. J. Harvey Cuthbert, R. M. Macfarlane and G. 
Somerville. 

SLIGHT, Davin, M.B., Ch.B.Edin., D.P.M.Eng., McGill University, Montreal, 
Canada. 

Proposed by Drs. E. Mapother, A. A. W. Petrie and J. B. S. Lewis. 

YATES, IRENE, M.D., B.S.Lond., M.R.C.P.Lend., D.P.M., Assistant Medical 
Officer, Dorset House, Clifton Down, Bristol 8. 

Proposed by Drs. E. Casson, F. Margaret Grant and A. J. Lewis. 


The PRESIDENT said he had now to bring forward the Report of the Council 
on the matter which arose at its meeting. 

The Educational Committee reported that they had approved the draft Syllabus 
and Regulations for the Training and Examination of Candidates for the Certificate 
in Occupational Therapy. Their report was adopted by the Council. 

British Medical Association Report.—A conference between representatives of 
the British Medical Association and this Association took place on October 5, when 
Paragraph 52 iii of the B.M.A. Report was discussed. The Royal Medico-Psycho- 
logical Association took exception to this paragraph, and, after a long and friendly 
discussion, the British Medical Association consented to withdraw this paragraph 
and replace it by a new one in keeping with the Royal Medico-Psychological 
Association’s suggestions. Paragraph 42 was also re-drafted, to render its meaning 
less obscure. 

Alteration of Bye-laws.—The Privy Council have approved the alteration of the 
Bye-laws as proposed at the Annual Meeting, 1034. 

Voluntary Sterilization.—A motion was carried at the Council Meeting pre- 
ceding this General Meeting that the Parliamentary Committee do consider the 
question of the views and general principles of the Association in regard to 
sterilization. 

Register of Live Nurses.—The question has again arisen regarding the keeping 
of a register of live nurses. It was agreed that the Mental Nursing Advisory 
Committee prepare a report on the matter. 

Representation of the Association on the General Medical Councsl.—It was 
agreed that when the next vacancy occurs on the General Medical Council, a member 
of the Association should be nominated to represent the Association on that Council. 

Maudsley Lecture, 1935.—Dr. L. C. Bruce, the Maudsley Lecturer for 1935, 
wishes to deliver his lecture in February instead of May. This request was agreed 
to. 

Honorary Librarian’s Gift.—Dr. Whitwell has presented, in addition to many 
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other books of great historical interest and value, a fine copy. in the original binding, 
of De Proprietatibus Rerum, 1483, by Bartholomaeus Anglicus. The Association 
must congratulate itself on having such an erudite, hard-working and splendid 
Honorary Librarian. (Applause.) 

The next Quarterly Meeting. —The next Quarterly Meeting will take place on 
February 28, 1935. 


DISCUSSION ON SECTION 5 OF THE MENTAL TREATMENT ACT. 


Sir HUBERT BOND, in opening the discussion, said this section of the Act, 
especially the part relating to facilities for medical treatment, would, in years 
to come, be looked upon as a charter of liberty in treatment. It could well 
be entitled “ No certification, but promptness of treatment ”, and he urged 
those in whose hands lay the chance of doing something in furtherance of these 
two objects to avail themselves of it. The Section had 17 sub-sections, as well as 
rules relating to it. His special purpose was to consider why a much fuller use had 
been made of this facility for early treatment without certification in some places than 
in others, and what were the obstacles in the latter. The word “ failure ’’ was inap- 
plicable to the experience of the new provision so far. He did not doubt that, so 
far as lay within the province of members, they would see to it that the Section 
did not fail; indeed at some mental hospitals it had been used practically to the 
maximum possible. In relation to treatment which might affect the liberty of the 
subject and to procedure arising out of that relationship, patients were divisible 
into three grades of status—the willing, the indifterent, the unwilling (the synonyms 
in the Mental Treatment Act being ‘ voluntary, temporary, certified ’’). With 
but few exceptions, it was easy to decide into which grade any given case should 
be placed; but cases were encountered in which such grading was not easy, and 
as to which the 28 days’ suspension provided in the 12th sub-section was taken 
advantage of. The number of such apparent border-line cases must depend to 
some extent on the mental outlook and attitude of the examiner, and these cases 
could not be held to justify the formation of a fourth grade. He regarded it as 
important to realize that the middle grade of those he had referred to, those for 
whom the Act had designated temporary treatment, were biologically much more 
distinct than the other grades. These were the temporary patients, those who 
for the time being were incapable of expressing their willingness or their unwilling- 
ness to receive such treatment. The Board of Control reckoned the proportion 
of these patients to all mental patients as 15%. In the light of clinical experience, 
and judging by figures available, the Board suggested 55% as the proportion 
attainable in the case of voluntary admissions to county and borough mental 
hospitals, leaving therefore 30°, as the proportion who required to come in under 
order and certificate. 

Of the admissions into registered hospitals and licensed houses, some 6:59% were 
received as temporary patients, whereas 1:8% was the corresponding proportion 
for the public mental hospitals. The comment had been made, not unfairly, that 
whereas important sections in the Mental Treatment Act were directed specially 
to giving rate-aided patients advantages which hitherto only private patients had 
enjoyed, there was still this glaring inequality. It was pointed out that the 
number of temporary patients admitted to the public mental hospitals had not 
reached 300 in a year. Had this inequality not existed they should have numbered 
3,000. It was too true that in about a third of the county and the borough mental 
hospitals no use had been made of this Section during the year 1933—a disap- 
pointing fact. Yet a careful analysis of all available figures brought a measure of 
solace and encouragement. 

When non-users had been eliminated, it was found that of the admissions to 
the county mental hospitals during 1933, 2°, were temporary patients, and of those 
to the borough mental hospitals the percentage was 5:3. Sir Hubert suggested 
that the great lesson to be drawn from this contrast between the county and the 
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borough percentages was the powerful and beneficent results which arose from a 
close touch between the mental hospital medical staff, the general practitioners, 
and the lav officials, supported by the mental hospital committee and magistrates. 
The importance of this close touch was emphasized in conversations which Sir 
Hubert had had with superintendents of the larger institutions. 

None of them pretended that Section 5 was ideal; not even officials of the 
Board thought so. Their job was to make it work, and pointing out the difficulties 
he was sure the remarks would fall on sympathetic ears. 

Dr. Norman MouLson said: “ We want to treat incipient mental disorder 
without the stigma of certification.” This was the statement of the late Earl 
Russell, when he was piloting Clause 5 of the Mental Treatment Bill through the 
House of Lords. ‘‘ We are anxious,” he said, ‘‘ that the poor person who has to 
go to an institution to be treated, should be able to be treated there in the early 
stages without certification, because he may recover in quite a short time ” 

It is not the purpose of this contribution to the discussion to criticize the struc- 
ture of the Act. The Chairman of the Board of Control said at the 1933 Mental 
Health Conference, ‘‘ Most of us could devise Bills which we should find much more 
satisfactory than the Mental Treatment Act, but they would suffer from one really 
fatal flaw—they would not, in the present stage of public opinion, have any chance 
of being passed ”’. ; 

The Minister of Health at the same Conference stated, “ Section 5 of the Act 
Institutes an experiment on which may depend the chances of securing at some 
future date Parliamentary assent to any extension of facilities for mental treatment 
without certification ”’ 

At present the only reasonable attitude is to take the Act as it stands, and to 
endeavour to carry out its provisions, not only in the spirit in which they are 
intended for the benefit of certain classes of patients, but with every rigorous 
safeguard our legislators have seen fit to impose, without which the Bill would 
never have been passed. 

At Cefn Coed Hospital we have steadily tried to carry out the provisions of the 
Act, and I believe that the comparative success which has been attained ıs largely 
due to the fact that we have a new hospital, able to make its own routine and its 
own traditions. The Medical Superintendent quickly gained the confidence of the 
local general practitioners, who, almost without exception, have co-operated whole- 
heartedly. The painstaking care of the relieving officers has been admirable, 
and without it the scheme could not have succeeded. Widespread public interest, 
reflected in the sympathetic attitude of the local newspapers, has given us everv 
chance. An important aid has been the close co-operation of other departments of 
the Public Health Service, the fever hospital, the maternity hospital, the public 
assistance hospital and the general hospitals, all of whom have called on us to 
help them with cases in which they had difficulty. Most of all the success is due 
to the personal endeavours of the Medical Superintendent ; no less than 68°, of 
the temporary patients received have in the first instance been seen by the Medical 
Superintendent, this figure including four cases seen by myself. 

Mr. Cox, of the Metropolitan Relieving Officers’ Association, stated last year 
that he believed the only type of case that could conveniently be dealt with under 
this section was the case of puerperal mania. This I believe to be an understate- 
ment. Since our opening we have received as temporary patients cases belonging 
to the following fourteen categories, and every one of these cases has been strictly 
suitable for admission within the meaning of Section 5. 


(1) Confusion associated with epilepsy. 

(2) Confusion from undiagnosed general paralysis. 
(3) Acute mania. 

(4) Depressive stupor. 

(5) Confusion following alcoholism. 

(6) Confusion following childbirth. 

(7) Dementia prxcox in a state of stupor. 


1935.] | NOTES AND NEWS, 241 


(8) 
) Acute excitement in a congenital mental defective. 
) Confusion with severe arteriosclerosis. 
) Pneumonia with delirium. 

2) Catatonic excitement. 
) Pellagra. 
14) Severe chorea. 


In our first twelve months we received 31 temporary patients; the second 
twelve months is not yet completed, but we have taken in so far a further 23 such 
patients. The temporary patients have formed 10:28% of the total direct admis- 
sions. The female patients have been more numerous, forming 61% of the total. 
26°% of the total have been private patients. 

In 37% of the temporary patients the co-operation of the relieving officers has 
been sought. Of these cases 60% were admitted in the daytime, whereas, of 
the cases in which the relieving officer was not consulted, 78°4 were brought in 
at night. Stated in other words, in 80% of the cases of night emergency they 
managed as best they could without a relieving officer. Of the cases prouent in 
by the relieving officers under urgency certificate, which formed 5:71% of the 
total direct admissions, 66%, came in by day. It would appear that in ‘relation 
to temporary patients the chief function of the relieving officer is to pay for the 
taxi or ambulance! I believe that of the 30 cases in which urgency orders were 
used, some 43% might have been dealt with as temporary patients. 83:3% of the 
temporary cases came directly from their own homes ; 12:9% came from other special 
or general hospitals, and only 3:7% came from the public assistance hospitals. 

There is little to be said as to the actual recommendations. I think that the 
difficulty found by some practitioners in satisfactorily completing the statutory 
form of recommendation is due, in great part, to the way in which it has been 
drafted, so that it is confused with the ordinary medical certificate for a person 
of unsound mind. Speaking generally, I think one may say that the presence of 
definite unshakable delusions is an indication that the patient will not be suitable 
for treatment under Section 5. Three such cases very soon had to be certified. 

For the recommendation to be valid one must be able to state that the patient— 


(1) Is suffering from mental illness. 

(2) Is likely to benefit by temporary treatment. 

(3) Is, for the time being, incapable of expressing him- or herself as willing 
or unwilling to receive such treatment. 


The first is self-evident. It seems superfluous, but there it is. The second 
that the patient is likely to benefit by temporary treatment, seems to me merely 
foolish. No one can reasonably blame the doctor for thinking that his patient is 
likely to benefit by temporary treatment. But the third, that the patient is, for 
the time being (whatever that may mean !), incapable of expressing him- or herself 
as willing or unwilling to receive such treatment—that is decisive, and is a condition 
which must be satisfied for the recommendation to be valid. ‘‘ The patient is 
incapable of saying ' Yes, I should like to go for treatment '”—T am quoting the 
Earl of Onslow—" and is equally incapable of saying ‘ No’ ” 

I should like to see this third section printed in heavier type, so that the prac- 
titioner could not fail to realize its pre-eminent importance. It is frequently 
missed altogether. One doctor even struck his pen through the section, and 
hoped that his recommendation would still be valid. I should like to see the 
question put to a prospective temporary patient, ‘‘ Are you willing to go to hospital 
to receive treatment ?’’, and I should like to see the patient’s answer written down 
word for word. If he says ‘‘ Yes” or “ No”, or what is equivalent to either of 
these, he cannot be made a temporary patient. If he fails to reply, or his reply 
is not to the point, his temporary treatment is permissible. But in any case the 
reply should be written down verbatim. I think the question might be printed 
on the present temporary form without making the form legally invalid. 


LXXXI. 16 


242 | NOTES AND NEWS Ä [Jan., 


In a case involving the relieving officer, before the temporary form is correctly 
completed, the name of the patient must be written down in full no less than nine 
times. I suggest that a judicious sprinkling with the printed words “ above- 
named patient ’’ might obviate this form of annoyance. A number of doctors 
forget to state whether they are or are not the patient’s usual medical attendant, 
which again results in correspondence. I believe this mistake, too, could be avoided 
by the use of heavier print for the three words, “ am, am not ” 

Sub-section 9 of the temporary provisions of the Act provides that the patient 
must be visited within one month of his reception by two members of the visiting 
committee. So far as it applies to a rate-aided hospital, I do not belicve that 
this so-called safeguard is of any real value; this is only my private opinion, but 
I think it will be confirmed. I suppose this provision was made as an attempt to 
satisfy a lurking desire of the lawyers to protect the liberty of the subject. If it 
really had this effect, one would not mind, but one soon realizes that the patient's 
real protection is not so much a piece of paper, as the care and attention of nis hospital 
doctor. 

Fifty-one per cent. of the first year’s temporary patients were treated to con- 
clusion without ever being certified. These include 18° who died in course of 
their treatment; in the remaining 49% it was eventually necessary to resort to 
certification. 

There may appear to be a great deal of work for a very moderate result, but I 
am sure that if any one of the 51°% of patients who thus escaped certification had 
been closely related to any member of this Association, that member would feel 
that the labour had not been in vain. 

It is obvious that Section 5 allows a patient who is acutely ill to obtain earlier 
hospital care ; for there is no longer any necessity to find a relieving officer and 
judicial authority. In a case of acute illness, a saving of a couple of hours may 
make the difference between life and death, as, for example, in a confused case of 
general paralysis, with a distended bladder. 

I suppose that all will agree that a patient’s status should make no difference 
to his medical treatment, and that he should be treated in the ward most 
appropriate to his condition ; no attempt to segregate temporary patients as such 
should be made. 

All with experience will agree that the provisions of the Act impose a great deal 
of work upon the medical staff, and that, frankly, this work cannot be properly 
carried out with the customary large number of patients to each medical ofticer. 

Practical points regarding the administration of the Act, so far as it relates to 
the patients who regain or lose volition, can only be learned by experience. Inci- 
dentally, they cause quite a lot of work for the clerk and steward. 

The patient’s progress depends entirely upon medical factors, but his status 
may show a complicated series of changes, as may be seen from a table which I 
have with me, showing the course and ultimate lot of our first 38 temporary patients. 


Number of 


N 


(1) Departed as temporary patient, relieved or recovered . 

(2) Departed as temporary patient, recovered. Readmitted as fortified patient. 
Stillin hospital . ; I 

(3) Died as temporary patient : ‘ : ‘ ; i . R 7 

(4) Became voluntary patient. Departed relieved or recovered . zo gu 7 

(5) Became voluntary patient. Stillin hospital ‘ > i ; 2 

(6) Became voluntary patient. Departed relieved or recovered: Readmitted 


as voluntary patient. Stillin hospital : 4 P ‘ 2 
(7) Became voluntary patient. Departed relieved. Readmitted as voluntary 

patient. Departed relieved ; ; . R 2 ; : : I 
(8) Became voluntary patient. Departed relieved or recovered. Readmitted 

as certified patient. Stillin hospital . " : ‘ ; 2 


(9) Became voluntary patient. Departed relieved or recov ‚vered. Readmitted as 
voluntary patient. Departed relieved. Readmitted as certified patient. 
Died ; ; 3 ; j ; ; : ; x ; I 
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Number of 
cases. 
(ro) Became voluntary patient. Died : ‘ r N I 
(rr) Extended as temporary patient. Certified. Still i in hospital ; ; 5 
(12) Extended as temporary patient. Departed as temporary patient, relieved I 
(13) Extended as temporary patient. Became voluntary patient. Departed relieved I 


(14) Extended as temporary patient. Became voluntarv patient. Certified. 


Stillin hospital . ‘ , ; i . : : ; I 
(15) Certified. Died as certified patient : : : ; ; 7 : i I 
(16) Certified. Discharged, relieved. Readmitted as certified patient. Still in 

hospital. ‘ 3 g ‘ ; : : ; : I 
(17) Certified. Stillin hospital : 5 ; p ‘ 3 2 ` : I 


This list shows that out of 38 temporary patients only 12 have gone out and 
stayed out without being certified. Eight cases died without being certified ; 14 
cases were certified at some stage of their illness: 18 cases at some stage became 
voluntary patients. In effect, certification was avoided in rather over 50° of our 
temporary patients. 

We know that Section 5 is an experiment, which our law-givers are allowing 
us to work, as the first instance of non-judicial interference with the liberty of the 
subject. Capt. Gunston said in the House of Commons, *“ We know that as a 
general rule one has only to mention the liberty of the subject and lawyers flock 
to the House, a sort of habeas corpus look comes into their faces, and they promptly 
imagine that they have been briefed in a case of St. George v. Dragon’’. At Cefn 
Coed we have tried to show that we have not abused the trust placed in us. 


Dr. W. ROBINSON said: Since the year 1925, consequent upon the passing of 
the Citv of London Various Powers Act, uncertified private patients have been 
admitted into the Citv of London Mental Hospital. 

From the beginning of the above-mentioned period until the termination of 
the year 1930, 383 private patients avoided certification and entered the hospital 
as direct admissions for treatment as so-called voluntary patients.” Needless to 
sav this title was not correct. 

Since the operation of the Mental Treatment Act of 1930, 255 private patients 
have been admitted direct for treatment on either a voluntary or a temporary 
basis, and during the same period 48 private patients have been received direct 
under certificates. 

Therefore, as regards private patients, the policy of receiving them without 
certification into a public mental hospital has proved a success. 

Unfortunately, however, since the beginning of the year 1931 until the end of 
the vear 1933, only one rate-aided patient has been received without certification. 
The number of rate-aided patients admitted direct under certificate during this 
period has been 50. In all probability at least 2 out of every 3 of the rate-aided 
patients admitted under certificate might have been sent to the mental hospital 
in question on either a voluntary or a temporary basis. 

From this it will be gathered that where rate-aided patients are concerned the 
application of the provisions of the Mental Treatment Act has not had marked 
beneficial results. 

The successful application of the provisions of Section 5 of the Mental Treatment 
Act, where private patients have been concerned, has been greatly due to close 
co-operation between the medical staff of the hospital and local medical practitioners. 
Consequent upon such close co-operation, after a medical report has been received 
relating to a private patient, and it has been decided to accept the private patient 
for treatment on a temporary basis, the patient’s own physician has, in many 
cases, completed the second medical recommendation only at my request or on 
my advice. This medical recommendation has been brought by the relative who 
has accompanied the patient to the hospital. At the hospital the first medical 
recommendation has been completed by one of the medical staff. Thereupon the 
relative has filled in the application for the reception of the private patient to the 
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hospital on a temporary basis. By such methods the admission of private patients 
on a temporary basis has been readily accomplished. 

There is no doubt whatever that a lack of knowledge of the provisions of the 
Mental Treatment Act of 1930 has existed amongst general practitioners, even 
though some of these general practitioners have been approved by the Board of 
Control to make special recommendations under Section 5 of the Mental Treatment 
Act. 

It is proposed to quote from a few of the completed medical reports which have 
been received at the hospital : 


CASE I: Questions. Reply. 
(a) Is the patient suitable for treatment as a voluntary . Yes, but she will 
patient ? not sign the form. 
(b) Isit proposed to send the patient under certificates? . Yes. 
CASE 2: 
(a) Is the patient suitable for treatment asa voluntary . Yes. 
patient ? 
(b) Is it proposed to send the patient under certificates? . Yes. 
CASE 3: 
(a) Is the patient suitable for treatment as a voluntary . Yes. 
patient ? 
(b) Is the patient fit for treatment as a temporarv . Yes. 
patient ? 
CASE 4: 
(a) Is the patient suitable for treatment as a voluntary . Yes. 
patient ? 
(b) Is the patient fit for treatment as a temporary . Yes, say two 
patient ? “months. 
CASE 5: 
(a) Is it proposed to send the patient under certificates? . Yes. 
(b) Is the patient fit for treatment as a temporary . Yes. 
patient ? 


Every permutation and combination of temporary, voluntary and certificates 

Where rate-aided patients are concerned the responsibility for the apparent 
failure of the application of Section 5 of the Mental Treatment Act at the hospital 
in question must be shared by (1) external medical authorities, (2) public assistance 
ofhcials, (3) justices and magistrates. 

Attempts have been made to convey to such authorities and officials that it is 
easier to take advantage of the provisions of Section 5 of the Mental Treatment Act 
than to ignore them. It has been suggested to those concerned that the procedure 
adopted in the respect of the admission of private temporary patients to this 
hospital is almost equally applicable to the reception of rate-aided temporary 
patients. It has been pointed out to the medical authorities that if they will sign 
the second medical recommendation, the first medical recommendation and appli- 
cation for admission for treatment may both be completed when the patient arrives 
at the hospital in question. The statement that the adoption of this procedure in 
sultable cases would entail more expense than is at present incurred when a magis- 
trate or justice is called in to sign the order for the reception of a rate-aided certitied 
patient into a mental hospital does not appear to be founded on fact. It is obvious, 
too, that an intelligent attempt to apply the provisions of the Mental Treatment 
Act of 1930 would have, in many cases, prevented public assistance officials 
expending much time in attempting to obtain many particulars relating to the 
past histories of patients. Medical histories can readily be obtained after admission. 
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Owing to the particular charactetistics of the area from which rate-aided patients 
are sent to the hospital in question, it would appear that temporary rate-aided 
patients will in most cases, but not in all cases, have to be dealt with by the public 
assistance otficials. It is considered, however, that at least in many areas of the 
country, the family physician might sign the second medical recommendation, 
and that the first medical recommendation and the application for treatment could 
be completed when the rate-aided temporary patient has been taken to the mental 
hospital. If such a procedure were adopted it would appear that there is no reason 
why a temporary patient of the rate-aided class could not be received at a public 
mental hospital without the relatives having to worry to any great extent the 
public assistance ofħcials. 

It is suggested that all justices and magistrates should endeavour to become 
fully acquainted with the provisions of Section 5 of the Mental Treatment Act,- 
and that all justices and magistrates should refuse to sign an order for the reception 
of a rate-aided patient under certificate, unless they are satisfied that such a patient 
cannot be received into a mental hospital as a temporary patient. 

The argument has been put forward that justices and magistrates will find it 
ditticult to give an opinion as to whether a patient was capable or incapable of 
expressing either willingness or unwillingness to receive treatment. If members 
of visiting committees are called upon to express such an opinion after a temporary 
patient has been received into a mental hospital for treatment, it is thought that 
justices and magistrates should be considered competent to arrive at a similar 
decision. 

There is no doubt that attempts to work successfully the provisions of the Mental 
Treatment Act have caused a great increase in the amount of work to be done in 
the mental hospital in question, by (1) the visiting committee, (2) the members of 
the medical and nursing staff, and (3) those employed in the clerical departments. 

Consequent on the Act the committee has made an extra visit to the hospital 
each month. It has interviewed all voluntary and temporary patients, and it 
has considered a special report prepared by the medical superintendent in respect 
of each voluntary and temporary patient under treatment. Each month a list 
is prepared of all voluntary and temporary patients under treatment. The patients 
are interviewed by the medical superintendent, and a written statement is furnished 
bv him and filed at the hospital to the effect that all the patients (if this be the case) 
whose names appear on the lists are fit to remain for treatment on either a voluntary 
or a temporary basis. Exceptions (if any) are recorded and the necessary action 
is taken in respect of regrading. This procedure has proved very useful, and it 
has prevented any controversy on the part of any visiting authorities as to whether 
a patient is fit or otherwise to remain for treatment in the hospital on either a 
voluntary or a temporary basis. 

Numerous changes have taken place in the mental phenomena exhibited by 
both voluntary, temporary and certified patients during the period under review, 
and a considerable amount of re-grading has been necessary, but these changes 
have not proved insuperable, although they have undoubtedly increased the 
amount of work. Thus, for example, 102 private voluntary patients have had to 
be certified. Out of the total number of non-certified and certified patients 
admitted to the hospital during the period of eight years, re-grading has taken 
place in 145 cases out of a number of 1,076. In other words, re-grading has been 
necessary in nearly 15% of patients received for treatment. 

The increase in the duties of the medical, nursing and clerical staff consequent 
on the more frequent reports required by the Board of Control in respect of 
temporary patients has been considerable. 

The opinion is expressed that some of the reasons for the failure to make the 
application of Section 5 of the Mental Treatment Act a success as is alleged in some 
areas have been: 

(a) Lack of knowledge of the provisions of the Act on the part of some general 
practitioners, of some medical officers of public assistance hospitals, of some 
public assistance officials, of some Justices and magistrates. 
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hospital on a temporary basis. By such methods the admission of private patients 
on a temporary basis has been readily accomplished. 

There is no doubt whatever that a lack of knowledge of the provisions of the 
Mental Treatment Act of 1930 has existed amongst general practitioners, even 
though some of these general practitioners have been approved by the Board of 
Control to make special recommendations under Section 5 of the Mental Treatment 
Act. 

It is proposed to quote from a few of the completed medical reports which have 
been received at the hospital : 


CASE I: Questions. Reply. 
(a) Is the patient suitable for treatment as a voluntary . Yes, but she will 
patient ? not sign the form. 
(b) Isit proposed to send the patient under certificates? . Yes. 
CASE 2: 
(a) Is the patient suitable for treatment as a voluntary . Yes. 
patient ? 
(b) Is it proposed to send the patient under certificates ? . Yes. 
CASE 3: 
(a) Is the patient suitable for treatment as a voluntary . Yes. 
patient ? 
(b) Is the patient fit for treatment as a temporarv . Yes. 
patient ? 
CASE 4: 
(a) Is the patient suitable for treatment as a voluntary . Yes. 
patient ? 
(6) Is the patient fit for treatment as a temporary . Yes, say two 
patient ? months. 
CASE 5: 


(a) Is it proposed to send the patient under certificates? . Yes. 
(b) Is the patient fit for treatment as a temporary . Yes. 
patient ? 


Every permutation and combination of temporary, voluntary and certificates. 

Where rate-aided patients are concerned the responsibility for the apparent 
failure of the application of Section 5 of the Mental Treatment Act at the hospital 
in question must be shared by (1) external medical authorities, (2) public assistance 
officials, (3) justices and magistrates. 

Attempts have been made to convey to such authorities and officials that it is 
easier to take advantage of the provisions of Section 5 of the Mental Treatment Act 
than to ignore them. It has been suggested to those concerned that the procedure 
adopted in the respect of the admission of private temporary patients to this 
hospital is almost equally applicable to the reception of rate-aided temporary 
patients. It has been pointed out to the medical authorities that if they will sign 
the second medical recommendation, the first medical recommendation and appli- 
cation for admission for treatment may both be completed when the patient arrives 
at the hospital in question. The statement that the adoption of this procedure in 
suitable cases would entail more expense than is at present incurred when a magis- 
trate or justice is called in to sign the order for the reception of a rate-aided certitied 
patient into a mental hospital does not appear to be founded on fact. It 1s obvious, 
too, that an intelligent attempt to apply the provisions of the Mental Treatment 
Act of 1930 would have, in many cases, prevented public assistance officials 
expending much time in attempting to obtain many particulars relating to the 
past histories of patients. Medical histories can readily be obtained after admission. 
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Owing to the particular charactet istics of the area from which rate-aided patients 
are sent to the hospital in question, it would appear that temporary rate-aided 
patients will in most cases, but not in all cases, have to be dealt with by the public 
assistance officials. It is considered, however, that at least in many areas of the 
country, the family physician might sign the second medical recommendation, 
and that the first medical recommendation and the application for treatment could 
be completed when the rate-aided temporary patient has been taken to the mental 
hospital. If such a procedure were adopted it would appear that there is no reason 
why a temporary patient of the rate-aided class could not be received at a public 
mental hospital without the relatives NayıinE to worry to any great extent the 
public assistance officials. 

It is suggested that all justices and magistrates should endeavour to become 
fully acquainted with the provisions of Section 5 of the Mental Treatment Act,- 
and that all justices and magistrates should refuse to sign an order for the reception 
of a rate-aided patient under certificate, unless they are satisfied that such a patient 
cannot be received into a mental hospital as a temporary patient. 

The argument has been put forward that justices and magistrates will find it 
ditficult to give an opinion as to whether a patient was capable or incapable of 
expressing either willingness or unwillingness to receive treatment. If members 
of visiting committees are called upon to express such an opinion after a temporary 
patient has been received into a mental hospital for treatment, it is thought that 
justices and magistrates should be considered competent to arrive at a similar 
decision. 

There is no doubt that attempts to work successfully the provisions of the Mental 
Treatment Act have caused a great increase in the amount of work to be done in 
the mental hospital in question, by (1) the visiting committee, (2) the members of 
the medical and nursing staff, and (3) those employed in the clerical departments. 

Consequent on the Act the committee has made an extra visit to the hospital 
each month. It has interviewed all voluntary and temporary patients, and it 
has considered a special report prepared by the medical superintendent in respect 
of each voluntary and temporary patient under treatment. Each month a list 
is prepared of all voluntary and temporary patients under treatment. The patients 
are interviewed by the medical superintendent, and a written statement is furnished 
bv him and filed at the hospital to the etfect that all the patients (if this be the case) 
whose names appear on the lists are fit to remain for treatment on either a voluntary 
or a temporary basis. Exceptions (if any) are recorded and the necessary action 
is taken in respect of regrading. This procedure has proved very useful, and it 
has prevented any controversy on the part of any visiting authorities as to whether 
a patient is fit or otherwise to remain for treatment in the hospital on either a 
voluntary or a temporary basis. 

Numerous changes have taken place in the mental phenomena exhibited by 
both voluntary, temporary and certified patients during the period under review, 
and a considerable amount of re-grading has been necessarv, but these changes 
have not proved insuperable, although they have undoubtedly increased the 
amount of work. Thus, for example, 102 private voluntary patients have had to 
be certitied. Out of the total number of non-certified and certified patients 
admitted to the hospital during the period of eight years, re-grading has taken 
place in 145 cases out of a number of 1,076. In other words, re-grading has been 
necessary in nearly 15°, of patients received for treatment. 

The increase in the duties of the medical, nursing and clerical staff consequent 
on the more frequent reports required by the Board of Control in respect of 
temporary patients has been considerable. 

The opinion is expressed that some of the reasons for the failure to make the 
application of Section 5 of the Mental Treatment Act a success as is alleged in some 
areas have been : 

(a) Lack of knowledge of the provisions of the Act on the part of some general 
practitioners, of some medical officers of public assistance hospitals, of some 
public assistance officials, of some justices and magistrates. 
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(b) Apathy on the part of some visiting committees and some medical authorities 
in some mental hospitals. 

In conclusion, it is considered that the Mental Treatment Act at the hospital 
with which I am associated has been a success. The application of the Act has 
meant increased work, and extensive propagandism. A conscientious attempt to 
apply the Act will be rewarded by an increased confidence on the part of the public 
in mental hospitals and their administration, and a breaking-down of old barriers. 

In the future I feel confident that the Mental Treatment Act will be regarded as 
a Magna Charta in the treatment of mental illness. 


Mr. L. G. Brock (Chairman, Board of Control): Mr. President, Ladies and 
Gentlemen,—I had not meant to speak this afternoon, and, if I had, I would rather 
have waited until a later stage in the discussion. But since you have been good 
enough to ask me to speak I cannot refuse your invitation, because I feel that the 
question you are discussing this afternoon is a very important one, one on which 
the help of the Association is very badly needed. Like my colleague Sir Hubert 
Bond, though I feel that progress up to date is disappointing, I certainly would 
not speak of the results which have been achieved as a failure, as I think any new 
procedure must inevitably take a considerable time before all those concerned 
can become sufficiently familiarized with it. One of the greatest difficulties, as 
has been pointed out by previous speakers on the subject, is not a difficulty which 
rests with you, or which it is easy for you to correct. I think the apathy and the 
inditference of the public assistance authorities, and the unwillingness of relieving 
othcers to adopt a procedure which is ditferent from the procedure which they 
have been accustomed to adopt, which means a new routine and a certain amount 
of extra difficulties, or what may appear to be difficulties, is largely responsible. 
To overcome, in some measure, that obstacle we propose, with the concurrence 
of the Minister of Health, to issue a circular letter to local public assistance autho- 
rities and visiting committees, enclosing a short memorandum for the guidance 
of relieving officers, designed to show that the difficulties of securing rate-aided 
admissions under Section 5 are a great deal less than they are commonly supposed 
to be. It has been felt to be a difficulty that one of the two signatures to be 
obtained has to be the signature of a doctor on the approved list; but, as Dr. 
Robinson has pointed out, it can be overcome by leaving the second signature 
until the patient actually comes to the hospital. The main difficulties which 
have been experienced in working the Section so far are the ditticulties of educating 
public assistaace committees and relieving officers, and the difficulty of educating 
the general practitioner. I suggest that it would help very much to educate the 
practitioners if, when cases come to your hospitals which, in your judgment, are 
properly to be regarded as non-volitional, which might be dealt with under Section 
5, you would ask the doctor and ask the public authorities why Section 5 was 
not used. . 

If you would point out, with reference to particular cases, that they might have 
been brought under Section 5, and if you could show how that could be done, and 
conld point out the steps which might have been taken, it would do as much as 
anything to educate those responsible for the working of the machine to adapt 
themselves to the procedure. 1 know there are some who say that the difference 
between a temporary patient and a certified patient is very much a matter of 
label. That, however, is a view which I cannot accept. It is true that whether 
the patient comes under Section 5 or whether he comes as a certified patient he has 
got to be associated with certified patients, he has got to be treated withreference to 
his mental condition, and not with reference to his status on admission. It is said 
it is the association with a mental hospital which brings the stigma, not the legal 
form under which he is admitted. I do not think that is true. I have seen letters 
from relatives of patients complaining bitterly that they might have been admitted 
without certification. While it may be true that so long as the patient is ina 
mental hospital it does not make much difference to him or to his friends whether 
he has been admitted under certificate or not, | am sure it makes a great deal of 


1935. | NOTES AND NEWS 247 


difference to him if and when he comes back into community life again, because 
certification does mean a stigma—however unreasonable and illogical the idea 
may be—and leaves a permanent mark on the man or woman, and if it can possibly 
be avoided I am sure it is a real benefit. That it is generally felt to be a handicap 
is strikingly proved by the efforts which are made by the relatives of the better-off 
patients, and by medical advisers to avoid certification. And, taking the returns of 
1933, we find that the patient who is well enough off to come as a private patient 
has eleven times as good a chance of escaping certification as the rate-aided patient 
has. If the private patient and his family find it worth while to go to so much 
trouble, to take so much pains to avoid certification, it is difficult to argue that 
certification 1s not a real handicap and does not impose a stigma. Any help 
which the Association can give—and it can give a great deal—in inducing medical 
practitioners and public assistance officers to avail themselves of the new procedure 
will, I am sure, make a verv great difference. 

But do not let us be disappointed because, up to date, the progress in this matter 
has been very slow; it always takes time to familiarize people with a new pro- 
cedure, to teach them a new routine ; and though we are disappointed with the 
progress which has been, so far, recorded, I am glad to say that the latest figures 
show a distinct improvement. The figures relating to the rate-aided admissions 
under Section 5 for last month were the best we have yet had. It cannot be called 
a sensational change, but I think that the figures which come to me month by 
month show that there is a steady, though slow, rise in the curve, and I am sure 
that the more we can discuss this matter, the more we can pool our experiences 
and analyse the practical ditficulties which have been met with, the sooner we shall 
succeed in putting the Section into etfective operation, and the nearer we shall 
get to the stage when the treatment of mental disorders will be left to be decided 
on medical advice, and not on judicial authority. 


Dr. W. R. Dawson said that about two vears ago, namely, on October 1, 
1932, an Act, which was largely similar to this English Act, came into operation 
in Northern Ireland. In the drafting of that Irish Act the speaker had a good 
deal to say, but as he retired from his connection with the Government of Northern 
Ireland four years ago, he had not had any experience in a practical way of the 
working of the measure. He had had, however, a communication from his suc- 
cessor and very good friend Dr. Patrick with regard to the working of the Act, 
and it might perhaps interest the meeting if he were to give a few of the figures. 
Figures were so far available for only one year, as there had been only one complete 
vear’s working. ‘Lhese figures, which dealt with 1933, had not yet been published. 

With regard to the public mental hospitals, he found that in 1933 the admissions 
numbered 1,227, and that of those only 63 were temporary patients. Yet that 
represented a proportion of 5'1% temporary patients out of the total admissions. 
It was a higher proportion than appeared to obtain in this country. The great 
majority of ‘the cases he was referring to were admitted to two hospitals, one the 
largest—the Belfast Mental Hospital—the other the Downpatrick Mental Hospital. 
Only one mental hospital received no temporary patients at all. Of others, one 
received 2, another 8, another received ı. If one omitted Downpatrick and Belfast 
Hospitals the number of such patients admitted was negligible; still it was very 
general, and he thought it very encouraging that in the first year there was only one 
hospital which did not receive at least one temporary patient. Of the temporary 
patients who were admitted, ro had to be certified subsequently. That was not 
at all bad, he considered, for the first year. 

In regard to the private mental hospitals, he felt some hesitation in giving the 
new figures, as there were only two private mental hospitals, and the total 
admissions only a small number, namely 42. Of these there were admitted to the 
two private mental hospitals 23, or nearly 55°,, temporary patients. 

As to the discharges, he found that ın the public mental hospitals 23 were dis- 
charged recovered, and 14 of the 53 discharged were improved or relieved. That 
he regarded as a satisfactory proportion of recovered and improved. 
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Note.—To complete the figures, ıt should be added that 121 voluntary patients 
were admitted to the public mental hospitals, or nearly 12°% of the total admissions; 
while the two private institutions received 13 voluntary patients, or nearly 31°. 


Dr. M. Appy CoLLins said he would like to avail himself of this opportunity 
to give the mceting a few points regarding the working of the measure in a country 
district. ‘There was first the reason for the difference in the use of the Section 
for private as opposed to rate-aided patients. In the case of private patients the 
second signatory was usually a person who had had considerable experience of 
mental trouble and understood the meaning and scope of Section 5, yet manv who 
were required to sign the document made more mistakes in regard to it than any- 
body else. If there was a mistake made in the form, it was usually found to have 
been made by a general practitioner. He and his colleagues generally tried to 
overcome that by filling in and completing the form after the patient arrived at 
the institution. In several cases that method had been quite successful. 

In working out the figures, much depended on the type of patient admitted 
to the hospital. In the district in which he was placed, the mental defectives were 
only four less than one-tenth of the number ascertained to exist. He therefore 
received a very large number of defectives, who had become so troublesome that 
no one would tolerate them anywhere else. That state of things was being remedied, 
but it meant that his institution got a large number of people who were not fit 
for treatment as temporary cases. 

With regard to urgency orders, surely a patient admitted under an urgency 
order could be dealt with as a temporary patient during the week that the urgency 
lasted ; because an urgency order had been used that was not to say it precluded 
the patient being treated as a temporary one. 

Another trouble was the following: Arrangements were made for these people 
to be seen in outlying districts by members of the visiting committee, and he was 
in a place where there was sometimes great difficulty in getting this visiting done. 
No doubt some improvement was evident, even to the extent of a gentleman coming 
as a temporary patient and driving himself 25 miles to the hospital, and then stating 
that he was unwilling to remain ! 


Dr. WortH remarked that, so far, the meeting had heard those who were 
advocates of Section 5 of this Act. He thought all the members appreciated 
—as he did himself especially—that the Mental Treatment Act, 1930, was a 
great advance on the old Act. There were two provisions in it which struck 
him as excellent: (1) that the public mental hospitals were enabled to take 
voluntary patients, (2) that patients could be admitted to public mental hospi- 
tals under an urgency order. The Temporary Order, however—he admitted 
he might be regarded as a voice crying in the wilderness—did not appeal to him 
very much. He said that for the following reason. Mention was made by Mr. 
Brock of the stigma of a patient being certified ; he, Dr. Worth, saw little ditlerence 
between the stigma of certification and the stigma attaching toa patient who entered 
a mental hospital as a temporary patient. In after life, or in the community to 
which the patient afterwards returned, it did not seem to make a great deal of 
difference what was the particular cause of the stigma; the main fact which the 
public took note of was that the persons concerned had “ gone oft their heads ” and 
so had had to be treated at a mental hospital. He considered that the advantage 
of certification was that a patient who was certified did come under the law, and his 
or her estate was protected. If Section 5 was to be useful and serve the purpose 
for which it was framed by those who projected it, it should be pointed out that 
the ordinary practitioner could, in any case, use an urgency order to send a par- 
ticular case to a mental hospital, and it was for the mental hospital authorities 
to decide whether such case should be voluntary, temporary or certified. Heempha- 
sized that for seven days that case had the advantage of expert advice and expert 
supervision by those who knew the case and could arrange it accordingly. In his 
hospital, one in the Home Counties, which was, therefore, easy of access, there 
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had been only about six temporary cases since the passing of the Act, and some 
of those six had had to be certified, hence only two or three had remained as 
temporary patients. 

He agreed there might be a sort of sympathetic consideration for the person 
who came under Section 5 of the Act, but he could not see all the advantages which 
some attached to it. If he himself should have a relative who passed over the 
mental borderline, he would prefer that he entered a mental hospital not as a 
temporary patient, but as a certified one. Another consideration was that it was 
dithicult to say, in a given case, whether the person had or had not sufficient 
volition to know his own mind. 


Dr. SERGEANT thought that Dr. Worth had been very provocative. There had 
been a good deal of confusion of thought about this matter. It was impossible 
to ignore the fact that the stigma of certification did exist, though all agreed it was 
quite unecessary in any reasonable society. But we did not move in reasonable 
society, therefore it was compulsory to admit the existence of the stigma. It was 
a bogey which had been manufactured by the ignorant population of these islands. 
It was said that the remedy was education, but the educational task was shirked, 
and something was palmed off which would satisfy the public and vet be less 
oncrous. On this idea it was decided to get people to come for treatment without 
certification. It was admitted that the stigma was an unreal one, but British 
people had a faculty for expediency, and this scheme was a matter of expediency. 
If these points were grasped the matter would become much clearer. It was insisted 
that there was a difterence in these patients in the matter of stigma, because by the 
lawvers they were classified as voluntary or temporary, and as certified. If he 
might criticize both the Board of Control and The Times, he would say it was 
recognized that a stigma attached to a mental hospital however well it was run. 

Keverting to the question of expediency, the public could not be educated on 
the matter, therefore an expedient measure was introduced to persuade the public 
to come for treatment as notified, not certified, patients. There was no difficulty 
in the Act itself, only in its interpretation, and with that the medical officer had 
nothing to do; he would rather have them all voluntary. The medical officer 
was there to treat; it was left to officials, lawyers and laymen to interpret the Act. 
No one, for instance, had yet defined ‘‘ willing ’” and “ unwilling ” 

He would tell them of a case he had had admitted as a voluntary patient. This 
patient was discharged relieved, and after an unhappy experience at home he 
clamoured to come back, but was not allowed to. He ran away, and was found 
hiding in the speaker’s garden. He took it that constituted volition. He had re- 
mained a voluntary patient ever since. Legal doubts were expressed as to his 
remaining a voluntary patient because he refused to say he wished to remain, but 
actions stood for more than the spoken or the written word. 

All doctors would wish all patients to be voluntary or temporary if they could ; 
the trouble arose with the official mind, the legal mind, or the lay mind, and if 
anv doctor could be assured that what experts said was good enough and that they 
would have the backing of the official, the legal and the lay elements, he thought 
the mental hospitals would be full of voluntary and temporary patients. Therefore 
concentration should be devoted to persuading legal and lay people to give doctors 
all the backing in their power. 


The PRESIDENT wished to make only two remarks. The first was the pleasure 
with which he read, in the Commissioners’ last Report, Part I, how well the regis- 
tered hospitals and licensed houses were carrying out the law. The general 
practitioner knew little about certification, and nothing about temporary patients, 
whereas patients who came to registered hospitals or mental hospitals had seen 
one or two consultants, who did know something about the law of the country. 

The other cnticism he would make was the following: It had been found in 
practice that the temporary patient system was very useful for patients suffering 
from alcoholic insanity, but he thought that the period given in the Clause, which 
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stated that patients must be discharged 28 days after return of volition, was too 
short. Those people would not remain on as voluntary patients, and they returned 
too soon to their former intemperate ways. That, he thought, was a point which 
might well be. borne in mind when any change in the Act was contemplated. 


ANNUAL MEETING, 1934. 


The following paper and discussion were held over from the October, 1934, 
number. 


MODERN PSYCHIATRY AND MENTAL HOSPITALS. 
By Henry YELLOWLEES, O.B.E., M.D.Glas., F.R.C.P.E., M.R.C.P., 


Physician for Psychological Medicine, St. Thomas’s H > ;pital. 


This paper is a review of a situation. The situation I purpose to review 1s one 
with which this Association is vitally concerned. I need not remind vou that to 
our Association belongs a vast share of the credit for organizing and carrying out 
the teaching and training of generations of mental nurses, for marvellously 
enhancing the prestige of psychiatry among the profession and the laity, for 
earning for our mental hospitals a reputation unsurpassed throughout the world, 
and for that almost incredible amount of selfless and tireless effort for the welfare 
. of the insane which is our honourable tradition and which is its own reward. 

Up till the war, the great majority of practical improvements, discoveries, 
researches and reforms in connection with psychiatry emanated from mental 
hospitals. There was, of course, plenty to reform, and it was very fitting that 
reform should originate from within, but I am referring to something far wider 
than the improvement of asylums. I am referring to psychiatry as a whole and in 
every aspect, and I repeat that it is hard to think of any real advance which did 
not owe its inception to someone who was intimately associated with mental 
hospitals. I need not remind members of this Association of the list of so-called 
“asylum men ” who have brought honour to themselves and the specialty by their 
ability and devotion either in reform, administration or research. Beginning from 
the davs of Tuke at the York Retreat, one thinks of Connolly at Hanwell, of 
Gardiner-Hill at Lincoln, of Laycock, of Hack Tuke, of Skae, of his great pupil 
Clouston, and the wonderful group of Scottish psychiatrists of his time, of Maudsley, 
of Savage, of Mercier, of Bedford Pierce, of G. M. Robertson, and many others— 
to say nothing of their eminent successors who are still with us, or of the multitude 
of less known men who are advancing the specialty little by little far away from 
public note or notoriety as they have ability and opportunity. 

The post-war epoch is a convenient and accurate enough landmark to date the 
change which has come about. ‘This change is associated with two developments 
of great importance. The first is the enormously increased amount of attention 
devoted to research, which, of course, means a greatly increased number of research 
workers. You all know, though I question if the public or the profession in general 
docs, how the mental hospitals have reacted to the situation. In the great majority 
of mental hospitals of any size and repute whatever, there are clinical and patho- 
logical laboratories whose staff and equipment compare most favourably with 
those of any general hospital in the country. 

In saying that the mental hospitals met the situation by providing laboratories, 
I am, in fact, doing them less than justice. In many instances the laboratories 
and the staff and the interest were there long before the profession as a whole 
had begun to “ sit up and take notice’, and much patient, skilled and pioneer 
work was being turned out from these laboratories even in the days when popular 
opinion still believed mental hospital staffs to be entirely composed of persons 
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who had neither the brains nor the industry for any other branch of the profession, 
but who were fond of an easy life and a little rough shooting. None knows the 
truth of this better than I, because my introduction to scientific psychiatry took 
place in the laboratory of my first and best chief, Dr. Lewis Bruce of Murthly. 

The immediate point, however, is simply that abundant facilities for research 
exist in mental hospitals to-day, and the record of work turned out annually from 
their laboratories is evidence of the advantage which is taken of this fact. 

But a very important point arises just here. It is simply that unfortunately 
research in psychiatry bears, on the whole, far less relation to clinical work with 
and for patients than in any other branch of medicine. The general physician 
owes the most brilliant advances in his treatment to the physiologist and the 
biochemist ; the surgeon receives invaluable help from the radiologist and the 
pathologist, and actually tries out many of his most difficult and delicate operations 
on the cadaver. But the psychiatrist deals first and foremost with personalities, 
and finds but little to assist him in the deepest researches of the pathological 
laboratory. So intensely personal and individual must his approach be indeed— 
if he is to be anything of a clinical psychiatrist at all—that even genuine researches 
of others on the conduct of living patients, and the generalizations inferred there- 
from, are almost as useless to him in his clinical work as is the turgid stream of 
information as to the results which A has collected, of B’s investigation into the 
chemical properties of certain organs and tissues removed by C from 200 corpses 
of persons who in D’s opinion once suffered from schizophrenia. 

That, I believe, is called team-work, and it may even be research. It certainly 
has no message for clinical psychiatry. 

I would not over-elaborate the point, and please acquit me of belittling the value 
of scientific research. I am very far indeed from doing any such thing. I merely 
say that the research aspect and the clinical aspect of present-day psychiatry are 
so far apart from each other that any amount of so-called research can be and ts 
carried out far away from any mental hospital. Further, a very large number of 
the more junior research workers in our specialty, even though working in a mental 
hospital, have not, in spite of their undoubted talents, the slightest practical 
acquaintance with what most of us understand by clinical psychiatry. One illus- 
tration will suffice. A few months ago J had to examine a candidate for a Diploma 
in Psychological Medicine. When invited to name the three chief varieties of 
dementia præcox (which, I had to explain, was an old-fashioned term for schizo- 
phrenia) he replied: ‘‘ Paranoia . . . and there’s katatonia, isn’t there ? 

. and . . . I knew the third one quite recently, but it’s gone again Í” 

If that is illustrative, as it is, of the state of matters even in mental hospitals 
what must be the condition of things outside them ? It is infinitely worse, and the 
reasons for it can be summarized in a sentence. It is becoming widely accepted 
—and is being assiduously preached—that mental hospital experience 1s not 
merely needless to the training of a psychiatrist, but is a sheer waste of time, if not, 
indeed, definitely harmful. It is surely time that this situation were fairly set 
forth and frankly faced. In some of its aspects it is familiar enough. I do not 
suppose it is news to anyone present that a large proportion—I will not say how 
large—of the private consulting work in mental disease in London is still being done 
by persons who do not include among their qualifications one single week of residence 
in a mental hospital. This, by the way, is a matter which, as my friend Dr. 
Mapother recently pointed out, even Turkey has found time to set right by law. 
A few years ago a letter appeared in a leading medical journal upon the question 
of mental hospitals, certification and wrongful detention, about all of which several 
pungent, authoritative and inaccurate remarks were made. It was signed by six 
‘‘mental experts.” I took the trouble to go at some length into their records of 
training, and found that their total collective mental hospital experience was 
precisely six months. In my innocence I wrote to the editor of the journal, pointing 
out this fact, but was merely told in return that an argumentum ad hominem was 
to be deprecated. This kind of thing has always been with us, and I am not now 
concerned to discuss it, or to consider who suffers most from it. My point is simply 
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that it is becoming easier rather than more difficult to “ get away with ”, and that 
there is definitely spreading to the able, sincere, enthusiastic junior workers in 
the specialty the idea that the less they have to do with mental hospitals the better. 
You see, it is an easy matter, if you have any degree of pathological training, to 
cut sections, for example, from the brains of patients who somebody else says have 
suffered in life from schizophrenia, and to say something interesting about them. 
It is research, and that casts a kind of veneer over the otherwise doubtful training. 
An even better, and still more fashionable, method of obtaining kudos is, of course, 
to spend six months in the United States of America. Although I cannot forget 
that people have been known to return from that experience with the impression 
that the broadcast questionnaire to 250 college students upon the intimate details 
of their personal life is the high-water mark of scientific research, yet please let 
me state emphatically that, to the right man, six months’ experience of American 
psychiatry is something which may be of incalculable benefit all his hfe. To my 
great regret I have not yet had the opportunity of enjoying that experience, but 
year by year I am eagerly awaiting it. I merely say that six months so spent are 
in no sense a substitute for years spent in that intimate daily contact with psychotic 
patients which is the essential foundation for a broad view or a wise practice of 
psychiatry. 

The second great change of the post-war epoch is, of course, the astounding 
development of medical psychology, the evolution of the modern theories of the 
neuroses, and the consequent amazing increase in the recognition and etiective 
practice of psychotherapy. I think that for our present purpose, at least, it is 
not too dogmatic to say quite definitely, without going into speculations, that 
psychotherapy is a mode of treatment quite unfitted for institutional work, that 
in general it is a broken reed as far as the psychoses are concerned. It seems also 
not unfair to say that mental hospitals, for the most part, have realized these facts 
and have wisely not attempted to compete. In fact there is, I think, a certain 
amount of truth in the statement that, far from attempting to compete, the majority 
of mental hospital workers have been culpably. slow in accepting the modern 
conceptions of neurosis or in even taking the pains to study them. The facilities 
for training in this branch of psychological medicine are painfully limited for many 
reasons, which we need not discuss, and it is admittedly one of the hardest things 
in the world to teach—impossible indeed in some of its essential aspects. At the 
same time it 1s a fact and a tragedy that the modern psychotherapist, however he 
has been trained, or has trained himself, does not in one case in fifty think it worth 
his while to obtain any first-hand knowledge of the psychoses in the only place 
where such knowledge can be obtained. And so ıt comes about that the unfor- 
tunate psychiatrist, by which I mean a man who is, or has been, connected with 
mental hospitals, or has had the wisdom to make experience therein a substantial 
part of his training, falls between two stools. On the one hand he has the neurologist 
—or the neuro-pathologist—who points to his research laboratory ‘ free from the 
taint of lunacy ’’, and honestly believes himself to be the man who put into 
psychiatry whatever science it may contain. His latest triumph is, of course, his 
discovery of general paralysis. He had little to say to it until a psychiatrist made 
it respectable by discovering a curative treatment which he could understand and 
apply, but now he is, so to speak, “all over it”. He is, in fact—or rather in fancy 
—the man who took the “I” out of G.P.l. On the other hand there is the psycho- 
logically minded psychotherapist whose trouble is simply that his complete lack 
of clinical training in psychiatry forces him to avoid the formality of diagnosis in 
every second or third case he treats. His treatment is usually admirable in itself, 
but unless he has the wisdom to let somebody else diagnose his cases for him he 
tends, in my humble opinion, to become something approaching a public danger. 
He is most readily recognized by his use of that sadly over-worked word “‘ type ". 
Each case that comes along, as a few of us have observed, has a way of dittering 
from the one that went before. When one has a lack of clinical background there 
is one quick and easy way, and one only, of dealing with this ditticuity, namely 


to place each successive case in a category by itself and call it a different type. 
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The number of types about which I am told by students, examination candidates 
and others is multiplying to such an extent that it is beyond my powers to keep 
pace with each succeeding brood. The other day a patient was sent to my depart- 
ment in hospital from a c.lleague who had committed himself in writing to the 
view that it was a “ typical type ’’. I do not understand what a typical type may 
be, but there is always the wild hope that some morning I shall run across a typical 
“typical type ’’, and then I shall know. 

Long ago a famous Scottish surgeon at the University of Edinburgh used to 
devote one lecture in each course to diseases of the ear. His invariable opening 
was as follows: ‘‘ Gentlemen, diseases of the ear are of two classes, curable and 
incurable. The curable are treated on general medical and surgical principles ; 
the incurable are the special province of the aurist.” We are not so very far away 
from that now, only we have three categories instead of two. Anything he can 
see, handle, put in a bottle, or stuff into a rag-bag, which he often quaintly calis 
“ manic stupor ” or some such term, belongs to the neurologist. Most other things, 
including a waste-paper basket of enormous dimensions which he calls schizophrenia, 
belong to the psychologist. Profound secondary dementia 1s the special province 
of the properly trained psychiatrist—the ‘‘ asylum man’. 

Are not these things indications, though perhaps put in a somewhat light-hearted 
way, of a situation which is well enough known in its essentials to all of us? To 
mv mind it is a serious situation, and I think it is high time that someone had the 
courage to ventilate it, and that this Association had something to say about it. 
The position is simply that we have an ever-increasing number of able, highly 
trained, enthusiastic, scientific men and women whose training has included little 
or no experience in a mental hospital, and who, far from regretting this fact, glory 
in it. Apparently they do not, or will not, believe that such an omission keeps 
them ignorant of the real essentials of psychiatry, and that research in psychiatry 
divorced from a clinical background is unworthy of the name. Certain it is that 
whatever their motive, they lose no opportunity not only of ignoring, but of 
definitely pooh-poohing or belittling the work and administration of our mental. 
hospitals, the treatment given, and the experience to be gained therein. When 
I think of the marvellous efficiency, usefulness and philanthropy of our mental 
hospitals, of the experience, wisdom and humanity of their statis, of their lavish 
equipment, their abundant facilities, and above all of the devotion, the science 
and the skill of those who work in them, and when I compare this on the other 
hand with the flood of misrepresentation, innuendo, inaccuracy, untruth and 
ignorant abuse which pours forth from sections of the press, from various organiza- 
tions, and from very many individuals who ought to know, and do know, much 
better, I find it very hard to speak with moderation. 

What is wrong with mental hospitals ? What is it all about, and above all, 
why are psychiatrists so content to accept the situation and so reluctant to speak 
a word in their own defence ? I am aware that silence is usually the wisest and 
most dignified policy when one is attacked in such ways as I have indicated, but, 
whether as a result of prolonged silence or not I cannot say, it seems to me that 
mental hospitals have ceased to make any attempt whatever to compensate their 
own inferiority sense. Periodically one class or another of mental hospital is 
publicly attacked on some ground or another with such frenzy that public investi- 
gation follows, but although the hospitals may leave the court without a stain on 
their character, they have always seemed to me to do it with the air of people to 
whom it has been said ‘‘ Not guilty, but be very careful not to do it again ’’. 

Nowadays the hospitals are dealing with something much more deadly and 
subtle than diatribes from the yellow press or insults from associations of cranks. 
They are dealing with very polite, very well mannered, very good-humoured 
depreciation and belittling by those who ought to be their colleagues and friends ; 
their foes indeed are those of their own household. What are the factors in this 
situation which might conceivably be dealt with ? 

First and foremost, of course, is public ignorance and fear. What more the 
hospitals can do than they have done and are doing to combat this it is hard to say, 
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but they certainly deserve and should claim more help in the task than they receive 
from the profession at large. I sometimes wonder if the head of a mental hospital 
fully realizes the state of public and professional opinion upon the subject. Cer- 
tainly I have become much more fully aware of it since leaving mental hospital 
work five years ago. All the same old catch-words and misrepresentations which 
we have ail heard so often till we are too heart-sick and weary to reply to them 
further, are to my astonishment still constantly used in serious medical consultation 
to-day. Bolts and bars, and being “ shut up ”, and “ put away ”, and “ asylum 
environment ’’, and “ the taint of lunacy ’’, and being put in a ward full of “ raving 
lunatics ’’, and, in fact, the whole of what I used to call the wicked uncle view of 
psychiatry is still very much to the fore, in spite of investigations and Royal 
Commissions and wise propaganda, and societies for enlightening public opinion 
and all the rest of it. I have no more to say on this point beyond adding that if 
those of our professional colleagues who talk thus do indeed know better, then theirs 
is a singularly heavy and unpleasant responsibility. 

Next, of course, comes the real villain of the piece, or perhaps I should sav, 
the scapegoat, namely the Board of Control. As a matter of fact little need be 
said about the Board of Control in this connection, because I should think the vast 
majority of experienced psychiatrists will agree that, on the whole, the Board of 
Control is the best friend that either the patient or the medical superintendent 
could have. It is there to administer the law, and once that fact and the limitations 
imposed by it are recognized, it seems to me that no reasonable superintendent 
can have anything but grateful and friendly feelings to the Board for the wav in 
which it carries out its singularly invidious task. The majority of the public, 
I am sorry to say, fear and distrust the Board of Control, very wrongly and mis- 
takenly, just as I am afraid they tend to fear and distrust medical superintendents. 
They make no distinction between the two, whom they regard as rowing in the 
same boat, though possibly with different sculls. I would venture to say that the 
Board's one weakness is the very human and pathetic one that it cannot understand 
this fact, and mourns to itself in the words of Captain Hook’s famous soliloquy, “ No 
little children love me ”. 

The third point is, of course, the state of the law, which the Board of Control 
has to administer, and the entire country has to obey. A detailed discussion of 
this would be superfluous in the present company, and, of course, would provide 
material for any number of papers. We are all agreed that change is urgently 
required, and none is more aware of this than is the Board of Control. It is an 
open secret that the Mental Treatment Act would have been a far more enlightened, 
satisfactory and workable measure had the views of the Board been given effect. 
But it is idle to suggest that change in the law ıs all that is required, or that nothing 
can be done until such change comes about, and my concern is what can be done 
to improve the situation under the existing rules and limitations, hampering and 
crippling though they are. Nine-tenths of the modern criticism of the existing 
state of things in mental hospitals and of the schemes and pleas and suggestions 
for reform have the fatal weakness that they completely ignore this matter of the 
law. 

All who have had anything to do with the Lunacy Law, and none more than 
the Board of Control, who have to administer it, are agreed that change is necessarv 
if real progress is to be made, and it is, I suppose, inevitable that such change 
should be slow, for the reason, among many others, that everyone has his own 
ideas and prejudices as to the lines along which reform should take place, and the 
shape that any new legislation should take. This is undoubtedly work for the 
wisest and most thoughtful and most expert of all shades of opinion in the country. 
It is no excuse, however, for failing to accept the present situation and to make the 
best of it, nor yet does it excuse the putting forward of schemes which are grotesquely 
impracticable under the law as it stands. Such schemes are legion, and it makes 
them more instead of less misleading when they are decked out with gross misrepre- 
sentation of the present state of things, and with denial of the progress that has 
already been made, and with scoffing at the work that has already been done. 
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I should like in a very humble way to be constructive, though my main object 
is to put the situation as I see it before this meeting. 

I was rash enough to say, several years ago, that there seemed to me to be only 
one way which had not been sufficiently tried of lifting something of the stigma 
that still rests on mental hospitals, without falling foul of the law or starting 
needless controversy. It was simply to begin as it were at the wrong end, and 
instead of keeping mild cases or recoverable cases or well-behaved cases out of 
mental hospitals, to remove from them into special institutions the confirmed and 
chronic insane. We all know that the real difficulty, apart from public ignorance 
and the clamour of interested persons, is the practical impossibiilty of finding any 
criterion which can be expressed in black and white, and applied as a general 
standard and rule of thumb throughout the country. Recency, recoverability, 
certifiability, co-operativeness, and, yes, ‘‘ volition ”’, have all been tried and have 
all failed pitiably. The only conceivable criterion is conduct, and that is so indi- 
vidual and personal a matter, and so mixed up with other considerations, that it is 
equally useless as the basis of any law or rule. On the other hand there is no such 
dithiculty at the other end. It is not hard to recognize a chronic, degraded, incurable 
patient, or a quiet secondary dement who is supremely indifferent to the behaviour 
ot others and to his surroundings. Why not consider the possibility of removing 
such to special detached institutions of their own ? It is interesting to consider 
how the public would react to this. Of course it would not come anywhere near 
solving the problem, but the public might think it would, and in any case it would 
be an experiment worth trying. By removing the supply of cheap unskilled labour 
it would alter the whole industrial and social aspect of the mental hospital, and 
would necessitate sweeping changes therein, but it would certainty emphasize the 
strictly medical aspect of it, and it ought, one would imagine, to do something to 
satisfy those whose constant cry or bleat is for a curative clinic, as well as to kill 
the familiar newspaper bogey of ‘ being locked up among raving lunatics”. But 
that cry dies hard, and I suppose it is natural enough. Once when I was working 
under the late Prof. Robertson, a letter was received from the parent of a patient 
who was in a small eight-bedded ward, complaining bitterly that her daughter 
(who, by the way, was in an acute confusional state, and entirely out of touch with 
her surroundings) had been placed among seven others whose noisy and bad 
behaviour was the obvious reason why the patient had not recovered at once. 
When I showed the letter to Prof. Robertson, he at once proceeded in that delight- 
fully characteristic way of his to produce, as if he had been keeping them for this 
very occasion, letters from the relatives of every one of the other seven, making 
the same complaint about the patient in question ! 

I do not think anything for another half century will stop the public (or any 
physician who makes his reputation by pandering to public ignorance) from talking 
about lunatics and restraint, and terrorism, and ‘‘ doomed for life on the whim 
of a doctor ’’, and all that old familiar rubbish. The very words “ lock and key ” 
send these people into a frenzy of emotional upset, and it is amusing to reflect that 
locks and keys would in all probability be much less necessary in the chronic 
institution I have pictured than in the purged and reformed acute one. The chronic 
place would also, of course, be compared unflatteringly with Dante’s Inferno, 
though I think that it might in practice be fully as cheerful a place to work in as 
the other. It is all a matter of taste, of course, and I don’t suppose there are so 
very many modern psychiatrists who think that there is anything in the re-educa- 
tion of a chronic patient, or anything to be learned from a study of his case or 
from the effort to alter or arrest its course. So we must just leave it at that. 

The only other suggestion which I propose to offer is the old, often talked of, 
and sadly neglected one of educating public and professional opinion. May I 
repeat what most of us know: that there is no class of the sick for whom there 
exists anything comparable in its efficiency of organization, in its science and 
humanity, in its standard of medical skill and of nursing care, to our mental 
hospitals, and there is no branch of the profession which, in spite of this, has 
received such misunderstanding, misrepresentation and injustice as psychiatry ; 
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and by psychiatry I mean our mental hospitals and those who work therein. 
Surely something could be done to spread the knowledge of plain facts if nothing 
more ? Surely some leader in psychiatry, or some committee of this Association, 
could issue a book or a pamphlet, or even a special number of the Journal, taking 
forty or fifty of the most usual, most harmful and most disingenuous misrepresen- 
tations of mental hospitals, dealing with them fully, and finally nailing them to 
the wall? In my opinion the time for such a gesture is Over-ripe. 

The present position is simply that our unequalled mental hospitals, in spite of 
being in the forefront of the marvellous new developments in psychiatry, are, 
whether we like it or not, being ignored, shelved and pushed aside as non-essentials. 
Is this Association, of all bodies, prepared to acquiesce placidly in that ? I said 
this was to be a review, and I purposely refrained from sketching out any suggested 
remedies, beyond the two small points I have dealt with. If a reasonable proportion 
of members feel that my description of the situation is in any way accurate, my 
present purpose will have been served. 


DISCUSSION, 


Dr. HAMILTON MARR wished to sav how delightful it had been to him to hear Dr. Yellowlees ; 
it recalled memories which went back to 1889, when he, the speaker, was a member of Dr. 
Yellowlees’ father’s class. It seemed to him that the earnestness, the eloquence, the high 
character and the other qualities of the father had descended upon the son, and he, Dr. Mart, 
could not sufficiently convey to the meeting how he had enjoyed the racy speech he had given 
to-day. 

Only on one point did he differ from what Dr. Yellowlees said, namely, that in which he 
suggested relegating the chronic and incurable cases from the splendidly equipped mental 
hospitals to special institutions. Instead of doing so, the speaker’s own suggestion would be to 
take the medical officers and staffs of the mental hospitals and extend their spheres in a wider 
direction, making them—for, after all, they were the only authorities to deal with ınental disease 
— the people to deal with mental trouble in its earlier stages, long before it was certinable. In 
other words, he would let them have charge of the whole problem of mental disease and mental 
defect. 

Another point he would like to emphasize was the following. In the finest clinic he had 
visited, that of St. Anne, in Paris, all the medical men were specially selected. France was 
well known to be an economical nation, as well as a very practical one, and in the mental hospital 
he was referring to no post was given in psychological work except to a doctor who had spent 
at least four years in mental institutions, and had passed two special examinations. In his 
opinion the men working in the mental hospitals were the only basis on which treatment of 
early cases could be founded. Those men must come out of their hospitals and extend their 
activities to include dealing with cases of mental derangement in its early stages. 


Dr. ISABEL Wın.son said she felt that if the gulf between modern psychological work of the. 
analvtical kind and that of the older school became wider, she was one of the people who would 
regard such a result as a real tragedy and the loss of a great opportunity. Not long ago she 
heard a medical otficer say that since he had attended the out-patient clinic of his hospital he 
had seen those mechanisms of the mind and those mental conditions of which he had read in 
the books on analysis, but in which he had not believed until he had actually seen them in cases 
at the out-patient department. The work being done by medical officers in out-patient clinics 
would bring them more into touch with the people who now tended to pass by on the other side. 
It was not for her to talk of measures to combat ‘ bees in the bonnet ”, but she thought that 
members might get into touch with superintendents who understood and sympathized with 
modern analytical work, to see whether it would be possible, in those hospitals, to create assis- 
tantships for six or twelve months for men or women who had started in analytical work. At 
present it was largely a matter of chance whether a man keen on psychological work found him- 
self in a hospital which could benetit him, or in one which laid emphasis on merely making the 
patients comfortable. If there were some means of getting such men into touch with hospitals 
interested in analytical work, it might go a long way towards bridging the gulf between these 
two branches of their specialty. 


Dr. T. A. GREENE said he would like to congratulate Dr. Yellowlees on the way he had 
handled his subject. The reader had stated that the Board of Control did their best in 
this country to help superintendents, but the former were hampered by the law. He would 
remind Dr. Yellowlees that in 1898 an Act was passed which did not apply to England, 
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but did apply to Ireland ; it gave power to county councils to establish such institutions as 
Dr. Yellowlees contemplated. The archives of the Association showed that the Association 
had condemned the principle very stronglv. The old tag was used that if such institutions 
were started, there might be written over the entrance, “ Abandon hope all ve who enter here ”. 
He would not say whether the experiment tried in Ireland was a success or not. The grant to 
these institutions was reduced by half, and they had no resident medical officers attached to 
them. This was a method of treatment which he was sure would not meet with the approval 
of Dr. Yellowlees or of any other member of the Association. 


Prof. D. K. HENDERSON said that he was very much interested in what Dr. Yellowlees said, 
and had enjoyed the way in which he had spoken, but with much of what was in the paper he 
did not agree. 

He felt that the title “ Modern Psychiatry and Mental Hospitals ” was somewhat misleading. 
Dr. Yellowlees had not given a definition of what he meant by “ modern psychiatry ”. He had 
divided his remarks into two groups: the first concerned what he called post-war psychiatry, 
meaning thereby mainly research ; the second dealt with psvcho-pathology. 

With regard to research, Dr. Yellowlees had minimized the importance of the work which 
was being done in mental hospitals at the present day in relation to clinical psychiatry, and was 
rather misleading in his statement to the effect that the average junior medical officer assistant 
coming into mental hospital work was not specially feeling the necessity of such experience. 
That had not been his own experience. The men whom he had coming into mental hospital 
work were not only anxious to do work, but they also embraced the opportunity of seeing service 
in every part of the mental hospital; they recognized that if they were going to become psychia- 
trists they must go through every department of psychiatric work. 

He would also like to mention another point. Dr. Yellowlees’ remark about ‘‘ men who 
took a short course in an American hospital’? was one to which exception could be taken. The 
speaker’s own view was that the ınan who visited America so as to see how the mental clinics 
were developing there showed ambition and initiative, and was the one who was likely to con- 
tinue with psychiatric work in this country. It was not merely a question of going there for 
six months, or even for six vears; it was a matter of gaining a wider and better experience. 
Men and women should be encouraged to go abroad and get new experience. 

Dr. Yellowlees had seemed to take exception to the use of the term “ type ”, and had remarked 
that there were too many types. It was well known how difficult it was, in psychiatric work, 
to dogmatize about one’s patients. He would rather a candidate, at an examination, told him 
he did not know categorical types, if only he could say how his patient behaved under certain 
circumstances. He, the speaker, did not insist on technical terms. He would much prefer 
that a student knew what he was talking about and express it in common-sense terms, than have 
him dissect his cases into categories. Many had learned that people could not be grouped into 
these categories. Each patient was an individual, and reacted in an individual way. It was 
good to have groups for certain purposes, but to group cases in the way desired by Dr. Yellowlees 
was impossible. 

Another matter which the speaker felt should be criticized was the proposal which the reader 
regarded as constructive, but which the speaker would much rather designate ‘‘ destructive”, 
namely, his idea to shift chronic patients from mental hospitals and place them in special 
institutions apart. It was impossible to tell when patients became chronic; many so-called 
chronic cases recovered after many years of treatment in mental hospitals. These patients 
needed treatment and care of the same standard as other patients required. 


Dr. YELLOWLEES, in reply, said there was little he needed to answer, because, as he explained 
at the beginning of his paper, he had no thesis; he was merely reviewing a situation. 

He felt grateful to Dr. Hamilton Marr for his kindly references to the year the speaker was 
born, and he had noted his remarks with very great interest. 

The impression he entertained was the same as he began with—that it would have been better 
if this had been a symposium rather than a paper, as it would have been instructive to him, and 
doubtless to others, to hear the different views. 

It had been a pleasure to him to listen to the characteristic sanity and good sense of Dr. 
Isabel Wilson, and her suggestion about getting men into touch with enlightened superinten- 
dents; it was an idea that went to the speaker’s heart. He supposed that Prof. Henderson 
would call that a constructive idea. 

He had no further suggestion to make. It was in accordance with the best medical tradition, 
that, when faced with a certain situation, one should put out a set of possibilities, and deal with 
them in due course, and in the right way, one bv one, excluding them seriatim. Almost Prof. 
Henderson had persuaded him to make out a case for the chronic institution he, the speaker, 
had suggested. He had not thought there was much to be said for it until he had found himself 
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mentally rebutting what had been said against it. He had used the word “ constructive ” in 
error, merely to avoid the other accusation of making complaints and being over-positive. He 
must leave it to the meeting as to whether or not Prof. Henderson completely misunderstood 
him in his reference to residences for a short time in America. He had onlyone thing to sav on 
the point, and a story to tell. Meyers’ reaction-types was not in his mind; he had not been 
thinking, when speaking, of that well-known classification of insanity. The story he had to tell 
was in illustration of what he frequently said to his patients who defended what had not been 
attacked. He said, “ You have just come up from my waiting-room, which happens to be also 
my dining room; what would you think I should say if your first remark in my presence was, 
‘I assure vou, Dr. Yellowlees, as a gentleman, I have not stolen one of your silver spoons’? 
I should say, ‘Such a thing would not enter my head, and I wonder why it entered yours’ ”’. 

He had been much interested in what Dr. Greene said about the measure of 1898. But 
that was a long time ago, and pre-war conditions did not apply to what he was talking about 
now. However, it would be of interest to look up the point. But he would be a rash man who 
would, on the result of an experiment in Ireland, say what a parallel scheme in this country 
would produce. 

What Prof. Henderson had said was true, but not all the junior workers the speaker met 
had had the opportunitv of working at Morningside or under Prof. Henderson. Had that been 
so, the speaker would not have had so many misgivings as to the trend of modern thought and 
work. j 

He must, in conclusion, thank the meeting for the delightfully friendly reception accorded 
to his paper. 


SOUTH-EASTERN DIVISION. 


THE AUTUMN MEFTING of the Division was held, by the courtesy of the Com- 
' mittee of Management and of Dr. Fitzroy Jarrett, at Leybourne Grange Colony, 
West Malling, Kent. During the morning small parties of members and guests 
were personally conducted over the various departments of the establishment. 

At 1.30 they were entertained to luncheon. The health of the hosts, coupled 
with the name of Mr. F. Walter Payne, Chairman of the Kent County Council, and 
Dr. Fitzroy Jarrett, Superintendent of the Colony, was proposed by Dr. Haynes, 
Chairman of the Division. 

Mr. F. Walter Payne and Dr. Fitzroy Jarrett responded. 

' The meeting was held at 2.30 p.m. Dr. Haynes took the chair. 

The minutes of the last meeting, printed in the Journal, were taken as read 
and confirmed. 

On the recommendation of the Divisional Committee of Management it was 
agreed to accept the kind invitation of Dr. Haynes to hold the Spring Meeting at 
Littleton Hall, Brentwood. It was agreed to leave the date to be fixed later by 
Dr. Haynes and the Divisional Secretary. 

On the recommendation of the Divisional Committee of Management it was 
agreed to nominate Drs. Haynes, Bower and Sergeant to form a small committee 
to tender to Dr. Worth the offer of assistance from the South-Eastern Division on 
the occasion of the forthcoming Annual Meeting. 

Mr. KIRKLAND then gave an extremely interesting and stimulating address on 
the various architectural problems presented by the insane and the mentally 
deficient. 

Among those who took part in the ensuing discussion were: Prof. Dawson,,. 
Drs. HAYNES, MASEFIELD, SMITH, LINDSAY, SERGEANT, FITZROY JARRETT, and 
Mr. F. WALTER PAYNE, Chairman of the Kent County Council. 

Mr. KIRKLAND replied. 

Members and guests were then entertained to tea. 
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SOUTH-WESTERN DIVISION. , 

THE AUTUMN MEETING of the Division was held by kind invitation of 
the Committee of Visitors and Dr. J. L. Jackson at Knowle Mental Hospital, 
Fareham, Hants, on Thursday, October 25, 1934. 

The following members were present: Drs. A. Wilson, P. G. Grant, P. 
Carruthers, P. L. Hemphill, G. E. Shand, C. E. Alan Shepherd, C. Davies-Jones, 
J. L. Jackson, J. D. Thomas, Ian Skottowe, and S. Edgar Martin, Hon. Divisional 
Secretary. 

The undermentioned attended as visitors: Drs. M. R. Lockwood, T. Hurley 
and J. Carson. 

Dr. J. L. Jackson was in the Chair. 

Apologies for absence were received from Dr. J. W. Leech, Dr. John Keay and 
others. 

Dr. S. Edgar Martin was nominated Hon. Divisional Secretary, and Dr. J. L. 
Jackson and Dr. Ian Skottowe were nominated Representative Members of 
Council, the latter also as Chairman of the Division. 

The following were elected as Ordinary Members : 

MADELINE RosE LocKwooDp, M.R.C.S., L.R.C.P., D.P.M., Assistant Medical 
Othcer, Cefn Coed Hospital, Swansea. 

HENRY JOHN GRIFFITHS, M.R.C.S.Eng., L.R.C.P.Lond., Assistant Medical 
Officer, Cefn Coed Hospital, Swansea. 

THOMAS ANGER FEREMAN TYRRELL, M.B., B.S.Lond., L.M.S.S.A., President, 
Lincoln Medical Society ; Resident Clinical Assistant, Cefn Coed Hospital, 
Swansea. 

Proposed by Drs. Ian Skottowe, N. Moulson and S. Edgar Martin. 

The Hon. DIVISIONAL SECRETARY reported that Dr. Ian Skottowe had kindly 
invited the members to hold the Spring Meeting, 1935, at Cefn Coed Hospital, 
Swansea, and it was decided to accept his offer. 

Dr. J. L. Jackson then read an interesting paper on ‘‘ The Organization of the 
Mental Health Service”. Herecalled the history of mental institutions in the county. 
Knowle was opened in 1852, and up till 1921 was the only mental institution in 
the county. In that year Park Prewett was opened, and the county entered into 
partnership with Southampton and Bournemouth. In 1927 the county opened a 
mental deficiency colony, and in 1931 another was started by Southampton. Then 
a new partnership in all four was formed, and the speaker was appointed Principal 
Medical Adviser. He referred to the difficulties of organization in a scattered 
county as compared with a compact area, to his work as Mental Deficiency Adviser, 
and to the opening of out-patient clinics at Southampton and Winchester. It was 
proposed to open an additional one at the new Admission Hospital. In concluding 
he paid a tribute to the work of the well-organized voluntary societies in the county. 

The following took part in the subsequent discussion: Drs. SKOTTOWE, 
SHEPHERD, DAVIES-JONES and ALBAN Wi Lson. Dr. J. D. THOMAS proposed and 
Dr. IAN SKOTTOWE seconded a hearty vote of thanks to Dr. Jackson for his paper. 

Those attending the meeting were taken over the new buildings in course of 
erection, and were most impressed, especially by the new Reception Hospital with 
its receiving room, X-ray room, and the various modern appliances which were 
being incorporated. 

The members were very kindly entertained to lunch and tea by the invitation 
of the Committee of Visitors, at which Alderman L. Parham presided, and on the 
proposition of Dr. J. D. Thomas and Dr. Skottowe a hearty vote of thanks was 
accorded to Dr. J. L. Jackson and his Committee for their hospitality. 
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NORTHERN AND MIDLAND DIVISION. 


THE AUTUMN MEETING of the Division was held by the courtesy of Dr. J. 
Francis Dixon at the City Mental Hospital, Humberstone, Leicester, on October 
26, 1934, and members were kindly entertained to lunch. 

There were present : Drs. Archdale, Bain, Brunton, Dixon, Drury, East, Eaves, 
Edgerley, Fox, Graves, Henderson, Macarthur, Macmillan, Mould, Pearce, Pool, 
Prentice, J. Russell, J. I. Russell, Selkirk, Scott, Smith, Thorpe, Tisdall, Walker. 
Ten visitors also attended. 

During the forenoon members visited the Nurses’ Home, which is of modern 
construction and a particularly pleasing feature of this Hospital. Visits were paid 
also to the wards and laboratory. 

The Chairman, Dr. Edgerley, took the chair at 2 p.m. 

The minutes of the previous meeting were confirmed and signed. 

The following Candidates were balloted for, and duly elected members of the 
Association : 

NORMAN FRASER MACKENZIE, M.B., Ch.B.Edin., Assistant Medical Officer, 
Bracebridge Mental Hospital, Lincoln. 

Proposed by Drs. Macarthur, Scott and Russell. 

JAMES MorRRISON SMITH, M.B., Ch.B., Deputy Medical Superintendent, 

York City Mental Hospital, Fulford, York. 
Proposed by Drs. Hooper, Russell and Fraser. 

HENRY EDWARD CULLINAN ASLETT, M.R.C.S.Eng. L.R.C.P.Lond., D.P.M., 
Deputy Medical Superintendent, Rauceby Mental Hospital, Sleaford, 
Lincs. 

Proposed by Drs. Henderson, Macarthur and Scott. 

EDWARD SMITH, M.B., B.S.Durh., Junior Medical Officer, West Riding 

Mental Hospital, Menston, near Leeds. 
Proposed by Drs. Walker, Russell and Perk. 

WILLIAM JOHNSTONE BARBOUR, M.D., M.B., Ch.B., Deputy Medical Super- 

intendent, Mental Hospital, Rowditch, Derby. 
Proposed by Drs. Bain, Hopkins and Fox. 

Drs. Edgerley, Archdale and Cormac were re-elected to serve on the Divisional 
Committee of Management. 

It was left to the Secretary to arrange dates and places of meetings in 1935. 

The following papers were read: “The Diagnosis and Treatment of Some 
Physical Factors in Nervous Breakdown and Incipient Mental Disorder ”, by Dr. 
W. A. Potts (see below). “ Witchcraft ”, by Dr. J. D. W. Pearce. 

The meeting closed at 4.45 p.m., and members were afterwards entertained to 


tea. 


Parper.—‘ The Diagnosis and Treatment of some Physical Factors in Nervous 
Breakdown and Incipient Mental Disorder,” by W. A. Potts, M.A., M.D., 
Psychological Expert to the Birmingham Justices, Physician in Charge of 
Mental Observation Wards, Hallam Hospital. 


A short time ago, after secing some American statistics, which showed that 
nearly as many beds were occupied in Amcrica by cases of nervous and mental 
disease as by those suffering from physical disease, I examined the records of our 
country, and found that in England slightly more beds were occupied by the nervous 
and mental groups. The tragic aspect of this state of affairs is that preventive 
treatment at an early stage would have saved many mental cases from going into 
any hospital or institution. A recent issue of the Quarterly Bulletin of the Health 
Organization of the League of Nations (Vol. II, Extract No. 11) states, ‘As regards 
mental cases, preventive hygiene would ward off half of the 75,000 new cases of 
mental disease which occur each vear in the United States, half of the 15,000 
suicides, and half of the 35,000 attempted suicides ”. In this country it is said 
that fifteen suicides are recorded in the papers every day, making a total of over 
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4,000 every year. Preventive treatment has as great possibilities here as in 
America. The latest report of the Board of Control seems to suggest that by this 
time more benefit should have resulted from the possibility of admitting voluntary 
patients to mental hospitals, and also of admitting cases for temporary treatment 
without judicial certification. This disappointing state of affairs is no reflection 
on mental hospitals, because they would gladly admit any case in these two groups 
if they were not handicapped by inadequate accommodation, and even more by 
the fact that the incipient early cases are not, as a rule, sent to them, but only 
cases which have passed the stage when simple treatment would have been efficacious, 
while some have advanced so far that there is scope only for kindly custodial care. 

Why are nervous and mental cases often overlooked and little or nothing 
done in the early stages ? The explanation is that the training of medical students 
is inadequate as regards a group which will include a large proportion of their 
future patients; training is also conducted on wrong lines. A short course of 
systematic lectures, coupled with a few demonstrations in a mental hospital, where 
often only typical and well-marked cases are shown, is a poor preparation for the 
recognition of early cases. Attendance at an out-patient clinic for nervous and 
mental cases would be more useful, especially if the early cases could be attracted 
to it, and the teacher not only made a diagnosis as far as possible, but stated what 
lines of treatment could be started forthwith. But can we ever deal effectively 
with this problem till it is a regulation that medical students, before qualification, 
should have a period of residence in a mental hospital ? It is essential that a student 
should not only see well-marked types of mental disorder, but should also examine 
early cases, and afterwards be told what signs, not obvious perhaps, but neverthe- 
less very important, he has overlooked. He requires this experience, but should 
also see mental patients at all hours of the day, and under many different conditions. 
He should see them at their meals and occupations, take a part in their dances and 
recreations, and so learn to talk to them easily and naturally, while observing how 
apparently normal many can be under favourable circumstances. 

The importance of such training is not mentioned in the recent report of the 
Committee of the British Medical Association on Medical Education. That report 
seems also to overlook the fact that the majority of mental cases are physical in 
origin. This applies not only to the psychoses, but also to the so-called psycho- 
neuroses and neuroses. In every case there is always more than one factor, and 
there are usually both psychological and physical factors, but the psychological 
should not be dealt with first as a rule. If the physical factors are dealt with, the 
psychological will often adjust themselves, or at any rate will do so with the help of 
a little sympathy and kindly advice. 

There is a tendency sometimes to take the psychological factors first, and to 
attempt to deal with them without a complete investigation of the physical 
condition. If, as is suggested in the report of the Committee of the British Medical 
Association on Medical Education, instruction in psychology is given at an early 
stage of a student’s career, the idea that psychological treatment is the most 
important will be confirmed. Psychological treatment is more difficult, and often 
requires much more time than physical treatment ; it is seldom ettective if impor- 
tant physical factors are left untreated. Much valuable time is often lost by 
attempting to deal with the psychological side first. Many cases are sent to me as 
psychological who have had no physical examination, although they urgently 
required medical or surgical treatment. Psychological treatment, especially if it 
takes the form of psychological analysis, may be regarded as a form of educatio 
or training. Before such a course is arranged it is important that the physical 
condition should be made as healthy as possible. Cases which are essentially 
psychological belong to a special category, which includes delinquents, people who 
are unhappy in their married life, some sex offenders, and also those who are not 
happy in their work, especially those who have special aptitude for some other 
occupation. 

As an example of the perfunctory treatment sometimes given, I would refer 
to the case of a woman of 35, who, after twenty years’ satisfactory service, had a 
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nervous breakdown, becoming miserable, depressed and incompetent, while her 
handwriting, previously good, markedly deteriorated. After seeing several medical 
practitioners during a period of five months’ absence from work, and having no 
other treatment except rest and a change to the sea, which resulted in slight temporary 
improvement, she was sent to me for psychological treatment. She had never 
been examined physically at all, although her history, if it had been probed, might 
have shown that investigation was desirable, and even indicated the source of 
trouble. Instead it was assumed that her case was psychological, because at one 
time she had a friendship with a much older man than herself, with a very limited 
income, and there was some idea of marriage. She told me that it had all come to 
nothing long before she broke down, because she decided that their marriage could 
not be satisfactory. Her history was that she had never been away from work 
before, except for a fortnight, ten years ago, when she had a bad abscess. Twelve 
years ago she had ten infected teeth extracted. Her present illness began with 
headaches, and there was marked loss of weight. Such symptoms might be 
explained by a streptococcal infection, the septic foci being in the teeth. She was 
referred to a good dental clinic, from which it was reported that she had twelve 
seriously infected teeth, which ought to be extracted. The teeth were extracted, 
and she had no other treatment except iodine and calcium to combat any latent 
infection in her system. She improved steadily, gained weight, and after two 
months’ treatment was able to go back to her work. It was noticed that her 
handwriting had become good again. 

It is a help if we can recognize a particular type of mental disorder, especially 
dementia pr&cox, confusional or manic-depressive insanity. In cases of dementia 
pr&cox we might hesitate to give a good prognosis, especially as regards recovery at 
an early date. The outlook is better in confusional cases, which are nearly always 
due to septic foci, the nature and extent of which is an important consideration. 

With a manic-depressive type we might be hopeful of an early recovery, but 
we would realize the importance of dealing thoroughly with all possible latent 
toxzmias to prevent a recurrence. Early cases of nervous breakdown, however, 
are often difficult to classify. But we can always examine to see what systems, 
organs and functions are affected, and in particular what septic foci there are. 
In this connection it is essential to notice little signs, which are sometimes over- 
looked, or considered unimportant. Slight indications are particularly important 
in cases in private practice when lack of local facilities for special investigation, or 
the necessity for economy, make it difficult to carry out all the special examinations 
we could have in a well-equipped hospital. 

One of the most definite causes of mental disorder is syphilis. Statistics show 
that syphilis has been found in 15 to 20% of male admissions to a mental hospital 
in an urban area. 

I need hardly remind you of the tragedy that may follow accepting even repeated 
negative Wassermann examination as proof that syphilis is not a factor. A 
syphilitic woman, during menstrual life, may have a negative Wassermann, which 
after the menopause becomes positive. The most common early symptoms of 
syphilitic mental disorder are emotional irritability and restlessness. Anyone 
between thirty and fifty with an indefinite neurotic complaint is a possible case of 
general paralysis of the insane. 

The most common shortcoming, however, is not overlooking or failing to diagnose 
syphilitic cases, but not continuing treatment long enough. Treatment must be 
continucd for at least two years, passing on from one form to another, and not 
being satisfied till repeated examination gives a negative result. 

There is the same risk of insufficient treatment with other infections. Recently 
a patient who had been under treatment for over three years for tubercular disease 
and toxamia in an institution with much benefit was sent home as requiring no 
further treatment on physical lines, although he was still depressed, and unable 
sometimes to do any work. It was suggested that psychology should have a 
chance. He came to me for psychological treatment, which helped him a little. 
He then had a fainting attack on a hot day, so I examined him and found a profuse 
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pneumococcal, streptococcal and staphylococcal infection in his nose and throat. 
When I told him the result of the swabs, he said that on more than one occasion 
he had been examined and the same three infections found, but his attendants did 
not seem to attach any importance to them. A course of autogenous vaccines 
did him more good than psychological treatment, and enabled him to return to 
full-time work. 

Another patient was sent to me for psychological treatment from an institution, 
where she had had excellent treatment on several lines, and had improved a great 
deal. She was, however, still depressed, and very emotional. She was one of the 
small group of cases which sometimes require psychological treatment at the same 
time as physical treatment. She had had an unhappy and difficult childhood 
and a still more unhappy married life. She responded well to psychological treat- 
ment, and also to treatment for some physical factors not fully dealt with. Inves- 
tigation showed a Gram-negative non-lactose-fermenting bacillus infection of the 
digestive tract, and the corresponding vaccine treatment combined with careful 
dieting was a help. She also had a subluxation of the joint between the left 
sacro-iliac joint and the fifth lumbar vertebra, the handicap of which was obvious 
in her walk. A course of manipulative treatment resulted in further improvement. 

One of the commonest sites of focal infection is the teeth. In a paper on dental 
extractions in nervous breakdown, which I read at a meeting of the Section of 
Odontology of the Royal Society of Medicine two years ago, I dealt fully with the 
methods of diagnosis. First, there is inspection, which is only of limited value. 
Secondly, there is X-ray examination, the proper interpretation of which requires 
considerable experience. In some cases it is insufficient because an abnormality 
of the hard palate, or the unusual position of a tooth, may make it impossible for 
a radiologist, however skilful, to take a satisfactory radiogram. In any case a 
root abscess probably develops six months before it can be shown in a radiogram. 
Exostoses on the teeth are significant of a streptococcal infection. Thirdly, there is 
extraction and bacteriological examination of one of the most suspicious teeth in 
cases of doubt. This does not always solve the problem, because no growth may 
develop on culture, or only organisms which are not considered important. Fourth, 
are the reactions after extraction. These often take the form of a feeling of well- 
being or amelioration of some abnormal symptoms during the few days during 
which the wound is open, and able to discharge. After it has healed, abnormal 
symptoms may become temporarily more marked. For diagnosis itis only necessary 
to extract one of the most suspicious teeth. Under no circumstances should 
there be wholesale extraction of teeth without some confirmation of the diagnosis. 
An example of the importance of thorough examination was a hospital-trained 
nurse who had been ill off and on for ten years. She had had pneumonia and 
pleurisy (her lung had been aspirated) and an operation for appendicitis, and 
had suffered from abscesses in both ears. When she broke down mentally and had 
extreme depression she was told it was all nerves, and she must pull herself 
together. After a year’s treatment under a doctor who prescribed rest only, she 
caine to me. Her dentist said there was nothing wrong with her teeth, but an 
X-ray examination showed that five were infected and eight suspicious. She had , 
the five worst extracted. At a later stage, as Dr. Stanley Colyer had kindly 
examined the radiographs for me and said the eight suspicious teeth were also 
infected, she had them extracted. She had little other treatment except a course 
of pneumococcal and streptococcal vaccines prepared from nasal and throat swabs. 
A year later she returned to work and is now nursing a particularly heavy case, 
and says she never felt so well in her life. 

In connection with teeth, I would remind you of the possibility of diagnosis 
of streptococcal infections by little early signs. In some cases there is no indication 
except loss of weight, which is always significant of a streptococcal infection, if 
tubercular disease can be excluded. Depression is often a marked symptom, and 
liability to tire easily, with a suspicion of heart weakness, although there is no 
definite cardiac lesion. In young adults there is often a history of so-called growing- 
pains and rheumatism in childhood. Sometimes careful examination by pressing 
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on the cords of the brachial plexus or other nerves will demonstrate an early but 
unrecognized neuritis, which is suggestive. Again pressure on the spines of all 
the spinal vertebrz will sometimes indicate in one or two places an early arthritis, 
which will clear up with the mental symptoms after necessary treatment, vaccine 
and anti-toxemic; occasional creaking of any joints on moving them is also sus- 
picious, while a history of lumbago or sciatica must not be ignored. A history of 
scarlet fever or jaundice, which is sometimes associated with a streptococcal 
infection of the gall-bladder, should make us suspicious, as should also a history 
of repeated colds or influenza. 

The nose and throat are frequent foci of infection, diagnosed by the history, 
inspection and bacteriological investigation. Any necessary operative treatment 
must be carried out. If nothing abnormal is seen, vaccines and anti-toxzemic 
treatment with iodine and calcium will often deal with the condition. But the 
possibility of sinus infection must always be kept in mind. I will not enlarge on 
the diagnosis and treatment of sinusitis because it has been so exhaustively dealt 
with, thanks to Dr. Graves, Dr. Pickworth and Dr. Watson-Williams in the special 
number of the Journal of Mental Science on Sinusitis in Mental Disease published 
in July, 1933. Those who are still sceptical about the importance of this line of 
Investigation and treatment should read Dr. Watson-Williams’s book on Chronic 
Nasal Sinusitis and its Relation to General Medicine, already in its second edition. 
Recurrent headache is an important indication of the possibility of sinusitis. 

Intestinal toxemia is frequently an important factor, and requires careful 
Investigation. Indigestion and constipation must be taken seriously, and the 
motions inspected, bacteriological examinations often being necessary. Palpation 
over the abdomen may indicate areas of slight tenderness, even when there is no 
history of any disturbance. An important little sign is the presence of one or two 
tiny rose spots, such as are seen in typhoid, over the chest and abdomen. These 
are indications of toxemia. In many patients who have been operated on for 
appendicitis there is still a latent toxemia, as they have only had surgical treatment 
without any modification of their unsatisfactory diet. Many patients will be found 
to have slight colitis, which requires medicinal treatment and a carefully regulated 
diet. Vaccines are sometimes necessary, and a course of intravenous T.A.B. 
vaccine is frequently a great help. Other sources of infection, such as the kidney, 
and the uterus in women, must be kept in mind. It is important to make sure 
there is no history of typhoid, dvsentery, malaria or other tropical disease, from 
which a latent infection still remains. Slight attacks of such diseases, which have 
not been taken seriously, are not infrequently responsible for mental or nervous 
disturbances some years later. 


+ 


IRISH DIVISION. 


THE AUTUMN QUARTERLY MEETING of the Irish Division was held at the Royal 
College of Physicians, Kildare Street, Dublin, by kind permission of the President 
and Fellows, on Thursday, November 1, 1934. 

The following members were present : Dr. John Mills, in the Chair (in the absence 
of the Divisional Chairman, Dr. Gavin), Drs. S. Blake, Catherine Carey, P. J. Cassin, 
Kathleen Dillon, J. O'Conor Donelan, F. J. Deane, W. N. Eustace, H. J. Eustace, 
Nora May FitzGerald, P. Grace, D. Hegarty, D. L. Kelly, G. H. Keene, J. Kearney, 
J.C. Martin, C. B. Molony, P. Moran, C. J. McCarthy, M. J. Nolan, and R. Thompson 
(Hon. Sec.). 

Apologies for unavoidable absence were received from Drs. L. Gavin, R. R 
Leeper, B. Lyons, R. Taylor, B. F. Honan and M. Hamblin Smith. 

The minutes of the previous meeting were read, approved and signed by the 
Chairman. 
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Following the reading of the minutes, Dr. MARTIN proposed that the meeting 
should record its sympathy with the Chairman, Dr. Gavin, on the recent death of 
his brother, and also with Mrs. Moore, on the death of her husband, Dr. E. E. 
Moore, who had been for many years a.member of the Association. The motion 
was passed in silence, the members standing. 

The following nominated candidates were, after ballot, declared unanimously 
elected members of the Association : 

Loris SEYMOUR CLIFFORD, L.R.C.P.I.&L.M., L.R.C.S.I.&L.M., Assistant 
Medical Officer, Criminal Lunatic Asylum, Dundrum, co. Dublin. 
Proposed by Drs. J. C. Martin, R. R. Leeper and D. L. Kelly. 
THOMAS JOSEPH CONLON, L.R.C.P.I.&L.M., L.R.C.S.1.&L.M., Assistant 
Medical Officer, District Mental Hospital, Enniscorthy, co. Wexford. 
Proposed by Drs. B. Lyons, R. Taylor and S. Blake. 

Nominations were received for the posts of Divisional Secretary and Represen- 
tative Members of Council, for election at Spring Meeting, 1935. 

The Secretary then submitted to the meeting an account of the recent con- 
ference which took place between a Committee of the General Nursing Council 
(Irish Free State) and the Advisory Committee of the Irish Division, together with 
correspondence bearing on this question from the Secretary of the Educational 
Committee. 

The General Nursing Council’s proposals for the setting up of an examination in 
mental nursing under their auspices were considered at length. The members 
viewed with anxiety the apparent intention of the General Nursing Council to cease 
to recognize, for registration, the Certificate of the Royal Medico-Psychological 
Association, and dtcided that continued recognition of the Association’s Certificate 
must be conditional to the furtherance, by them, of the proposals of the General 
Nursing Council. The Secretary (assisted by the members of the Advisory Com- 
mittee) was instructed to draw up a letter embodying these views, and to forward 
it to the Secretary of the General Nursing Council. 

The meeting accepted with pleasure Dr. Grace’s invitation to hold the Spring 
Meeting at Portlaoighise Mental Hospital, at a date to be arranged later. 


Dr. O’CoxnoR DONELAN then read a very interesting communication on his 
““ Impressions of a Tour through the Dutch and British Mental Hospitals, including 
a visit to Gheel ”. 

Following Dr. Donelan’s paper, Dr. Cassin, Resident Medical Superintendent, 
District Mental Hospital, Kilkenny, read a paper on a recent tour of some British 
Mental Hospitals, in which he had taken part. 

Both these papers gave very interesting descriptions of modern trends in 
psychiatry, especially in the direction of occupational therapy, and also included 
many features of great interest with regard to mental hospital construction and 
administration. A lengthy discussion followed, in which the majority of the 
members took part. The Chairman and many of the members thanked the authors 
for their stimulating papers, and for the trouble they had obviously taken to give 
the meeting the benefit of their experiences. 


MIDLAND MENTAL PATHOLOGICAL SOCIETY. 


AT the first meeting, held on October 31, of the Midland Mental Pathological 
Society 42 members were present, and in addition several others have intimated 
their intention of joining the Society. The meeting was a most enthusiastic and 
successful one. An address by the President, Sir Gilbert Barling, Bart., C.B., 
C.B.E., F.R.C.S., was warmly received. The institution of the Society was then 
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proposed and discussed by Drs. B. H. Shaw, H. F. Fenton, A. M. McCutcheon, 
H. Frieze Stephens and W. A. Potts, the motion being carried nem. con. The 
rules and regulations of the Society, which had been drawn up at preliminary 
meetings, were accepted, and the officers and members then formally elected. 


Votes of thanks were passed to the Birmingham University and to the Dean of the 
Medical Faculty. 


Prof. R. D. LocKkHArT, M.D., Ch.M., then gave a lantern demonstration of 
“ Naked-eye Blunt Dissections of the Brain ’’, showing with remarkable clearness 
the various important nerve tracts of the mid-brain and brain stem, including his 
own discovery of the commissures connecting the optic lobes of the cerebrum. He 
also showed sections of the whole brain made with the Hamilton’s microtome, and 
demonstrated the instrument. 

The Society fulfils a much-needed association between those engaged in the 
study of mental disease and general medicine ; and promises enthusiastic and lively 
discussion at future meetings. Membership (apart from honorary members) is 
restricted to those connected with medical or mental institutions of the midlands. 
to whom the secretary will be pleased to send any information desired. 

F. A. Pickwortu, Hon. Sec. 


P.S.—The proposal for the formation of the above Society was made at the 
Joint Board Demonstration, November, 1933; see journal of Mental Science, 
1934, P. 173. 


NATIONAL COUNCIL FOR MENTAL HYGIENE. 
PSYCHIATRIC SOCIAL SERVICE. 


The following memorandum has been issued by the National Council of Mental 
Hygiene with reference to Psychiatric Social Service in Great Britain, Northern 
Ireland and the Irish Free State. 


Since the war the co-operation of trained psychiatric social service workers 
with the medical staff in American mental hospitals has developed rapidly. The 
superintendents of British hospitals have used voluntary help, speciallv that 
provided by the branches of the Mental After-Care Association and the Central 
Association for Mental Welfare, for some time. Carefully organized work in these 
islands with full-time workers is a recent development, and a questionnaire cir- 
culated by the No. 1 Sub-Committee of the N.C.M.H. to all the mental hospitals 
containing more than 100 beds in Great Britain and Ireland has revealed the 
following results : 

Two hundred and twenty-one questionnaires were sent out, and from the replies 
received it is seen that 33 mental hospitals employ a social worker or use one of the 
above-mentioned agencies for their social work. Several physicians use psychiatric 
social workers in the out-patient clinics attached to teaching hospitals. 

The replies from ten hospitals show that though they have no social worker 
at present thev are interested and, in some cases, are taking steps to obtain the 
services of a social worker. 

‚ At seventy-six mental hospitals no social worker is employed. 


TRAINING. 


As regards the training of the social workers already employed in the thirty- 
three mental hospitals, the following information has been obtained : 
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Hospitals with fully trained psychiatric social workers ; . 6 
Hospitals with almoners doing psychiatric social work : I 
Hospitals using the Mental After-Care Association whose workers 
have had some psychiatric training . 4 
Hospitals using the Mental Welfare Association w hose workers have 
some Mental Health training mainly for M.D. work ; II 
Hospitals with social workers trained for social work generally, 
unspecialized : 5 
Hospitals with workers trained a as nurses or ‘public health visitors . 6 
Hospitals with voluntary worker with psychiatric training I 
Hospitals with untrained voluntary social workers . 2 5 
DUTIES. 


The duties of the social worker described above are as follows: 
23 take case-histories. 
28 are concerned with the after-care of discharged patients. 
17 supervise boarded-out patients. 
18 assist in the Out-patient Clinic. 
15 attend case conferences. 


STATUS. 


As regards the status of these social workers : 
14 are whole-time workers. 
15 are part-time workers, 13 of whom do similar work elsewhere. 
8 are pensionable. 
The salaries range from {60 for a part-time worker to £300 for a social worker 
with two assistants. 


In addition to these workers in mental hospitals there are 2 fully trained 
psychiatric social workers attached to two observation wards under the L.C.C. 
They perform all the duties mentioned, and are whole-time workers on the 
permanent staff and pensionable. 


The Sphere of the Psychiatric Social Worker. 


A study of the work of the psychiatric social worker in the United States has 
recently been made by a Committee of American psychiatrists.* They feel that 
the psychiatrists must prepare the way for the inquiries of the psychiatric social 
worker. She enters very definitely into the home situation, and she should have 
a full knowledge of all the public and private social welfare agencies wed are at 
work in the district from which the patients are drawn. 

The psychiatric social worker is a source of supply of relevant information for 
the psychiatrist, and a channel through which his view of the needs of the dis- 
charged patient are transmitted to the relatives. She does what is necessary so 
that these plans may be carried out with the least delay. In a sense she spoon-feeds 
both patient and relatives. As a preliminary phase in a new type of social work 
this is necessary. It is upon her that the task of modifying the relatives’ attitude 
to the patients devolves. She may be called upon to modify the patient's outlook 


upon his environment when this is possible. Stress is laid upon the fact that the. 


psychiatrist superintends her activities, and that continuous co-operation between 
him and the relatives is only made possible by her services. It is clear that a flair 
for social work and philanthropic work cannot be her only qualification. This must 
be augmented by a knowledge of mental processes and their normal and abnormal 
modifications, a willingness to be led by the experience of the specialist in mental 
disease, and wide sympathies with the patient and with his relatives. 


* Amer. Journ. Psychiat., 1933, xiii, p. 434. 
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The contact which the social worker makes with the relatives during the patient’s 
residence in hospital will enable them to be more contented, and to be better 
informed of the efforts the physicians are making to secure the patient’s return to 
stability. In this her services in the enlightenment of public opinion are consider- 
able. 


Training of Psychiatric Social Workers, 


The question of the training and selection of psychiatric social workers has been 
the subject of much consideration for at least the past seven years in the British 
Isles. 

In 1927 and 1928 two groups of social workers went to America to study mental 
hygiene under the auspices of the Commonwealth Fund, and in 1929 a course for 
the study of mental hygiene and the training of psychiatric social workers was 
started at the London School of Economics. 

The Commonwealth Fund give 6 scholarships every year to students for the 
study of mental hygiene. 

The course is of a post-graduate standard, and the students selected have in 
the majority of cases studied social science at a university. Many have degrees, or 
academic qualifications equivalent to a degree. 

The course consists of twice as much practical work as theoretical, and the time 
is divided between child-guidance work, mental deficiency work, and work with 
patients in a mental hospital. 

The practical work in all three branches of the training entails home visiting 
under the guidance of a trained supervisor and the psychiatrist, co-operating with 
other social agencies and employers, etc. 

Many visits of observation are included in the course. 

On the theoretical side students attend lectures at the London School of 
Economics, case conferences at the London Child Guidance Clinic and ward con- 
ferences and clinical demonstrations at the Maudsley Hospital which are the same 
as those attended by medical students. In addition, the social workers have special 
clinical demonstrations at the Maudsley Hospital. In all the social worker students 
attend at least 40 clinical demonstrations during the training as well as one out- 
patient clinic every week.* | 

It has been maintained that nurses with mental nursing training are well suited 
for this type of work, and in many instances they have proved very efficient, but it 
would appear essential that more training than the mental nursing training is 
needed, and in the majority of cases the general education of mental nurses is not 
high enough to allow of their taking a course of a post-graduate standard. 

The major part of a psychiatric social worker's work is concerned with the 
handling of social relationships and adjustments, and this makes it necessary to 
have a thorough understanding of social conditions and first-hand knowledge of 
social services. She is also involved in the education of the public regarding the 
modern view taken of mental illness and its treatment. It would appear that the 
social worker should be a person of suitable personality, and also be well educated 
with both practical and theoretical knowledge. 

There is a large consultative committee of psychiatrists and sociologists con- 
cerned with the selection of students suitable to be trained for this work. 

The Board of Control, in their report for the year 1932, draw attention to the 
fact that “ advantages of a full-time qualified social worker have been amply 
demonstrated, and consider that their work will come to be looked upon as an 
essential aid to the psychiatrist in carrying out constructive social work in the 
patients’ homes ”. 


* Fuller information regarding the training can be obtained from the London School of 
Economics, Aldwych, W.C., or from the Child Guidance Council, Woburn House, Upper Woburn 
Place W.C. See Social Work for Mental Hospitals and Out-Patient Clinics published by the 
latter body, price 3d. Particulars of trained workers can be obtained from the Child Guidance 
Council. 
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Appendix. 
The following quotations are from letters received during the inquiry. 


1. From Dr. Bernard Hart, University College Hospital. 


I have for some years employed one of these workers in connection with my Department of 
Psychological Medicine at University College Hospital. I regard her as an indispensable member 
of the statf, and I cannot speak too highly of the assistance which I receive from her. 

I have found no disadvantages. The only one which suggested itself when the experiment 
was first tried was that the social worker would create difficulties by entering patients’ homes 
and making inquiries. In practice I have never found that this difficulty has arisen, although it 
15 obviously necessary that the social worker should be a picked person, combining a thoroughly 
adequate training with reasonable tact. 


2. From Dr. R. Worth, Springfield Mental Hospital. 


The psychiatric social worker at Springfield commenced duty in October, 1933, and has since 
that date been engaged in work on more than 120 cases. In the majority of cases, full histories 
have been obtained, and these have proved of value from various points of view, notably in 
diagnosis, preparation for discharge, and in the after-care carried out by the social worker 
where deemed necessary, after discharge. It has also been found that the histories are of great 
value where any research work is undertaken in the hospital. 

In connection with the work of preparation for discharge, the social worker has worked 
under the instructions of and in close co-operation with the medical staff, this enabling her to 
have the fullest knowledge of the patients in her efforts to secure a good adjustment in the 
homes and in employment. 

Good after-care work is so closely linked with the prevention of mental illness that it is 
worth a great deal of consideration if the social worker's services are to be used to the fullest 
extent. At Springfield Hospital a great deal of importance is attached to the value of the 
Out-Patient Clinic. Attendance at the clinic, combined with the follow-up work in the homes 
of selected discharged patients, is found to help ex-patients to adjust themselves without too 
great a Strain in the community. 

A great deal of very excellent social work in the form of after-care is still carried on by such 
societies as the Mental After-Care Association, but that in no way eliminates or diminishes the 
need for psychiatric social work as an integral part of the direct hospital administration, under 
the direct control of the medical superintendent. 

The type of social work outlined above, however, demands a high degree of training and- 
experience, and it is to be hoped that in the training of all workers great care will be taken to 
select those with a wide experience in general social case work, and who have the personality 
which will enable them to make full use of the specialist training in mental health which is 
necessary to good work, such as that given at the London School of Economics. The taking of 
reliable histories in mental cases is in itself highly skilled work, and is an indication of the need 


for a sound training. 


CORRESPONDENCE. 
**HYPNOTISM, THE FRIEND OF MAN.” 
To the Editors of the ‘ Journal of Mental Science’. 


SIR,—A review published in your issue for July, 1934, has been sent to me. It 
is of my last-published book, Hypnotism, the Friend of Man, but lamentably fails 
to represent me fairly. In one instance quotation marks are inserted as if the 
included passage were mine, whereas it is curiously mutilated. Worse still, the 
reviewer scornfully remarks : “ It seems that, when used in the right way, hypnosis 
is more or less the panacea for all ills.” In reality I have invariably emphasized 
the contrary. That fact is readily demonstrable : 

In the first article written by me on hypnotism, I stated: “ To pretend to cure 
all, or nearly all, complaints by hypnotism is sheer quackery ” (Weekly Times and 
Echo, October 29, 1911). In my first book on hypnotism (viz., Rational Hypnotism), 
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published in 1914, I stressed the same fact. In Hypnotism, the Friend of Man, 
I devoted a whole chapter to ‘‘ Hygienic Auxiliaries’’, and towards the end of the 
book (p. 270) I declared: ‘‘ There are some cases wherein hypnotism, even if 
backed by the most skilful of other treatment, is powerless, or only of use for the 
alleviation of coincident and aggravating troubles.’ Nevertheless, in view of the 
mental factor in complaints, and the harmlessness and, indeed, efficacy of skilfully 
applied hypnotism, I deemed myself justified in affirming that ‘‘ there are extremely 
few cases of disease or disability in which the employment of hypnotism is counter- 
indicated ’’. Medical practitioners of note have stated to the same effect. 

I have no grievance against medical men as a body—indeed, much to the 
contrary. Here, for example, are two extracts taken from recent letters written 
to me by Dr. W. R. McGlashan, Physician to the Mental Health Services, Guernsey: 

“ Until I read your books the theory of hypnotism appeared so insulting to 
my reason that I did not take the trouble to investigate what, even if it was doing 
any good, seemed to be bluff and bunkum ; your theory and explanations convince 
me that hypnotism is a rational reality and if the operator be convinced he is likely 
to do more good than an operator who blunders along with something that appears 
to him to be a shadow and a sham ” (December 7, 1934). 

“ I wish to assure you that whatever expression of mine may seem to you 
useful in the interests of truth regarding the subject of hypnotism is at your service 
to reproduce whenever and wherever you may deem it appropriate ’ (December 15, 
1934). 

I could quote many medical opinions consistent with Dr. McGlashan’s courageous 
utterances ; and when my book on Rational Hypnotism was published (1914), Prof. 
James Sully, whose acumen as a psychologist is unlikely to be questioned, wrote 
to me: “ You have brought to the consideration of the subject a good deal of 
knowledge as well as of critical judgment.” 

In the light of what I have written in this letter, unprejudiced readers will 
not place excessive reliance upon your reviewer's indictments, and will prefer to 
judge for themselves. 

In asking you, Sir, to publish this letter, I am but asking you to do what I 
trust that, in any case, your sense of justice would have made you desirous of 
doing. 

I am, Sir, 
Yours faithfully, 
J. Louis OrRToN. 


Dr. Stanford Read, in reply, writes : 


“ The reviewer regrets that Mr. Orton should feel that he has not been repre- 
sented fairly in the criticism of his book, Hypnotism, the Friend of Man. How- 
ever, on further consideration of what was previously said, no adequate grounds 
can be found for in any way changing the opinions expressed. 

“ Though Freud's theories have no special relationship with the main subject- 
matter under review, the author has, of course, every right to question their validity 
and reject them. Nevertheless, when it is stated that such doctrines are only 
modifications, extensions and corruptions of those of Janet, and that ‘ psycho- 
analysis’ and ‘catharsis’ are only substitute terms for ‘ psychological analysis ’ 
and ‘ psychological dissociation ’, it can assuredly be said that any knowledgeable 
reader will, after such a flagrant misinterpretation, tend to look with suspicion 
upon further contents. 

‘“ The main grievance is that the reviewer quite erroneously concludes that 
the author regards hypnotismin, when used in the right way, as more or less the 
panacea for all ılls. It seems, though, that such a deduction is hardly ill-founded 
when it is vaunted as the cure for such a comprehensive list of ‘ nervous ’ disorders, 
heralded as of solid value for the prevention of imminent insanity and for the 
reclamation for a large proportion of criminals, and looked upon as such a valuable 
aid to health, efficiency and happiness. In his letter to the Editors Mr. Orton 
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seems to have himself confirmed this particular criticism by saying that he deems 
himself justified in affirming that ‘there are extremely few cases of disease or 
disability in which the employment of hypnotism is counter-indicated ’. The 
assertion is made that medical practitioners of note have stated to the same effect. 
One can only say that the modern psycho-pathologist respectfully differs from such 
an opinion. That there is much evidence of earnest study within the pages of Mr. 
Orton’s book is apparent, but for readers of the Journal of Mental Sctence any 
other criticism but that given was hardly possible.”’ 

Note: We regret that quotation marks were erroneously inserted in one passage 
of the review. However, we do not feel that Mr. Orton's views have been mis- 
represented thereby. The point is dealt with above by Dr. Stanford Read.— 
EpITors.] ; 


“A DISCLAIMER.” 
To the Editors of the ‘Journal of Mental Science’. 


Sır, —I am the author, jointly with Dr. Alexander Cannon, of two purely 
professional books dealing with psychiatry and neurology, published by Messrs. 
Heinemann in 1932 and 1934. 

My co-author is, as is well known, the sole author of several “ psychic ’’ works, 
which have attracted a good deal of attention among the general public, and these 
works have had inserted therein, without my authority or approval, announcements 
relative to the joint professional works in question. 

I desire to make it perfectly clear that had I known that references to the joint 
works referred to were intended by my co-author to be inserted in his psychic 
books, I should have prohibited this. I have intimated my disapproval in definite 
terms to Dr. Cannon, and requested his assurance that there shall be no further 
allusion to the joint work in any further editions of the ‘‘psychic’’ books, or in 
any other non-medical book whatsoever Dr. Cannon may write. 

I should like to state, in fairness to my co-author, Dr. Cannon, that, on the matter 
being brought to his notice, he, unreservedly, agreed to comply with my wishes. 

I am, Sir, 
Yours faithfully, 
E. D. Hayes 
The Mental Hospital, 
Berry Wood, Northampton ; 
March ıst, 1935. 


OBITUARY. 
Don SANTIAGO RAMON Y CAJAL. 


On October 17, 1934, death removed one of Spain’s most eminent sons, who 
was of international fame in his special line of scientific research. 

Santiago Ramon y Cajal was born on May I, 1852, at Petilla, in the province 
of Aragon, his father being, at that time, a country practitioner. It is recorded 
that his original wish was to adopt an artistic career. His interest in art was 
maintained throughout his life, and doubtless contributed to the beauty of the 
illustrations which adorned his published work. He pursued his medical studies 
at the University of Saragossa, where his father had become Professor of Anatomy. 
Graduating in 1873, he entered the medical service of the Spanish army. He served 
in the Carlist war and in Cuba. After a severe illness he returned to Spain, where 
he introduced the microscope into medical study. He was appointed Professor of 
Anatomy at the University of Valencia in 1880; and in 1892 he was transferred 
to the Chair of Histology and Pathological Anatomy at Madrid, a post which he 
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retained until his retirement in 1922. As has so often been the case with scientists, 
his greatness was recognized abroad sooner than in his native country. In 1894 
he was invited to lecture in London, and was elected a Fellow of the Royal Society. 
In 1906 one of the Nobel Prizes was divided between him and Golgi. After this 
he did not lack recognition in Spain. He was created a life senator, and on his 
retirement the Cajal Institute was founded at Madrid to commemorate his name. 
His great work was La Textura del Sistema Nervioso del Hombre y Vertebrados, 
which first appeared during the years 1897-1904. This still remains the standard 
treatise on the minute anatomy of the nervous system. His researches on nervous 
degeneration and regeneration are well known, and he also wrote a text-book of 
histology, the first edition of which was published in 1889. His ideas were not, 
at first, acceptable to other workers, and involved him in controversies which he 
conducted with vigour, but with perfect courtesy towards his opponents. He 
lived to see the triumph of his views. No one contributed more to the re-birth of 
scientific education in Spain. 

Ramon y Cajal’s interests extended beyond the fields of science. He was the 
author of poems and short stories ; and he wrote at least one novel, in which he 
described the adventurous voyage of a microbe through the human body. He 
was a devoted son of Spain. But his patriotism did not prevent him from appre- 
ciating the good points of other nations, and he had a great admiration for our own 
country. He has died full of years; and there was granted to him (using his own 
words) ‘‘ the supreme grace of contemplating, in a synthetic vision, the flowers 
harvested along the road of life ’’. M. HAMRLIN SMITH. 


NOTICES BY THE REGISTRAR. 


Examinations for the Nursing Certificates. 


List OF SUCCESSFUL CANDIDATES. 
November, 1934. 
Those marked * passed “ With Distinction ”’. 


MENTAL NURSING. 


England and Wales. 


Beds, Herts and Hunts (Three Counties) —Doris Lilian Wood, Esther Butler, 
Ewart Graham. 

Berkshire.—Walter Graham, Reginald Groom. 

Cambridgeshire.—William Douglas Black, Andrew William Harris, Margaret 
Low, Isabella Percival Lowdon. 

Carmarthen, etc.—Benjamin Owen John, Tegwedd Megan Evans. 

Cheshire, Chester. —Harry Samuel Collins, Harold Hodgkiss, Harry Crompton, 
Esme Constance Wilding, Nora Gaved, Nancy Iles, Bessie Jones, Edith Vera Evans, 
Annie Conway, Gwendoline Jackson, Mary Florence Jones, Annie Jordan, *Lilian 
Vidler. 

Cheshire, Parkside.—Maud White, Thomas Albert Amesbury, *Alexander 
Stubbs, Ralph Lonsdale. 

Cornwall. —Annie Hooper. 

Derbvshire —Gerald Harry Brickwood, Dorothy Henfrey, Daisy Lacey, Florence 
Marv Riley, Ellen Jobson. 

Devonshire —Hilda Patricia Swinnerton, Doreen Agnes Lane, Daisy Florence 
Johnson, Winifred Mary Johnson. 
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Dorset.—Christina Maclachlan, Mary Coleman, Mavyn Minnie Arnold, John 
Joseph Bernard Baldwin. 

Durham.—John Bulmer Rodgerson, William Lamb, Charles Edward Thornton 
Brown, Thomas Robson, Arthur William Beattie, Thomas Harland, Thomas 
Tunstall, John McNamara, Stanley Pendlebury, Harry Gardener, Enid Myers, 
Phyllis Eileen Dirt, Ena Roberts, Doris Hughes. 

Essex, Brentwood.—*Charles Holvey Wiggett, John Glyndwr Williams, Alice 
Mary Burey, Ada Olive Curry, Hilda May Humphreys, Daphne Marjorie Potterton, 
Margaret Rowe, Nancy Louise Sweetapple. 

Essex, Severalls —Charles Neville Hammond. 

Hampshire, Knowle.—Ellen Mary Dennis, Ella Mabel Green. 

Hampshire, Park Prewett—Donald William Goodyear, Leslie Charles Tfould, 
William Henry Trenchard, Frederick William Henry Willmott, Marjorie Bradbury, 
Beatrice Olive Bennett, Annie Cottingham, Florence Davies, Elsie Myfanwy Evans, 
Margaret Ellen Fort, Phyllis Ford. 

Herefordshive.—Phyllis Lilian Worlock. 

Hertfordshire, Hill End.—Dilys Phillips, Julia Taafe. 

Isle of Wight.—William Bernard Johnson, John William Donougho. 

Kent, Chartham.—Edward William Rampley, Walter Albert Smith, Kathleen 
Margaret Staley, Emma Frances Dullea, Dorothy Prebble, Rosetta Amelia Jones. 

Lancashire, Lancaster.—Emily Lawson. 

Lancashire, Prestwich._—Lucy Margaret Liptrott. 

Lancashire, Rainhill. — Thomas Anthony Walsh, Richard O'Neill. 

Lancashire, Whittungham.—\rene Simpson, Mary Heaton, Mary Elizabeth Smith, 
Mary Edward, Gerard Gallagher, Lily Knowles, Gwyneth Evans, Frederick Gerard 
Drake. 

Lancashire, Winwick.—John Dutton, Alice Ann Percival, Lillian Percival, Emily 
Esther Hughes. 

Leicestershire and Rutiand.—Mary Ann Cherry, Bertha Florence Hancock, Mary 
Lyons, John Brockelsby Clarke, Horace Gregory, George Frederick Riggall, 
Archibald Wilson. 

Lincolnshire, Bracebridge.—Mildred Monica Dickenson, Norman Goodall, 
Wilham Henry James Salt. 

Lincolnshire, Rauceby.—Annie_ Bembridge, John Gordan Brewster, Alice 
Elizabeth Claydon, Ruth Grice, Rhoda Christine Jones, Willis Newton Marshall, 
Sidney Charles Pearson, Flora Helen Sorrell, Maude Amy Wainer. 

London, Banstead.—Albert Ernest Emery, Maldwyn Pritchard, Rose Ellen 
Bravbrooks, Ellen Collier, Bridget Frances Kinsella, Mary Annie McMorrow, 
Margaret O'Regan, Mary Edith Picot., Mary Pearson, Evelyn Skinner. 

London, Bexley.—Joyce Heeb, Margaret Mary Leahy, Jessie Miller, Alice Pen- 

nington, Elizabeth May Russell, Dorothy Alice Russell, Winifred Frances Treen, 
Cyril Henry Wood, Horace William Wiles. 
Mary Ann Williams, Constance Ivy Wilhams, Annie Mary 
Millward, Beatrice May Rosser, Gladys Maud Tavlor, Winnifred Day, Mabel Liver- 
sidge, Ruby Margaret Annie Sheppard, Annie Freda Cullen, Frederick William 
Arkle, Frank Walker Lowe, Robert Wilkinson. 

London, Claybury.—Marian Josephine Buckley, Kathleen Buckley, Edith 
Brimblecombe, Phyllis Faulkner, Phyllis Emily Fletcher, Kathleen Patricia Flynn, 
Reginald Green, Percy Charles Harvey, Grace Rosina Mary Lucy, Lilian Bessie 
Milton, John Gordon Rice Munro, *Thomas John Phillips, Charles Frank Seabrook, 
Mary Violet Webb. 

London, Colney Hatch.—Hilda Harris, Ruth Shepherd, Elspet Duncan Christie, 
Rose Mary Partington, Violet Anne Mitchell, Marjorie Pettican, Elizabeth Ann 
Disley, Harry Jones, Frederick Blundell, John Young Bowden, Harold Brown, 
Stanley William Crofts, Frederick Stanley Harding. 

London, FEwell—Ethel Moreland, Nancy Elizabeth Stanford, Annie Mary 
Llewellyn, Clarice Frances Nicholls, Margaret Charlotte Whorwood, Gwendoline 
Clara Gower, Zoe Laffineur, Philip John Burden. 
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London, Hanwell.—Leslie A. Bonfield, William C. Herd, Leonard W. Wilson, 
Thomas Thompson, Eveline M. Denton, Jennie Williams, Annie M. Harman, 
Winifred E. Wiltshire, Florence G. Gardner, Emily Fieldsend, Josephine Reid, 
Eleanor M. Bartley, Sarah Ann Davies, Nancy W. Dillon, Elsie G. Westley, Marjorie 
Glossop, Edith V. Pyke. 

London, Horton.—May Aston, Elsie May Beard, Evelyn Edith Bright, Gladys 
Louisa Breeds, Winifred Emma Blackburn, Ellen Cassidy, Lilian May Derrick, 
Rachel Davies, *Doris Ewbank, Margaret Elizabeth Evans, Ada Fenwick, Bridget 
Fahy, Catherine Hurley, Lily Eugenia James, Margaret Kavanagh, Annie Kelly, 
Bridget Patricia Lenehan, Olive Vivien Matthews, Hannah Smith Plows, Margaret 
Jean Price, George Puddifoot, Arthur Frederick Leo Ross, Olive Symes, Christina 
Mary Westlake. 

London, Long Grove.—Charles William Edward Humphrey, John Charles 
Whitworth, Josephine Carroll, *May Allen Coulston, Kathleen Marv Jury, Annie 
Prescott, Mary Rea, Martha Rostron, Hilda Soulsby. 

London, Maudslev.—Edith Holm, Dorothy Peberdy, Phyllis Wade, Lila Walker, 
*Elsie Busse, Vera Chiswell, *Marjorie Cripps, *Rosella Hunter. 

London, Tooting Bec.—Ernest Edward Knowles Gallard Ernest Charles Collins, 
Gwladys Mary Bowen, Mary Anna Levie Brown, Vera Mary Castle, Gertrude Mary 
Conroy, Rose Davy, Ethel Fawcett, Anne Maria Gordon, Frances Eleanor Gardener, 
Emily Beatrice Glen, Audrey Hilda Gould, Violet Primrose Hall, Margaret Hefter- 
nan, Ellen Oaklev. 

London, West Park.—Flizabeth O’Reilley, Margaret Williams, Mary Christina 
Milner, Irene Vidler, Elizabeth Jane Hale, Olive Winifred May Green, Isabella 
Bell, Mary Jane Boustield, Florence Hilda Brown. 

Middlesex, Napsburv.—Edward Deradour, Margaret Mary McPherson. 

Middlesex, Springfield.—Leonard Francis Hammond, Sidney Hughes, Arthur 
William Edgar, John George Williams, Nellie Ainsworth, Grace Ada E. Coleman, 
Eva Joyce Blackwell, Mary Jones, Gladys Carr, Adelaide Beatrice Spedding, Elsie 
Alice Hay, Rose May Dear, Edna May Thomas, Kathleen Bridget Cahill. 

Monmouthshire.—Lewis James Morris. 

Norfolk.—*Owen Hoban, William John Simmonds. 

Northam ptonshire.—Irene Ruth Roberts, Henry Miller. 

Northumberland.—Marion Knell Henckel, Doris Olsen, Norman Chesney. 

Nottinghamshire.—Vera Barker, Hilda Wilkinson, William Everard Knight 
Dickins. 

Oxford County and City.—Mary Hounam, Constance Cecilia Norris, Ursula Faith, 
Tita Cooke, Isabella Besanson, Annie Dutchman. 

Shrewsbury.—Clarice Ellender Mary Rickus, Robert Frederick Parker. 

Somerset and Bath, Wells. —Edward William Rendle. 

Staffordshire, Cheddleton.—Hilda Warrington, Dorothy May Gater, Maisie 
Gwendoline Thomas, Isobel Muriel Shand Smith. 

Staffordshire, Burntwood.—Hilda Mary Allen, *Audrey Dilks, Marie Jones, 
*David Wilham Edwards, William Henry Emery, John Joseph Geraghty, Arthur 
Allan Saunders. 

Staffordshire, Stafford.—Sidney Attwood, Sydney Thomas Fox, John Bates, 
Harry Thomas Davies, Betty Rogers, Gladys May Ruscoe. 

Suffolk.—l.ucy Fairhead, Winifred Riches. 

Surrey, Brookwood.—Mollie Burton, Ann Spence Donkin, William Henry 
Boucher, William Herbert Bate, Samuel Brooks, James William Thomas Ethering- 
ton, Paul Kaye. 

Sussex, F.ast.—Ivy Letitia Mason, Megan Edwards, William John Fuller, Sarah 
Davison Melvin. 

Sussex, West.—Gregor MacDonald, John William Sedgeley, George Latham, 
William Latham, Leonard Cecil Paine, John Mason, Ellen Rose Cross, Winifred 
Fletcher, Jessie May Bryant, Annie Charlotte Knight, Lorna Katherine Sansom, 
Elizabeth Anne Mackin, Evelyn Elizabeth Juliana Harris, Doris May Redford. 
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Warwickshive.—Margaret Gilmartin, Annie Millns, Ellen Spender, Jennie 
O'Sullivan, Kate Edwards, Alfred Williams Gibbs. 

Wiltshire.—Walter George Russell, Reginald George Fox, Nora Georgina Alice 
Evans. 

Yorkshire, West Riding, Menston.—-Alice Hutchinson Burton, Ethel Vinn. 

Yorkshire, West Riding, Wadsley.—lvy Gertrude Hague, Edna Mary Newbert, 
Florence Stevens, Annie Shaw, Ethel Turner, Maurice Myers, Joseph William 
Wright. 

Yorkshire, West Riding, Wakefield.—James Roberts, Harry Wright, *Marsden 
Osborne, Henry Westwood, Joseph Blackburn. 

Birmingham, Rubery Hill and Hollymoor.—Reginald John Roberts, Bertram 
Charles Dakin, Annie Laura Bennett, Dorothy May Holdcroft, *Grace Irene 
Biddulph. 

Birmingham, Winson Green.—Susan Caswell Ewing, Alice Hayes Johnson, Ivy 
Clarke, Joan Eiluned Thomas, Charles Bramwell Booth, Thomas Woodward, Albert 
Burgess. 

Brighton.—Teresa Wright, Edith Maud Trenery, Ada Burley, Francis Adams, 
Fred Beech, Charles Albert Parkin, Fred Lang. 

Bristol_—Marjorie Wheeler, Kathleen Winifred Crook, Kathleen Harris, Bridget 
Powell, George Kay, Cecil William Herwig. 

Crovdon.—Lena May Peat, Ann May Johns. 

Hull.—Lizzie Dowdall, Annie Collins, Emma Sheard, Theresa Temple, Margaret 
Murphy. 

London, City of.—Ellen Maud Hayter. 

_ Newcastle —Thomas William Flook. 

Plymouth.—Ellen Annie James, Kathleen Marie Moore, Stanley Trevathan. 

Portsmouth.—Louise Margaret Gardner, Phyllis Maud Fyfield, Gladys Mary 
Wardle, Ena Lois Pharoah, Walter Henry Baker, Frank Thomas King. 

West Ham.—Doris Christina James, Leslie Thomas Weston. 

Barnwood House.—Mary Martyn. 

Camberwell House.-—Edith Annie Dawson, *Claude Bernard George Dobson, 
Robert Henry Osborn, Bernard Jack Ryan. 

Cheadle Royal.—Bernard Taylor. 

Coton Hill.—*Gladys Mary Parker. 

Holloway Sanatorium.—Anthony Arthur Moreton, Kenneth George Turner. 

Laverstock House.—May O'Connell. 

Northumberland House.—George Porter, Margaretta Helan Jones. 

Royal Naval Hospital.—Reggie Brooks, Leonard Cooper, Benjamin Bloomfield. 

Warneford.—George Trinder, Mary Troth, Gertrude Mary Hastings, Enid 
Armstrong, Margorie Anne Fowgies. 


Scotland. 


Aberdeen City.—Ellie Keith. 

Dumfries, Crichton Royal.—William Isherwood Scott, Alexander McCourty, 
John Glasgow Whiteford, ‘Annie Ritchie Walker, Isabella Britton, Isabella Baxter 
Gardner, Annie Jamieson Leith, Jenny Montague, Bridget Wallace, *Annie Muir 
Hunter, *Mary Josephine Crossan. 

Edinburgh Royal Hospital, Craig House.—Wilhelmina Imrie Steele, Frances 
Campbell, Catherine McKay, George Khind. 

Edinburgh Royal Hospital, West House.—Donald Wilson. 

Fife and Kinross.—Agnes A. Kirk, Sarah Cook, John Stevenson Edwards. 

Glasgow, Gartloch.—Maggie Jane Kelly, Janet Clark McCulloch Gray, Millicent 
Gordon Paterson, Hannah Ballantyne. 

Glasgow, Woodilee.—Annie McKinnon, John MacRury. 

Govan.—Wate McQuarrie. 

Greenock.—George Russell Lindsay, William Charles Lorimer, George Garden, 
Ellen Marion Campbell, Mary Ann Toal Kennedy. 
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Inverness.—Simona McAngus, Elizabeth McLeod, James More. 

Montrose Roval.—E lizabeth Paton, Bella McDonald, Mary Ann Allison, Sarah 
Gemmell Wallace, Helen Watson Murray, Mabel Pittendreigh, Margaret Barbara 
Duncan, Edith Low, William McDonald, Allan Smart, Lindsay Thomas Dalgarno, 
*Mary Aitken. 

Paisley, Riccartsbar.—John Grant, William Leiper, Neil Murray, Margaret 
Campbell. 

Stirling. —Agnes McMillan Cameron, Mary Ethel Gorman, Mary Ann McDonald, 
Jean McIntyre, Annie McKenzie, Mary McLean, Agnes Crawford Nicolson Nugent, 
Hannah Gibson Walker. 


Ireland. 


Ballinasloe.—John Joe Fallon, Thomas Glynn, Bridget Kavanagh. 

Belfast.—Christina Balmer, Jean Isabel Bamford, Maria Matilda Harper, Annie 
Lennon, Annie Chapman Salter, Thomas Andrew Gilmore, *John Humphries 
(Winner of Campbell Clark Medal and Prize, November, 1934), William James 
Maynes, Francis Alexander Steele. 

Carlow.—Peter Brien, Michael Lawler, Patrick Norris, Michael Clarke, Edward 
Connelly, John Dunne, Elizabeth Doyle, Mary Doyle, Maria Hendy, Margaret 
Nolan, Johanna Butler, Catherine Hoey, Margaret Dowling, Kate Byrne. 

Down patrick.—Catherine Morrison, Emily Jane Lyttle, Ellen McMahon, Thomas 
Frederick Lewis, Robert David Casement, James Joseph Mullan. 

Dublin, Grangegorman.— Edward Byrne, Thomas Douglas, Michael C. Ryan, 
Annie McDermott, Bridget Devine, Ellen McCarthy. 

Kilkenny.—Josephine Moran, Mary Sheehy, Martin Boyle. 

Mullingar —Ellen Gregg, Mary Teresa Reynolds, *Mary Josephine Mont- 
gomery, Rita Reynolds. 

Portrane.—John Dunphy, Josephine Fitzgerald, Sarah Kenny. 

St. John of God’s.—John Dagleish, Arthur Madden, Patrick Kelly, Patrick 
McGuinness, James Malone, James Healy. 

Sligo.—Ellen Rooney, John O'Hara, Christopher Toher. 


NURSING OF MENTAL DEFECTIVES. 


Royal Albert—Mary Bamford, Mary Edden, Clara Todd, Reuben William 
Fisher, Edward Walmsley. 

Brentry Colony.—Cecil Walter Hanks, Herbert Newman, John Webber, Arthur 
George Witchell. 

Caterham.—Mary Ellen Kent, Ivy Violet Girling, Nora Agnes Hurley, Edith 
Hazel Gowans, Kathleen Alma Bennett, William Ivan Thompson. 

Cell Barnes Colony.—Charles Hector Sadler, Charles Seymour Turner, Mary 
McDougall Swan Brownlie, Tom Herman, James Douglas Neish, Leonard John 
Tranter, Winifred Maud Wrigley, George Donald Coleman, Robert Allan Williams, 
Ellen Such. 

Clerk’s Croft.—George Parsons, Edward Philip Henry Fooks, Roland Clarendon 
Hill. 

Coleshill Hall.—Margaret Givens, Ruth Wiles, Arthur Stanley Blunt, Francis 
Thomas Bisley, Percy Charles Davies, Albert Henry Fitzgerald, James Frederick 
Prosser, Edward Thomas Williams. 

Darenth.—Wilfred Heathcote, Jacqueline Hilda Kathleen Brett, Constance 
Clough, Jessie Margaret Hobday, *Margaret Nixon. 

Fountain.—Winifred Elsie Collier, Sylvia May Hill, Rosilla Howarth, Eileen 
Florence Patricia Huntley. 

Great Barr Park Colonv.— Olive May Osborne. 

Hortham Colony.—Edith Stockden, Myra Joyce Viner, Elsie May Haskins, 
Marjorie Annie Svkes, Myrtle Catherine Ward. Grace Nancy Gibbs, Florence Ellen 
Acock, Boyd Jack Alfred Radford, Reginald Augustus Lane, Henry Alexand er. 
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Leavesden.—Dorothy Laura Broom, Edith Dagless, Ellen Lavinia Dando, 
Gwyneth Tydfil Davies, Margaret Joyce Hing, Ethel Mildred Lythaby, Mary 
Johnston McNaught, Elizabeth Evelyn May Plumb, Unity Freda Craigie Saunders, 
Gwendoline Elizabeth Stevens, William Bates, George Charles West Bennett, 
William Brownbridge, John William Catton, Ernest William Collins, Edward 
Francis Easley, John Francis Fendle, Thomas Frank Freemantle, Ernest William 
Hodgkinson, Joseph Hook, Ernest Marsland, Richard Smith, Edmund Williams. 

The Manor.—Ruby Fletcher, Vera Mildred Marchant, Alice Mary Tourret, 
Kathleen Dorothy Fourret, Edward Arthur Clitfe, Albert Edward Stratton. 

Rampton State Institution —Emily Isabel Bunce. 

South Ockenden Colony.—Charles Cox. 


Bronze Medal and Prize for 1935. 


Dissertations for the Association’s Bronze Medal and Prize must be delivered 
to the Registrar by April 30, 1935. 


Divisional Prizes for 1935. 


Papers certified as eligible for this competition must be forwarded to the 
Registrar not later than April 30, 1935. 


Gaskeli Medal and Prize. 


The examinations for the Gaskell Medal and Prize and the examination for 
the Certificate in Psychological Medicine will be held in May, 1935. 

Applications for entry to each examination to be made to the Registrar, St. 
Andrew's Hospital, Northampton. 

There is no fee for entrance to the Gaskell Prize Examination. 

The entrance fee for the examination for the Certificate in Psychological Medicine 
is three guineas. 


PSYCHOPATHOLOGY AND PSYCHOTHERAPY SUB-COMMITTEE. 
London Local Group. 


Amongst the aims of the Sub-Committee has been the one to promote exchange 
of ideas, and the formation of informal groups of workers interested in psycho- 
pathology. One such group is the London Discussion Circle, which meets, under 
the leadership of Dr. M. E. Franklin, at 8.30 p.m. on the first Tuesday of every 
month, at 3, Bulstrode Street, Welbeck Street, W. 1. 

Formed in January, 1928, it has held an uninterrupted course of most successful 
meetings, the average attendance being eighteen or nineteen. The subjects dis- 
cussed have been very varied, and a sample selection is given below : 


Types of suicidal attempts. 

Mental testing in psychosis. 

Repetition. 

Behaviourism, Gestalt and psycho-analysis. 

Is psycho-analytic investigation scientific ? 
Hadfield’s psychotherapy. 

Asocial children. 

The psychopathology of civilized communities. 
Constructive psychotherapy. 
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Feelings of isolation in mental disorder. 
Neurotic symptoms in healthy people. 

The selection of the method of treatment. 
The psycho-biological views of Adolf Meyer. 
A type of frigidity in women. 

Drawing, modelling and writing of children. 
Sex jealousy as an artefact of culture. 
Genetic relationships of paranoia and hysteria. 
Psychological factors in contraception. 


The value of such informal meetings can hardly be over-estimated, and it Is 
not surprising to find how popular these meetings have proved. Anyone interested 
within reach of London, and who wishes to join, should communicate directly 
with Dr. Franklin at Bulstrode Street, or with the Secretary of the Sub-Committee. 

As a reminder, it might be added that the Sub-Committee is anxious not only 
to see other such groups formed in provincial centres, but to assist, in any way it 
can, study and research in the psychological aspects of mental disorder, and 
especially would it welcome any suggestion of joint or concerted action on any 
likely investigation to which the group method might be applicable. 

J. ERNEST NICOLE, 
Hon. Secretary. 


NOTICES BY THE HONORARY LIBRARIAN. 


The Library is open to members between the hours of 10 a.m. and 6 p.m. ; 
Saturdays, Io a.m. and 1 p.m. Books are issued to borrowers between Io a.m. 
and I p.m., and between 2.30 and 4.30 p.m.; Saturdays, between 10 a.m. and 
12 noon. 

The Hon. Librarian will endeavour to obtain, as far as possible, any books on 
psychiatry and allied subjects required by members. 


Library Lending Department Regulations. 


1. Books shall be lent only to members within the United Kingdom and the 
lrish Free State who are not in arrears with their subscriptions. 

2. No member may borrow from the Library more than three volumes at one 
time. 

3. Books and journals are sent carriage paid from the Library, but members 
are responsible for the books from the time they leave the Library until they are 
received back. 

4. Books damaged or lost while in possession of a member will be repaired at his 
expense or must be replaced by him. 

5. A member borrowing a book or periodical from the Library shall be required 
to sign and return to the Librarian a form of receipt for the same, which will be 
regarded as an acceptance of these Regulations. 

6. A member shall be entitled to retain a book or periodical borrowed from the 
Library for a period of twenty-eight days, unless the book is required by another 
member, in which case it can be recalled by the Librarian at the expiration of 
fourteen days. 

‚In the event of a member failing to return any book or - periodical within 
sae n days after receiving notice from the Librarian, (on the expiration of the period 
referred to in Rule 6), the Library Committee shall be at liberty to purchase another 
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copy, the cost to be charged to such member, who shall not be allowed to borrow 
another book until the sum thus expended shall have been paid. 

8. All communications should be addressed to ‘ The Librarian, Royal Medico- 
Psychological Association, 11, Chandos Street, Cavendish Square, W. 1”. 


Books Added to the Library. 
The Library Committee gratefully acknowledge the following gifts to the Library: 
Presented by Dr. Hamblin Smith: 
Grossman (G.) and Wontner (J. J.). A Guide to Lunacy Practice. London, 


1934. 
Hamblin Smith (M.). The Medical Examination of Offenders. 1934. 


Presented by Dr. Starkey : 


Pinel (Ph.). A Treatise on Insanity. Transl. Davis. Sheffield, 1806. 
Crichton (Alex.). An Inquiry into the Nature and Origin of Mental Derange- 
ment. 2 vols. London, 1798. 


Presented by Dr. G. Wm. Smith: 


The British Journal of Medical Psychology. Vol. XIV, Parts, 1, 2, 3. 
The British Journal of Psychology (General Section). Vol. XXIV, Part 4; 
Vol. XXV, Parts 1, 2. 


Presented by Dr. J. R. Whitwell: 


Hippocrates. Opera Omnia. Basle, 1538. (The second Greek edition— 
“The most important edition ’’, Garrison.) 


Presented by the Boston Psychopathic Hospital : 
Schizophrenia : Statistical Studies from the Boston Psychopathic Hospital 
(1925-34). 


Circuiation of Journals. 


The following journals are circulated from the Library : 


American Journal of Psychiatry. 

The Psychological Review. 

Journal of Neurology and Psychopathology. 
L’Encephale. 

International Journal of Psycho-Analysis. 
Journal of Abnormal Psychology. 

Mental Hvgiene. 

Journal of Nervous and Mental Diseases. 
Revue Neurologique. 

Archives of Neurology and Psychiatry. 
Journal of Comparative Psychology. 


‘6 Sociorum Annales.’’ 


The Hon. Librarian is prepared to receive and store the life records of any 
member wishing to deposit them, on the understanding that they are solely for 
the use and information of the Association. They should be sent in sealed packets 
(with the name clearly written on the outside) in covering envelopes addressed to 
the Hon. Librarian. 


Se 
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NOTICES BY THE GENERAL SECRETARY. 


Deaths. 


RENE SEMELAIGNE. SIR MAURICE CRAIG. 
HENRY TALBOT SYDNEY AVELINE. 


Appointments. 


Dr. I. SkOTTOWE to be Medical Superintendent, Bucks County Mental Hospital. 
Dr. N. MouLson to be Medical Superintendent, Swansea Mental Hospital. 


NOTICES OF MEETINGS. 


Quarterly Meeting.—May 16, 1935, at 11, Chandos Street, London, W. 1. 

South Eastern Diviston.—April, 1935, at Littleton Hall, Brentwood. 

South-Western Diviston.—April 25, 1935, at Cefn Coed Hospital, Swansea. 

Northern and Midland Diviston.—April 24, 1935, at West Riding Mental 
Hospital, Menston, nr. Leeds. 

Trish Diviston.—April 13, 1935, at Portlaoighoise Mental Hospital. 
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RENE SEMELAIGNE (1855-1934). 


Bortu in France and England the death of René Semelaigne on November 
16, 1934, will be sincerely mourned. 

He was born in December, 1855, at Neuilly-sur-Seine. After an exception- 
ally liberal medical education he succeeded his father as Medical Director of 
the private mental hospital of Saint-James, at Neuilly, where he worked until 
his retirement in 1921. Semelaigne’s great contribution to French psychiatry 
was his extensive and learned series of articles and books on the history of 
psychiatry’in France. As recently as 1930 and 1932 he published, in two 
volumes, a work entitled Les Pionniers de la Psychiatrie francaise. 

Semelaigne was well known at one time in England, and an admirer of 
English psychiatry. He was a corresponding member of the Royal Medico- 
Psychological Association from 1893 to 1911, when he became an Honorary 
Member. He was an honorary member of a great many foreign societies. 
He has been president of most of the French psychiatric societies, and some 
members of our Association will remember with pleasure his occupancy of 
the chair in 1926 of the Congress of Alienists and Neurologists of France and 
of French-speaking Countries. 

A charming personality, a loved physician and a man of great learning, 
Dr. René Semelaigne will be mourned by a very wide circle of friends. 

G. W. B. JAMES. 
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Part I.—Original Articles. 


THE SIXTEENTH MAUDSLEY LECTURE: PHYSICAL 
SYMPTOMS IN ACUTE CONFUSIONAL INSANITY. 


By L. C. Bruce, M.D., 
Physician-Superintendent, The Hospital, Murthly, Perthshire. 


Delivered before the Royal Medico-Psychological Association on February 28, 1935. 


I aM fully aware of the honour and responsibility conferred on anyone who 
is asked to deliver a Maudsley Lecture. That great physician realized that 
the knowledge of medicine advances by devious paths. I have availed myself 
of his broadmindedness to lay before you to-day some of the physical symptoms 
associated with a group of mental cases labelled ‘‘ acute confusional insanity ’’. 
I will lay before you facts which support the belief that in all these cases the 
departure from health affects the functions of the whole body, the heat- 
regulating centre, the cellular and serum defences, the renal functions, the 
carbohydrate metabolism, and the effect of the injection of insulin on low 
blood sugar. 

The main question which should always be before us when considering the 
problem of mental diseases is, What are the causes of these disorders? It is 
so obvious that it is impossible to treat a disease without the knowledge of the 
cause or causes, that it looks almost foolish to make such a statement. It isa 
fact that the hospital environments of our patients have improved in the last 
forty years out of all recognition, and that the nursing in mental hospitals is 
intelligent and excellently trained. Patients, many of them admitted in a 
deplorable condition of malnutrition and neglect, respond to their new environ- 
ment in a marked manner. That is as it should be, but we must admit that 
the incidence of mental diseases has not been reduced, nor has the recovery- 
rate of these illnesses been raised. The physician in charge of such hospitals 
who is to reduce the incidence of these diseases and raise the recovery-rate 
must know more about causation than we know now. We talk of early cases, 
but we do not even know what early cases are; it is highly probable that a 
sudden onset of confusion or mania or delirium may be merely an incident in 
the course of a long-continued insidious disease ; impairments or underminings 
and premonitions of such present no external evidence and are not readily 
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There is one factor in causation which we are all more or less agreed upon, 
and that is the hereditary predisposition to insanity. Hereditary predis- 
position exists in at least 40% of the cases we have to treat. But there are 
cases where no trace of heredity can be obtained, and it is reasonable to suppose 
that a predisposition to any bodily weakness must be gradually evolved in a 
family, from a period when no such predisposition existed. 

My observations on acute confusional insanity must be preceded by a 
dehnition. It is a group of diseases of adolescence and middle age; it is 
not at all common in the climacteric or old age. There is a prodromal period 
of mild confusion, incapacity for connected thought with sleeplessness. This 
is followed, often quite suddenly, by complete lack of knowledge of time 
and place, with vivid and often terrifying hallucinations of hearing and sight, 
great motor restlessness and rapid heart action. Delirium, more or less severe, 
is always present in first attacks. The patient looks very ill; there are sordes 
on the teeth and lips, the tongue is dry, foul and cracked, the habits are untidy, 
the lumbar centres discharging their functions reflexly. Common sensibility 
is greatly reduced. With nursing and care, 90% of these cases recover. First 
attacks almost always recover, though they may last for two or three years. 
The mental symptoms gradually subside, sleep returns, but at first the sleep is 
disturbed as if a condition of delirium existed during the state of sleep. When 
recovery is complete, the patients often put on a great deal of bodily weight— 
a fact also noticed as common in patients recovering from some bacterial 
infections. To judge by the records of the cases I know, 40% of these confu- 
sional recoveries relapse. The patients who suffer from prolonged original 
attacks, taking two, three and even five years before sanity is restored, make 
excellent recoveries, and, so far as my records go, never relapse. The patients 
whose initial attacks are short are the cases that relapse. The first relapse 
may repeat the symptoms of the original attack, but third and later attacks 
show an alteration in the mental symptoms. Confusion is less marked ; 
noise, restlessness and sleeplessness are all there, but the typical delirium of 
the first attack is not in evidence. Hallucinations persist and become chronic, 
and delusions based on these sensory disturbances are frequently expressed. 
The attacks now may even resemble manic-depressive excitement, and require 
a history to assist in the true diagnosis. 

We admit many patients into our mental hospitals who, without any 
history of an acute onset, present all the symptoms of these chronic confusional 
cases. They are undoubtedly cases of chronic toxemia, and some of the histories 
show insidious long-continued onsets. I merely mention these chronic cases 
to point out that, if the causation of the acute conditions can be discovered, 
many of these so-called chronic cases can be treated with good hope of recovery. 
I have seen many of them recover. 

All of us who have seen a typical acute confusional case, without any obvious 
cause, in what one might call the typhoid state, must have been struck with the 
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fact that though the patient looks very ill, the bodily temperature of the vast 
majority of them shows so little disturbance ; 100° F. is not seen very often, 
and disorder of the heat-regulating centres is very transient, lasting one or 
two days at most. Let us say that the acute confusional patient develops an 
acute intercurrent disease, such as erysipelas, particularly erysipelas of the 
head and face, the temperature runs up to 104° and 105° F. In 99 cases 
out of 100 the mental symptoms clear up at once, the disease 1s cut short and 
recovery may follow, or the febrile attack may originate from the undiagnosed 
local focus of toxemia. I saw a case some years ago of a somewhat over- 
nourished gentleman who suddenly developed a condition of confusion and 
delirium. The only physical symptoms were gastric disorder and a rapid 
pulse of 100 per minute. A week later he developed a temperature of 103° F., 
the mental symptoms cleared up, and an acute cholecystitis was diagnosed. 
He refused surgical treatment, and he has had two subsequent attacks, both 
of which terminated suddenly with the onset of a febrile attack. Compare 
these cases with cases of apical pneumonia, sometimes certified as cases of 
confusion and delirium. They have temperatures of 103° and 104° F., and 
their mental symptoms are so typically those of acute confusion that to 
the casual observer the thermometer is the only certain test to indicate that 
your patient is suffering from an acute infection. Take a case of acute puerperal 
mania with foul lochial discharges; you have again a patient with all the 
mental symptoms of acute confusion and delirium, with temperatures of 104° F. 
and higher, and yet the high fever in these cases does not assist mental recovery; 
rather the reverse. So we seem to have two types of confusion with delirium, 
one without fever, the other with fever. In the first class, if an intercurrent 
disease supervenes accompanied by raised temperature, the patient will 
certainly improve and even recover. In the second class, with accompanying 
fever, that symptom may have to be controlled, to assist recovery and save the 
life of the patient. But they have a factor common to both—the complication 
of the mental symptoms. We all see cases of chronic toxemias, pneumonias 
—apical and otherwise—puerperal cases with foul lochia and high temperature 
without a trace of mental symptoms. Why should these cases every now and 
then become mental cases? Are they as individuals hypersensitive to some 
particular group of poisons, or are they inadequately supplied with the 
defences which are common to mankind in general? Or are the mental 
centres unstable ? 

Many alienists have noticed these beneficial results of febrile attacks and 
attempted to simulate them. My experience, in pyretotherapy—started long 
before the method of induced malaria gave such successful results in the treat- 
ment of general paralysis—is as follows: Intravenous injections of strepto- 
coccus vaccines, two hundred million to the c.c., gave no febrile reaction 
whatsoever. Polyvalent staphylococci vaccines gave a delayed and very 
mild reaction 48 hours after injection. Some of the patients treated with 
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staphylococcus vaccines improved. Injections of typhoid and paratyphoid 
A and B and Bacillus coli vaccine gave marked pyretic reaction, but no 
beneficent results followed. Malaria was tried in one case of some five years’ 
standing and was followed by a rapid recovery, but it has been tried 
repeatedly since without a single success. 

My opinion is that intercurrent illnesses, plus fever, associated with strepto- 
coccal infections are those which produce the beneficial effect in confusional 
cases which have become chronic. Allmy recoveries were accidental infections 
with erysipelas, in addition to two cases that recovered after attacks of scarlet 
fever. 

Many years ago, in my Morison Lectures for 1908, I drew attention to the 
fact that in confusional insanity there was a marked leucocytosis in the acute 
stages of the disease, and the increase was in the neutrophile cells—cells which, 
among other causes, are increased in certain bacterial toxemias. In the 
majority of confusional cases which recover, the leucocytosis actually increases 
and remains above the average of health during the period following recovery, 
to fall again on relapse, and rise again on a second recovery. It was then my 
practice to assist the recovery of such cases by raising the leucocytosis by oral 
administration of nucleinic acid, subcutaneous injections of various bacterial 
vaccines, terebine (30% in sterile olive oil), and injections of sterile distilled 
water. J am now against bacterial vaccines used in ignorance of the causation 
of the disease, for they may load the dice against the patient. Terebine 
injections are painful, and liable to produce abscess. Subcutaneous injections 
of distilled water I c.c. to 5 c.c. per day are sometimes very efficacious, and 
there is no risk of danger. Whatever the treatment we adopt which leads 
to apparent success, remember we are only temporarily raising the resistive 
power of the patient ; the toxzmia persists. Such recovered patients live for 
ever sitting on a volcano. Under stress or strain, physical or mental, the 
toxemia will overmaster the defences and an attack of confusion with delirium 
and hallucinations may follow. I show you a neutrophile leucocyte chart 
which extends over a period of thirty-three years (Chart 1). The patient was 
admitted to the hospital, a young woman, suffering from a very acute first 
attack. She recovered and relapsed twice in the hospital and then went home. 
For fourteen years she had repeated threatenings of attack. I saw her at least 
three or four times a year, and every time I saw her I made a blood examina- 
tion. On no occasion was the leucocytosis down to that usually regarded as 
occurring in health. She was treated on general lines, nerve tonics, rest, 
changes of scene, and no acute attack actually developed. During the war 
years she was lost sight of, but after the war she came in as a voluntary 
patient. She was certainly mentally impaired, but not demented. The chart 
shows a period in Igoo and a period in 1933. During these thirty-three years 
she suffered from a toxemia of unknown origin, which undoubtedly impaired 
her mental health without her ever exhibiting an actual attack of confusion 
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NEUTROPHILE LEUCOCYTE CHART. 
Case of confusional insanity extending over a period of 33 years. 
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NEUTROPHILE LEUCOCYTE CHART. 
First rise following injection of urinary proteose ; second rise intravenous injection 
T.A.B. vaccine. 
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and delirium between 1901 and 1933. One must look upon these leucocytoses 
as protective conditions. They are certainly not there without a cause. There 
are people with leucocytosis discharging the duties of life with energy and 
efficiency and showing no symptoms, mental or physical. One has only to 
examine controls to satisfy oneself on that point. 

So many of these cases during the period of convalescence from acute 
attacks develop an eosinophilia, a form of leucocytosis which, among other 
causes, occurs during convalescence from bacterial infection, that I have come 
to regard an eosinophilia in these confusional cases as a sign of recovery. In 
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later years I have seen good recoveries result without the presence of an eosino- 
philia. I always regarded a leucocytosis—whether natural or induced— 
in the acute stages as a good symptom, denoting a strong resistive power, and 
a corresponding imiprovement temporarily at least, but I can show you a chart 
which upset all these beliefs (Chart 2). This patient had on two occasions an 
induced neutrophile leucocytosis of 42,000 and 110,000 without the slightest 
apparent benefit. Yet twelve months later she made a most excellent and 
unexpected recovery after an illness lasting, in all, over two years. The only 
facts which I can advance regarding the symptom of leucocytosis are these. 
Firstly, I have never seen a recovery without a leucocytosis, and, secondly, 
when dementia sets in, leucocytosis falls. It does not follow, however, that 
because a leucocytosis is low, with a low neutrophile percentage, the patient will 
not recover. Ishow you a chart of a patient with an acute onset, who appeared 
to sink into dementia, but who finally made a good recovery (Chart 3). 
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If the disease is directly or indirectly complicated by bacterial toxzmia, 
the toxins should be excreted by the urine. There are pathological changes in 
the kidneys of the chronic insane which indicate some toxic irritant, but they 
are the results of a long condition of chronicity, and not necessarily a symptom 
of the acute onset(1). The toxin I hoped to obtain was beyond my knowledge, 
but with the assistance and advice of my friend, the late Dr. James Ritchie, 
who was then Director of the Laboratory of the Royal College of Physicians, 
Edinburgh, a substance which certainly deviated complement when mixed 
with various doses of the serum obtained from confusional cases was obtained. 
That work and the records of that work were, however, lost during the period 
of the war. It was not until 1930, when Oriel and Barber (2) recorded their 
work on urinary proteoses in allergic conditions, that I was reminded of the 
theory of toxin in the urine. Following the methods of extraction described by 
these workers, I extracted the urinary proteoses in eight acute and recent cases. 
In every case the skin reaction was tested with the extracted proteose, and in 
every case the reaction was negative. There are, however, two facts worth 
recording : when o'I c.c. of a I: 1,000,000 dilution was given by an intradermal 
or subcutaneous injection the patient’s mental symptoms were much exag- 
gerated ; when a slightly larger dose was given subcutaneously the leuco- 
cytosis increased out of all proportion to the dose of proteose administered. 

My more recent records of urine examinations show that in acute confusional 
cases 60%, present albumen in the urine and 40% bacteria in the urine, chiefly 
streptococci and Bacillus colt communis. The centrifuged deposits show a 
marked increase of leucocytes and false tube-casts. These symptoms of renal 
disturbance are in most cases transient, lasting for perhaps two or three days, 
but they are liable to return if the patient relapses. Vaccines produced from 
these streptococci were used as treatment ; as before stated, I have discarded 
them, but the positive skin reaction obtained from these organisms led me to 
examine the skin reaction in a series of 52 recent acute admissions. 

Each patient was tested (1) to streptococci by means of a polyvalent 
filtrate in a dilution of ı in 100 (3) ; (2) to staphylococci by means of a poly- 
valent vaccine; (3) to tubercle by a mixture of equal parts of human and 
bovine bacillary emulsions ; (4) to Bacillus coli by means of a standard vaccine. 
The results are shown on the accompanying chart (Chart 4). It is surely more 
than a coincidence that positive skin reactions to streptococci filtrate occurred 
in 14 out of the 20 cases of confusional insanity. 

When working at specimens of urine in the laboratory, I had noticed that 
the urine of acute confusional cases quite frequently reduced Fehling’s solution, 
but as Fehling’s solution is reduced by albumen, which is so frequently present 
in these cases, and the specific gravity was never high, it never occurred to me 
that this chemical change was of moment ; but when three years ago I made 
a blood sugar test in an acute case which showed an unusual reading, I started 
blood sugar observation in every acute case. In the earlier cases Fehling’s 
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CHART 4. 
Positive Reactions to 
Cases. Strep. Staph. T.B. Bac. colt. 
Confusional . ; 20 ; I4 À 5 I o 
Manic-depressive . 22 ! 4 3 8 Q 
General paralysis . I ; o o o o) 
Schizophrenia A 7 : I I I o 
Enceph. lethargica . 2 O 2 o O 
Total cases . 52 A 19 II IO o 
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solution was used to test the glycosuria and some of the results were obviously 
false. I have discarded these results. In the latter cases, which number only 
fourteen, Benedict's solution was employed. I know that fourteen cases are too 
few to support an observation, but the results are so interesting that I include 
them for what they are worth, and possibly some later worker may find them of 
value. Take, for instance, the chart of an extremely acute case (Chart 5). At 
the hour o, on an empty stomach and after a sleepless night, the blood sugar 
was only 65 mgrm. per I00 c.c. ; 50 grm. of dextrose were given at that hour ; 
60 minutes later the blood sugar was the same, 65 mgrm. per 100 c.c., and it 
was at the same figure three hours after taking the 50 grm. of dextrose at 
hour o. Glycosuria was present at hour 3. Albumen and acetone were both 
present. The specific gravity was 1021. Take a chart of the same case after 
a good night’s rest, the result of a sleeping-draught of chloral and bromide 
(Chart 6). At hour o, 50 grm. of dextrose were given ; the blood sugar was 138 
mgrm ; at 60 minutes the blood sugar was 200 mgrm. ; at 120 minutes it was 
100 mgrm., and at 180 minutes it had fallen to 56 mgrm. The delirium and 
restlessness were very acute throughout. Sugar was present in every specimen 
of urine obtained. Specific gravity was 1025; albumen and acetone were 
present. Chart 7 is that of the same patient, who made an excellent recovery. 
Hour o gave a blood sugar of 100 mgrm. per 100 c.c. ; $ hour later it was 150 
mgrm., at 60 minutes 140 mgrm., and it fell to roo mgrm. at 180 minutes. 
There was no glycosuria throughout, no acetone, albumen or bacteria present. 

Of the fourteen cases examined, all gave abnormal blood sugar: 12 showed 
glycosuria during the acute stage of their illness ; in the other two cases no 
urine could be obtained. 

Of the seven cases who recovered, glycosuria and albumen completely 
disappeared in six cases. The blood sugars came within the limits of health, 
possibly on the low side. One of these recovered cases has already relapsed 
with the usual symptoms—low blood sugar, glycosuria, albumen and 
tube-casts. Chart 8 is of a case of confusion complicated by asthma. The two 
conditions did not exist together. This patient, a young male, was admitted 
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in a state of acute delirium with complete confusion. He was prepared for a 
blood sugar observation the morning following his admission. When I took 
the first blood at 9 o’clock the patient was suffering from asthma, and the 
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delirium and confusion had vanished. His blood sugar then was 85 mgrm. 
per 100 c.c. He took readily at that hour 50 grm. of dextrose. After 60 
minutes the blood sugar had fallen to 65 mgrm. At 120 minutes the blood 
sugar was still 65 mgrm. He was then greatly distressed, so the observation 


1935.] BY L. C. BRUCE, M.D. 291 


was stopped and ephedrine administered. The ephedrine relieved the con- 
dition. The patient then vomited, the vomited matter was the supper he 
had eaten the previous evening at 6 o’clock, and showing no signs of any 
digestive action whatsoever. Arrest of digestive power is known to exist 
in the acute stages of confusional insanity, and from the blood sugar chart it 
is possible that the solution of dextrose taken at 9 a.m. was not absorbed. 
The only specimens of urine obtained were, first, that obtained at 9 o'clock, 
hour o on the chart, and which reduced Benedict’s solution, and secondly, that 
obtained at ro o'clock, 60 minutes after taking 60 grm. of dextrose, which did 
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not reduce Benedict’s solution. I have examined the blood sugar of 4 cases 
of asthma not associated with confusional insanity. The blood sugar varied 
greatly during these asthmatic attacks, and glycosuria was always present. 
When the patient was free from asthma, the glycosuria disappeared. 

Having noticed that the blood sugar in these confusional conditions is 
low, I tried as treatment insulin injections, Io units night and morning with 
I oz. of syrup of glucose before each injection (each ounce of syrup contained 
136 grm. of glucose), plus a dietary rich in carbohydrates. Two cases were 
selected because they were in poor physical condition. The results of these 
insulin injections was an exacerbation of acute delirium in both cases, so 
acute that it was impossible to carry out a blood sugar observation. The 
only reading I could obtain in one case was so low—35 mgrm. per 100 c.c.— 
that I doubt its accuracy. In both cases leucocyte counts could be made, and 
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both showed a low neutrophile percentage (Chart 9). Injections of insulin 
given in ordinary conditions of diabetes raise the leucocyte count. Discon- 
tinuing the insulin and doubling the glucose ration in these cases cut short 
these attacks. 

Taking these blood sugar charts as a group, the blood sugar is below that 
of health ; in conditions of confusion and delirium the low blood sugar might 
be attributed to exhaustion, but in cases of acute confusion with vivid hallu- 
cinations but no motor restlessness the blood sugar is still low. Chart Io is 
from a young man, æt. 30, in his second attack. At hour o the blood sugar was 
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NEUTROPHILE LEUCOCYTE CHART. 
Showing fall following insulin injections with acute delirium. 


60 mgrm. per 100 c.c. At 60 minutes after the administration of dextrose 
the blood sugar was 140 mgrm., but it fell one hour later to 75 mgrm., and an 
hour after that to 65 mgrm. Glycosuria was present throughout. The 
specific gravity of the urine was 1024 at hour o, and 1027 at hour 1. There 
was no albumen, but Bacillus colt was present. 

In all these cases with more or less extensive glycosuria, even with so low 
a renal threshold as 65 mgrm. to the Ioo c.c., none presented symptoms of 
diabetes. All were certainly badly nourished, and when they recovered, their 
body-weight and general physical conditions were much improved. In con- 
ditions of non-diabetic glycosuria the causes advanced are (1) defective storage, 
(2) hyperthyroidism, (3) sepsis, which may disturb carbohydrate metabolism, 
(4) dyspituitarism. 
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Blood sugar tests conducted with levulose instead of dextrose are employed 
to test the part the liver plays in sugar metabolism. In the ordinary condition 
of health a dose of 50 grm. of levulose shows no rise in the sugar curve. I 
show you the blood sugar chart of four acute recent cases. Chart 11 is 
that of a young male very confused and hallucinated. The blood sugar curve 
rises from 120 to 160 mgrm. in half an hour, and does not fall to 75 until 120 
minutes later. Chart 12, a young girl, confused, hallucinated and with great 
motor restlessness, 30 minutes after taking 50 grm. of levulose the blood sugar 
rose from 50 to 80 mgrm., and did not fall until 120 minutes after the taking 
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of the sugar. Chart 13, a very acute puerperal case. At hour o the blood 
sugar was on 38 mgrm. ; 30 minutes later it had risen to 70 mgrm., and 60 minutes 
later to 80 mgrm. per 100 c.c. Chart 14, that of a puerperal case recovering 
rapidly. There is no rise in the blood sugar and there is no glycosuria. 
Albumen was still present in the urine. So far as I can observe there is no 
difference between puerperal cases and the confusional cases of unknown origin, 
excepting that the temperatures in the early acute puerperal cases are high. 

I trust I have laid before you evidence which proves that in these conditions 
which are labelled as mental there is a widespread departure from health in 
the functions of the body which must be explained. During thirty-five years I 
have endeavoured to search for causes in all these confusional cases. In over 
200 attempts to isolate bacteria from the blood I can only point to two cases 
in which their presence in the culture fluid was not a contamination ; one was 
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a case of confusion and one a case of manic-depressive insanity. For the rest, 
causations which I believe to have been genuine and capable of treatment, and 
where treatment was successful, could be counted on the fingers of one hand. 
The day of the solitary worker is done. Medicine has made such advances 
that one brain is no longer capable of grasping the problem. What we want 
for research work alone is a ward attached to some great general hospital where 
the physician in charge with a thorough knowledge of mental diseases can call 
upon the expert knowledge of a team—bacteriologists, biologists, gynecologists, 
pathologists, etc. I do not wish to remove the interests of medicine from 
mental hospitals. My special ward attached to a general hospital would 
contain ten beds at most, and there the specialized knowledge of the general 
hospital staff would be available to assist in elucidating one type of mental 
disease at a time, such as conditions of confusional insanity—a mental 
departure from health which is most closely akin to the disorders found in 
general medicine. 


References.—(1) Shera, Journ. Ment. Sci., July, 1931, p. 573.—(2) Oriel and Barber, Lancet, 
August 2, 1930, p. 231.—(3) Kindly given me by Dr. O’Brien of the Wellcome Research Institute. 
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THE ASSOCIATION OF PHYSIQUE AND MENTAL 
CONDITION. 


By J. L. CLEGG, M.B., Ch.B., D.P.H., D.P.M., 
Assistant Medical Officer, South Yorkshire Mental Hospital. 


INTRODUCTION. 


THE objects and advantages of ascertaining the actual and relative measure- 
ments of various parts of the body are numerous. For example, this method 
has been largely used by anthropologists for classifying different races of 
mankind. 

It has also been used for ascertaining the effects of growth, occupation, 
exercise, etc., in different section’ of the community, and for estimating bodily 
proportions indicating the presence of, or tendency to, physical diseases. 

In 1835 L. A. J. Quetelet (3) carried out such investigations on a large 
number of individuals, and found, as a result, that there were definite differences 
which could be attributed to environment, occupation and climate. 

In the latter part of the nineteenth century Lombroso (18) advanced the 
theory that there was a definite anthropological type which was frequently 
found amongst habitual criminals, and regarded this type as 


t 


atavistic ’’, 
i.e., reproducing the characteristics of the lower races and species. He pointed 
out that there was a close resemblance between the criminal and the moral 
imbecile, both mentally and physically, and also the frequent association of 
both with epilepsy. 

He emphasized the fact that his “ atavistic type ’’ must be regarded merely 
like an “ average ” in statistics, i.e., a centre round which many deviations 
may occur, and that therefore not every criminal will represent the type 
completely. 

Of a similar nature was the work of De Giovanni (7) and Morel (13). The 
former conducted anthropometric investigations on a large number of patients 
attending hospital, and divided his cases into “ combinations’ of anatomical 
proportions. He endeavoured to associate his various “ combinations ” with 
predispositions to different diseases. 

Morel emphasized the importance of physical signs (or “ stigmata’’) of 
degeneration, similarly to Lombroso, and such ideas influenced the conception 
of mental diseases for a long period. 

The theory of the relationship between bodily structure and mental 
condition, however, lost ground for a time, until of recent years it was revived 
by Kretschmer (10). 

LXXXI. 20 
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The latter does not, however, use mensuration as a method of investigation 
so much as inspection and description. 

He differentiates four main types of physique, viz. : 

I. The leptosome, characterized by lack of body breadth and “ thickness ”’ 
—the individual being unduly thin for his height, having a short low head, 
narrow oval-shaped face with increased length of nose. 

2. The athletic, characterized by good muscle development, prominent 
bony relief, broad shoulders, with small pelvis and a coarse skin. 

3. The pyknic, characterized by a tendency to increased fat development 
about the trunk, short slender limbs, and a shield-shaped pentagonal contour 
of the face—the “ Falstaff ’’ type. 

4. Dysplastic—a group consisting of obvious dysglandular syndromes, e.g., 
polyglandular fat abnormalities, elongated eunuchoid types, infantilisms, 
hypoplasia. 

These types were differentiated by examination of inmates of a mental 
hospital, in cases of either manic-depressive psychosis, or schizophrenia (i.e., 
in the biogenic psychoses), and it was found that types 1, 2 and 4 occurred 
in large proportions among schizophrenics, but not amongst manic-depressive 
cases and that type 3 was more frequently found amongst manic-depressive 
cases, than amongst schizophrenics. 

In the schizophrenic class, the leptosomatic (or sometimes called “‘ asthenic ’’) 
type was found to be more common than either the athletic or dysplastic types. 

Many other observers, e.g., Willemse (11), Petersen (12), have since con- 
firmed Kretschmer’s findings. 

The object of the present investigation has been to make anthropometric 
records of a number of cases of both schizophrenia and manic-depressive 
psychosis, and to ascertain what deviation, if any, these records show from 
similar records of normal individuals of the same locality, and also how they 
compare with each other. 


ANTHROPOMETRIC TECHNIQUE. 


With the exception of the nose and ear, all the measurements taken were 
skeletal ones, thus eliminating the effect of differences in muscle and fat develop- 
ment. No circumferential measurements were made. 

The investigation was limited to males, as, according to Kretschmer, the 
female body is less well differentiated than the male, and does not lend itself 
so well to classification into types. The cases were divided into three divisions 
of one hundred each, and were grouped according to mental condition, viz. : 

Group I: Schizophrenics. 
Group II: Manic-depressives. 
Group III: Normal individuals. 

The cases comprising the first two groups were drawn from patients at the 

South Yorkshire Mental Hospital, Sheffield, and the last group consisted of 
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members of the male staff of the hospital. In all three groups the subjects 
were selected at random, except that no one under 25 years or over 55 years 
was included. This latter precaution was taken in order to obviate the effect 


of growth at the one end of the scale, and of diminishing stature, due to age, 


at the other. 


Also, subjects with any physical deformity were excluded. The 


measurements were recorded in each case on a specially designed card, which 


is reproduced herewith. 


SOUTH YORKSHIRE MENTAL HOSPITAL, SHEFFIELD. 


ANTHROPOMETRY RECORD CARD. 


SOK Gs re ARCs at ei6edees NO si cesdes a 
I. MEASUREMENTS, 
I: Staturéss sure 9. Length of upper limb ..(d) 17. Naso-alveolar length ..... 
2. Acromial height .......... 10. Bi-iliac width ........... 18. Bizygomatic width ...... 
3. Sitting height ............ 11. Head length ............ 19. Bigonial width .......... 
4. Trunk height .......... (a) 12. Head breadth ........... 20. Nasal width ............. 
s. Neck height ........... (db) 13. Head height ............ 21. Nasal length ..... Bale iu 
6. Length of lower limb ....(c) 14. Min. frontal......... re 22. Length of upper lip....(f) 
7. Span of arms ............ 15. Cranial capacity ......... 23. Ear length ins. 366.4 sewers 
8. Bi-acromial width ........ 16. Naso-mental length ...... 24. Ear width 40.42.24 
II. INDICES. 
Cranial index ........... 
ee De neat a ar Measurements. (g) Eye colour n.os... 
25. Cephalic.........e6. +t 33. Inter-membral...... $ 11 Hair colour ansehen 
26. Length-height ...... 13 34. Transverse trunk.... „5 (1) Capacity 2... eee ee eens 
| TV DC atch Hew ee eke 
ihai 13 : A 
27 Breadth-height ..... 13 35. Acromial........... $ (6), Tight mendak: 
| (k) Light, intermediate, dark 
z 1¢ 10 ’ ’ » 
28. Fronto-parietal..... +$ 36. Pelvic .......0s00..> i (j Small medium-greit: 
29. Total facial ........ 19 337. Spam ....esesssoses T = 
REFERENCES. 
30. Upper facial........ 17 $8. Ear nei teren 33 (a) (2)—(6). 
Ea (b) (1)—{(2) + (13)]. 
31. Bigonial............ 17 39. TUR sce sins, wire erste’ é (c) (1)—(3). 
(d) ((7)—(8)] + 2. 
32. Nasal... ..ssseeees 37% 40. Neck .............. 3 (e) 0°00037 X (L—ıı) x (B— 


III. OBSERVATIONS. 


Hair-colour 


l 


11) X (H—11) + 406'01. i 
(f) (17)—(21). | 


Hair-form 0244344440534 
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The card is similar in type to that used by the Department of Anatomy of 
Sheffield University. It will be seen that Part I consists of “ Measurements ”’, 
Part II of “ Indices ’’, and Part III of ‘‘ Observations ’’. Not all the measure- 
ments have been taken directly. For example, No. 6, length of lower limb, is 
obtained by subtracting No. 3, sitting height, from No. I, stature; likewise 
No. 4, trunk height, is obtained by subtracting No. 6 from No. 2. 

By an “ index ” one expresses what percentage the shorter of two measure- 
ments is of the longer measurement with which it is compared. For example, 
if the width of a skull is three-quarters of its length, then the length-width 
index is: 

ł x 100 = 75. 


The use of indices enables one to express features of shape in addition to 
features of size. The formula used for estimating cranial capacity is that of 
K. Pearson. i 

For the purpose of recording the “ observations ’’, seven groups of eye 
colour were used, viz., light blue, dark blue, grey, green, hazel, light brown, 
dark brown. In classifying hair colour, six groups were used. These were: 
light blonde, dark blonde, auburn, light brown, dark brown and black. 

The four groups of hair form were : Straight, wavy I, wavy II, and “ curly ”. 
By “ wavy I ” is meant hair not noticeably wavy, but not definitely straight. 
By “ wavy II ” is meant hair that is definitely wavy ; and by “curly ’’, hair 
approaching the negroid type. 

The “ observations ” were made with a view to estimating the racial 
characteristics of the different groups in order to ascertain to what extent 
any differences in the measurements found between the three groups might 
be due to the preponderance of any particular racial type in that group. 

This employment of cards was found to be extremely useful in the later 
stages when statistics were compiled, and enabled the cases to be arranged 
and re-arranged in different groups at will. 


‘ ’ 


THE INSTRUMENTS EMPLOYED. 


The instruments employed were: a stadiometer, head spanner, and a 
series of callipers suitable for measuring the head, face and pelvis. 

The head spanner was used for taking measurements of the height of the 
head. It consisted of a semicircular bar, attached to each end of which was 
an adjustable ear-piece for insertion into the corresponding external auditory 
meatus. In the centre of the instrument was a vertical rod, moving in a 
bore, and graduated in such a way that when the ear-pieces were in situ and 
the end of the rod pressing on the vertex of the skull (without causing any 
discomfort in the external auditory meatus), the graduations indicated the 
height in centimetres from the level of the external auditory meatus to the 
vertex of the skull. 
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The stadiometer consisted of two sections. On the one side was a wooden 
platform on which the subject stood, and which had a metal scale running 
up at right-angles to its centre. The scale was divided into centimetres up to 
a height of 180 cm., and measurements were taken to the nearest millimetre 
by means of a rectangular bar sliding on the scale. The use of the fixed platform 
ensured a level surface for the feet, and obviated any variations likely to arise 
from irregularities in the floor surface. At the back of the platform was 
a small board set at right angles to it, and with which the subjects’ heels had 
to be in contact during examination. The position was also arranged so that 
the metal scale was in contact with the back, and following the line of the 
vertebral spines. For measuring the total height, the length from the vertex 
of the skull to the soles of the bare feet was taken. On the other side of the 
apparatus was an adjustable seat with an independent metal scale attached, 
fitted with a similar sliding bar as the first scale. The seat was made adjustable 
in order to enable subjects with varying lengths of leg to sit in an uncramped 
position during examination. In measuring the sitting height, the buttocks 
of the subject were in contact with the back of the seat. The measurement 
recorded consisted of the length from the tuber ischii to the vertex of the skull. 

To obtain the acromial height an additional moving platform was placed 
in front of and flush with the fixed platform, and the subject stood on this 
sideways to the metal rule. By means of another sliding bar, of greater 
length, the height of the tip of the acromial process from the platform was 
ascertained—both sides being measured, and the mean of these two measure- 
ments taken to represent the acromial height of the subject, as it was found 
that in only a few cases were the two shoulders on the same level. 

The span of arms was taken when the subject was in the sitting position 
(as for “ sitting height ’’), by means of an attachment fitted in the framework 
of the apparatus and capable of being adjusted to the level of the shoulder- 
blades in each individual case. The attachment consisted of two movable 
bars of wood placed one above the other, each ending in a finger plate, and both 
fitted into a fixed frame. One bar had a metal scale attached, and the other 
was fitted with an indicator working on this scale. To obtain the span of 
arms the subject was told to place the tip of the middle finger in contact with 
each finger-plate, and then to extend the arms to their fullest extent. The 
scale and indicator had been so adjusted that the span could then be read off 
at a glance. 

The stadiometer was designed by Mr. F. L. Ralphs, M.Sc., of Sheffield, 
and executed by Mr. F. Ralphs. 

The length of the head was measured from the glabella anteriorly to 
the inion posteriorly. To do this, one end of the callipers was placed at the 
centre of the smooth area between the orbits and just above the bridge of the 
nose, while the other end was moved up and down over the occipital region 
until the greatest anterio-posterior measurement was obtained, the callipers 
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being kept in the midline. The breadth of the skull was obtained by moving 
the ends of the callipers over both parietal regions until the greatest measure- 
ment was obtained, the callipers being kept strictly horizontal. 

To obtain the minimum frontal diameter the points of the callipers were 
placed on the lateral surface of the frontal bone, just below the inferior temporal 
ridge at the point where it becomes continuous with the external angular 
process. 

The maximum width between the zygomatic arches was taken for the 
bi-zygomatic width, and in measuring the bigonial width the ends of the 
callipers were placed on the angles of the mandible. In all cases the ends of 
the callipers were merely in contact with the parts named, and no pressure 
was used. 

The nose and ears were measured by small callipers. In the former case 
the length was taken as from the nasion to the nasal septum, and the width 
was the distance between the outer surfaces of the ale nas&, with the latter 
in a mid-respiratory position. The nasion was found by running the back of 
the index finger nail up the centre of the nose until a change in the direction 
was felt, this indicating the fronto-nasal suture. 

The naso-mental length used was the length from the nasion to the point 
of the chin in the midline. 

The naso-alveolar length measured was the length from the nasion to the 
mid-point margin of the upper lip, at the line of junction with the skin. 

The ear length recorded was the greatest distance between the outer surface 
of the helix and the lower end of the lobule, and the ear width was the distance 
from the groove usually found in front of the tragus to the outer surface of the 
helix, The measurements were made in millimetres and taken to the nearest 
half-millimetre. 

For measuring the bi-acromial and bi-iliac diameters, a pair of compass 
callipers with scale attached was used. The bi-acromial diameter measured 
was the greatest distance between the outer borders of the acromial processes, 
the arms being held by the side of the body during measurement, the open 
palms in contact with the thighs. 

The bi-iliac diameter was the largest measurement obtainable by running 
the ends of the callipers along the iliac crests. 

In all cases the measurements were taken next to the skin. 


STATISTICAL TABLES. 


Since the time of Quetelet it has been accepted that the computation of 
the “ mean ” of a group of measurements is the best method of expressing the 
character of that group. 

This was done for each of the series of measurements and indices, in the 
three groups, along with the corresponding standard deviation (ø) in each 


1935.] BY J. L. CLEGG, M.B. 303 


case. To elucidate the question to what extent any differences found between 
the various means was of significance, the standard test was applied, viz. : 
“ Is the square of the difference of the means greater than four times the 
variance of that difference ? ”’ 

As it was found that there was a significant difference between the mean 
height of the normal group and those of the schizophrenic and manic-depressive 
groups, correlation tables were compiled to obtain the correlation coefficient 
between height and the other different measurements for the normal group. 
Regression coefficients were thus obtained, and by means of these the three 
groups were reduced to the same height, with their other measurements 
proportionately altered, resulting in a more accurate comparison of the latter. 

The only tables included in this article are those showing the means of 
the various measurements and indices, and the presence or absence of significant 
differences between them. 


CONCLUSIONS. 


Before the normal group could be used for comparison with the others, it 
was necessary to show that it represented a good sample of the population of 
the same area as that from which the psychotic groups were drawn. 

Measurements similar to those here described have been made by indepen- 
dent workers at the University of Sheffield on inhabitants of Sheffield and 
district. The mean measurements described here for the normal group have 
been combined with the latter, and the mean measurements for the typical 
male of the Shefheld district thereby estimated. These figures, published 
separately (22), are: 


Stature. ; : ; 2 . 1743 mn. 
Cephalic index . ; j ; : 778 
Head: 
Length . i ; : i . I97 mm. 
Breadth . ‘ ; ß . 353. „ẹ 
Height . ; ; : ; - 132 4, 
Min. frontal ; ; i : a AME 3 
Face: 
Naso-mental . è . N s 225: u 
Naso-alveolar . ; : . ; 72 
Bizygomatic . é . . 139 „ 
Bigonial . : : : ; : 109 ,, 
Nasal length . u ; 2 Sas os 
» breadth . i ‘ ; : 34 » 


It will be seen on comparing these figures with those in the tables of mean 
measurements that the men composing the normal group in the present 


304 ASSOCIATION OF PHYSIQUE AND MENTAL CONDITION,  [April, 


investigations are a good representative sample of the male population of 
Sheffield and district. 

Next, it was necessary to be sure that the three groups were comparable 
as regards racial characteristics. On analysing the distributions of hair and 
eye colour the following results were obtained : 


Normals. Schizophrenics. Manic-depressives. 
Pure blonde (eyes and hair) 13 9 II 
“ Mixture ”’ ; : . 75 ; 73 ; JI 
Pure brunette (eyes and hair) I2 : 18 18 


It will be seen that the distribution of colour in the groups is sufficiently 
similar to assume that they are all three representative of the same population. 

This hypothesis may be tested by the y? test (2). On comparing the normal 
group with the schizophrenic group, this gives a value of P = ‘1, and on 
comparing the normal group with the manic-depressive group, the value of 
P = '3, thus indicating that the hypothesis is a correct one. 

It would appear that any differences in measurements found between 
the psychotic groups and the normal group must be due to the former being 
selected samples of the population of the district ; that is to say, their difference 
in physique is in some way associated with their mental condition. 


STATURE. 


Between the years 1900 and 1915, J. F. Tocher (6) conducted anthropo- 
metric investigations on the inmates of a large number of Scottish mental 
hospitals, and also on large samples of the general population of Scotland. The 
measurements taken consisted of stature, head length, head breadth, and head 
height, and observations of eye and hair colour were made. There was no 
selection of different types of mental disease in this investigation. In his 
results he found slight diminution in stature amongst the insane as compared 
with the sane. This was not considered to be of significance owing to 
differences in racial distribution between the two groups, and because his 
normal group included part of the military population, and was, therefore, a 
selected one. Good physical development and a fixed minimum height were 
required of soldiers on enlistment, and these factors alone could explain the 
results obtained. 

In 1925 Greenwood, Thompson and Woods (g) published the results of an 
analysis of the weights and heights of the male inmates of English mental 
hospitals—the figures being obtained from reports from each hospital. One 
conclusion of this analysis was that the male population of English mental 
hospitals is of shorter stature than their social and racial class. 

Kretschmer (10) states, when describing his various types, that “ the 
pyknic height is an average one ’’, and that “ outstanding smallness of growth 
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is not common among asthenics’’. As these statements are the result of 
observation only, and not measurement, it is quite likely that small differences 
in height might be overlooked. Also, no “ mean ” figure was estimated. 

As shown in the tables, I found that the mean stature of the normal group 
was significantly greater than either of the psychotic groups, and that the 
latter did not differ significantly from each other in this respect. 

These findings thus support those of Greenwood, Thompson and Woods. 


CRANIAL CAPACITY. 


The relationship between the size of the skull and mental condition has 

long been a subject for discussion, and there are many conflicting opinions 
on the subject. 
Lombroso (18) includes diminution in cranial capacity amongst his atavistic 
signs. | 
Mendel (19) states that “ skulls below the normal type in volume belong to 
abnormal people, especially to the insane and to criminals ”. 

Karl Pearson states (8) that there is no correlation between body measure- 
ments and mental capacity, but slightly more between mental capacity and 
dynamic factors, such as grip, pulse and respiration rate, and temperature. 

Reid and Mulligan (16) investigated a number of Aberdeen medical students 
to determine the relationship between cranial capacity and intelligence— 
success in examinations being used as a test for the latter. They found that 
there was no correlation between intellectual capacity and cranial capacity. 

R. Pearl (17) analysed a series of German statistics of a similar nature to 
those of Reid and Mulligan, but using soldiers instead of students, and found 
that there was a slight positive correlation between intelligence and size of 
head. 

Hollander (21) stated that estimating skull capacity cannot help in judging 
intellectual capacity, and quotes Amadel, Meynert and Sommer as claiming 
to have found in their investigations that cranial capacity was greater in the 
insane than the sane. He advances the theory that the latter finding can be 
explained by the greater development of the emotional life in the insane, 
compensating for any intellectual defect. 

I have found the cranial capacity in the normal group to be significantly 
greater than that of either of the two psychotic groups, and that there was no 
significant difference between the two latter. 

The small capacity of the psychotic skulls was due to diminution in size of 
all three measurements in the case of the manic-depressive group, and of head 
length and head height in the case of the schizophrenic group. 

These findings agree with the opinions of Lombroso and Mendel, who, as in 
the present examination, were dealing with the association of cranial capacity 
and insanity rather than with the association of cranial capacity and intellectual 
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development, and it is a well-known fact that loss of intellectual capacity is 
not a significant feature of the two psychoses under examination, except in 
their later stages. 


HEAD LENGTH. 


Kretschmer (10) states that the “ leptosome type of skull is short ’’; the 
“athletic type is of medium length’’; and that “ the pyknic type is longer 
than either of the other two’’. No mention is made of how any of these 
types compare with the normal in head length. 

Lombroso (18) mentions flattening of the occipital region as an atavistic 
sign ; presumably this would be accompanied by diminution in sagittal diameter 
in most cases. 

Tocher (6) found no significant differences between the head lengths of 
the insane and sane which could not be explained by differences of racial 
distribution between the two groups, and also that his sane group was largely 
a selected one. 

The Table of Mean Measurements shows that the head length of the normal 
group was significantly greater than that of the two psychotic groups, and that 
there was no significant difference between the latter. This is partly in agree- 
ment with Kretschmer with regard to schizophrenia, but in my cases I found 
no difference between the mean length of the schizophrenic skull and that of 
the manic-depressive (pyknic). 


HEAD BREADTH. 


Kretschmer (10) states that “ the leptosome skull is of medium breadth ”’ ; 
that the “ athletic skull is narrow ” ; and the “ pyknic skull is broad ”’. 

Tocher (6) found that the head breadth of the sane was greater than that 
of the insane, but again explained this by the fact that his two groups were not 
random samples of the same general population. 

Westheimer and Hesketh (13) investigated a number of mental patients, 
on the lines of Kretschmer, and attempted to differentiate his various types by 
anthropometric methods, as well as by observation alone. They came to the 
conclusion that these could not be accurately expressed in the usual anthropo- 
metric terms of bodily proportions, although their observations as to the 
distribution of these types between the two psychoses were in agreement with 
Kretschmer. In their cases, however, they did not find any marked difference 
between the head measurements of the schizophrenic or manic-depressive 
groups. 

Hollander (21) states that “ extraordinary dimensions across the parietal 
bones are not uncommon in chronic melancholia ”. 

I found in my cases that the mean head breadth of the manic-depressive 
group was less than that of the normal group ; also that there was no significant 
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difference between the head breadth of the normal group and that of the 
schizophrenic group. 
HEAD HEIGHT. 


Tocher (6) found that the head height of the insane was significantly less 
than that of the sane. He could not account for this by differences of racial 


Measurement of head height. 


distribution in his two groups, but suggested that, as his sane group was 
composed of young men, and the insane group of men of mixed ages, differences 

in the amount of head hair might be a cause of the differences found between 

the measurements. 

Kretschmer (10) described the leptosome skull as “ low ’’, and the pyknic 
skull as “ not very high ”’. 

I found that the head height of the normal group was significantly greater 
than that of either of the two psychotic groups, and that there was no significant 
difference between the head heights of the latter. These findings are in agree- 
ment with those mentioned above. 
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MINIMUM FRONTAL DIAMETER. 


Lombroso (18) states that a narrow forehead is an atavistic sign, whereas 
Willemse (11) describes the pvknic forehead as being broad. 

I found no significant differences between the three groups I examined in 
respect of this measurement. 


CRANIAL INDICES. 


The differences in absolute measurement described above naturally result in 
alterations in the shape of the skull. Asa result of diminished length, without 
loss of width, the cephalic index of the schizophrenic group was significantly 
greater than that of the normals. There was no significant difference between 
that of the normal and that of the manic-depressive groups, as in this case 
diminution of length in the manic-depressive skull is also accompanied by 
diminution in breadth. | 

Owing to the combination of diminished length with diminished height in 
both of the psychotic groups, no significant differences were found between the 
length-height indices in the three groups. 

In the case of the breadth-height index, however, the very definite diminu- 
‘tion in height in both psychotic groups, without great diminution in breadth, 
resulted in this index being less for those groups than for the normal. 

I found no significant differences between the fronto-parietal indices in the 
three groups. | 

From the results of the present investigation it would appear that the 
typical head found in the insane is of smaller size than the normal, mainly due 
to lack of length and height, but otherwise not differing greatly in shape, with 
the exception that it appears flatter when viewed from the front. 


THE FACE. 


The face has long been considered of importance as an indication of the 
state of mind of its owner. However, the saying “ vultus est index animum ”’ 
refers more to facial expressions resulting from muscle and soft tissues rather 
. than to the bony structure. 

Draper, Dunn and Seegal (15) investigated a series of patients suffering 
from physical diseases, and found that there were differences, both actual and 
relative, in the bony skeleton of the face to be found associated with dispositions 
to different diseases. 

Kretschmer (10) describes the leptosome face as having no special alteration 
in length, but lacking breadth, with narrowness of the lower jaw. He finds 
the difference between the breadth of the malar region and that of the lower 
jaw to be greater in this type than in any of the others, and that the lower jaw 
is often hypoplastic in type, resulting in a short, “ egg-shaped type of face ’’. 
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Absence of hypoplasia of the lower jaw in his other schizophrenic type, the 
athletic, results in a “ long, egg-shaped face ’’. 

He also finds general hypoplasia of the middle part of the face, including 
length, to be quite common amongst schizophrenic patients. 

He describes the pyknic face as being broad and “ shield-shaped ”’ or “ five- 
cornered ’’—that is to say, the line of the face from the malar region to the 
angle of the jaw is straight, rather than curving inwards as in the case of the 
leptosome face. 

Lombroso (18) considered marked development of the zygomas and jaws 
as atavistic signs. | 

I found no significant differences between the naso-alveolar length in the 
three groups. This agrees with Kretschmer’s findings, if one excludes the 
dysplastic types with general hypoplasia of the face. 

The naso-mental length of the manic-depressive group was found to be 
significantly less than that of the normals, the schizophrenics occupying an 
intermediate position. As the naso-alveolar lengths showed no significant 
differences, this diminution in the total facial length must be due to the shape 
of the lower jaw. Since I found no differences between the bizygomatic widths 
of either of the two psychotic groups, this lessened length of face in the manic- 
depressives would coincide with Kretschmer’s description of the broader 
appearance of the pyknic face when compared with that of the leptosome. 

Another result of the present investigation which also agrees with Kretsch- 
mer’s findings is that the bigonial index of the manic-depressive group is 
greater than that of the schizophrenic group— making the face of the former 
more square, or “ shield-shaped ”’, in outline. 

I found that the mean bizygomatic and bigonial widths in both groups of 
the insane were less than those of the normal, but that there were no significant 
differences between the two former groups in respect of these measurements. 

The mean upper facial index of my normal group was significantly less 
than that of the psychotic groups. This is explained by the greater bizygomatic 
width in the former. No significant difference was found between the upper 
facial indices of the two psychotic groups, nor between the total facial indices 
of all three groups. 

To sum up, I found that the typical face of the psychotic groups as a whole 
differed from that of the normals in being slightly lacking in breadth, and that 
this lack of breadth was most marked in the lower jaw of the schizophrenic 
class, making the face more oval in outline in this group. 


NOSE. 


Kretschmer (10) describes the leptosome nose as being longer than that of 
the pyknic type, and the nose of the latter as being of average size and rather 
broad. 
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I found that the mean length of the nose in the schizophrenic group was 
significantly greater than that of the normal group, and that the manic- 
depressive group occupied an intermediate position. The mean nasal width 
of the schizophrenic group was less than that of either of the two other groups, 
and that of the manic-depressive group was greater than that of either of the 
other two. 

The mean nasal index of the schizophrenic group was less than that of 
either of the other two, which showed no significant difference between each 
other. 

Thus, in my cases, I found that the nose tended to be longer among the 
psychotic than among the non-psychotic, and that in the case of the schizo- 
phrenic group there was diminished width accompanying this increased 
length. These findings agree with those of Kretschmer. 


FAR. 


As will be seen by the indices obtained, I found no significant differences 
between the shape of the ear in any of the three groups examined, but the size 
was reduced, as regards both length and breadth, in the case of the schizo- 
phrenic patients. This agrees with the findings of Petersen (12), who describes, 
amongst others, excessively small ears as an atavistic sign common amongst 
the insane. 


Bopy. 
(a) Trunk. 


Willemse (11) states that the trunk in the pyknic type 1s long when 
compared with the legs. 

De Giovanni (7) described disproportions between the relative sizes of torso 
and leg in his “ groups ” or “ combinations ”’. 

Westheimer and Hesketh (13) found that the pyknic and athletic types had 
longer trunks than the leptosomes. They worked out an index for the trunk 
and leg, as follows: 

Trunk height 


Leg length 


They found that the pyknic group had the highest value for this index. 

I found, after eliminating the effect of the differences of acromial height, 
that the mean trunk height of the manic-depressive group was significantly 
less than that of the normal, the schizophrenics occupying an intermediate 
position. 

This latter fact was responsible for the differences in the mean trunk 
indices which I found—namely, that this index was significantly less in the 
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manic-depressive group than in the normal. My findings are thus the opposite 
of Willemse and Westheimer. However, in their results there is no elimination 


A, B. Scale for measuring span of arms. s. Seat. K. Scale for measuring 
sitting height. vb. Scale for measuring stature. P. Platform. 


of the height factor, which is bound to modify the results obtained, as increase 
in height is usually due to increased length of the legs, out of all proportion 
to the increase of trunk length. 


312 ASSOCIATION OF PHYSIQUE AND MENTAL CONDITION, [April, 


Limbs. 


Kretschmer (10) states that both the arms and legs are long in the athletic 
group. 

Willemse (11) describes the leptosome arm as long, wheres the pyknic 
type has both short arms and short legs. 

Again there is no mention of the effect of differences in height modifying 
the results obtained. 

I found that the mean arm length in both psychotic groups was less than 
that of the normals, and that this difference was significant in the schizophrenic 
group, sufficient to cause the span index of this group to be less than that of 
either of the other two. The span index of the two latter groups did not show 
any significant difference. 

The mean leg length of the manic-depressive group was greater than that 
of the normals, the schizophrenics occupying an intermediate position. 

The relatively greater shortness of the arm in the schizophrenic group was 
responsible for the intermembral index of this group being significantly less 
than that of the normals. 

` These results may be summarized by saying that in schizophrenia the arms 
tend to be shorter than normal, and in manic-depressive insanity the legs are 
longer than normal—in each case the effect of height being taken into account. 


Neck, Shoulders, Pelvis. 


Willemse (11) describes the pyknic neck as being short. I found, after 
eliminating the effect of differences of height, that the mean neck length in the 
psychotic groups was significantly less than that of the normal group, but that 
there was no significant difference between the neck length of the schizophrenic 
or manic-depressive groups. 

Kretschmer (10) states that the width of the shoulders is greatest in the 
athletic type, less in the pyknic type, and least of all in the leptosome. 

I found no significant differences between the mean bi-acromial width of 
the two psychotic groups, but that both were significantly narrower than the 
normal. 

Kretschmer (10) states that the pelvis of the pyknic type is broader than 
that of the leptosome type. 

After eliminating the effect of height, I found that the mean pelvic width 
of the manic-depressive group was significantly greater than that of the normal, 
the schizophrenics occupying an intermediate position. 

However, the increased pelvic width of the manic-depressive group was 
not sufficient to cause any significant differences between the transverse trunk 
indices in the three groups. 
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SUMMARY. 


One hundred male cases of schizophrenia, one hundred male cases of manic- 
depressive insanity and one hundred normal males were examined anthropo- 
metrically, with a view to determining whether there were any differences in 
body proportions associated with differences in the mental state. 

As a result of these investigations, small but significant differences between 
the three groups were found. These, in brief, were: 

I. The stature of the psychotic was less than that of the non-psychotic. 

2. The cranial capacity of the psychotic was likewise less than that of 
the non-psychotic. 

3. The difference in cranial capacity was mainly due to diminution of head 
length and height, except in the case of manic-depressive insanity, where the 
skull was also defective in breadth. 

4. Apart from lack of height when viewed from the front, there was no 
departure from the normal in the shape of the skull amongst the psychotic. 

5. The face was somewhat narrower in the psychotic than in the non- 
psychotic, and this narrowness was most marked in the lower part of the face 
in the schizophrenic type of patient. 

6. As opposed to the schizophrenic type, the face of the manic-depressive 
was Shorter and more shield-shaped in outline. 

7. The nose tended to be longer in the psychotic than in the non- 
psychotic, and in schizophrenic patients was also narrower. 

8. The upper lip of the schizophrenic was shorter than that of either of 
the other two groups. 

g. The ear of the schizophrenic was also both shorter and narrower than 
that of either of the other two groups. 

10. The proportion of the trunk to the leg was less amongst manic-depressive 
patients than amongst schizophrenic patients or normal individuals. 

11. Consequent upon the above, the legs of manic-depressive patients were 
proportionately longer than those of the other two groups. 

12. The length of the arm was less in the psychotic than in the non- 
psychotic, this being most noticeable in the schizophrenic group. 

13. Increased pelvic width was common amongst manic-depressives. 

14. The shoulders were narrower in the psychotic than in the non- 
psychotic. 

15. The neck of the psychotic was shorter than that of the non-psychotic. 

I wish to express my thanks to Dr. W. J. N. Vincent, late Medical Superin- 
tendent of the South Yorkshire Mental Hospital, and to Dr. A. J. Hall, Emeritus 
Professor of Medicine, University of Shefheld, at whose suggestion this work 
was undertaken, for much helpful advice ; to Dr. M. A. MacConnaill, of the 
Department of Anatomy, University of Shefheld, for his valuable help and 
criticisms in statistical methods ; to Mr. W. H. B. Vincent for his help in 


LXXXI. ZI 


314 


ASSOCIATION OF PHYSIQUE AND MENTAL CONDITION, 


(April, 


preparing the photographs; and to all the members of the South Yorkshire 
Mental Hospital staff who volunteered to be measured. 


Means of Measurements. 


Normal. Schizophrenic. Manic-depressive. 
— > a n — nn — —_ R 
Mean mm. e. Mean mm. g. Mean mm g. 
Head length : 194°1I 5°94 189° 83 7°03 190° 5I 7°95 
Head breadth . e 150° 14 4°96 148-67 5°8 147°92 5°32 
Head height 130°24 4°8 126° 65 5-55 12662 . 5°14 
Min. frontal width 107° 58 4'0 107°06 4°5 107° 26 4:4 
Naso-mental width . 12162 6°0 119°95 7°05 117:7 >. $95 
Naso-alveolar width . 70°44 4°3 70°68 3°68 70° 66 4°86 
Bizygomatic width 136-92 4°73 134°52 5°55 134°6 5:57 
Bigonial width . 106: 48 4°64 104°4 3°28 105°1I 4°9 
Nasal width ; À 35°49 2°35 34°44 2°84 36°45 . 2:9 
Nasal length . ; 50°5 4°11 51-8 3°17 50°82 4°19 
Ear length . i 66°16 3:94 . 64°43 4-1 66:24 4'5 
Ear width 3 : 36° 88 2°61 35°8 2°99 36:48 . 3°93 
Acromial height 1412°4 49°2 « 1356°7 64°4 1351°3 >. 365 
Acromial width . 388-4 19°2 368-1 18-6 371°9 1 295 
Bi-iliac width 292°6 15°8 282°8 16:8 286-1 15:7 
Trunk height 59C°2 24°! 575°2 28-2 568-1 27.0 
Leg length : . 820°6 296 . 784:2 49°5 783°0 . §0°5 
Stature. R 1745°0 54°0 . 16740 70'0 16640 . 720 
Arm length 704°0O 29°7 662°5 35°4 668-6 41°O 
Neck length ...202°0 16-3 187:4 20:8 185:3 16:7 
Upper lip 3 i 19°45 2'4 ; 18-26 3°33 19°44 .- 3°55 
Means of Indices. 
Normal. Schizophrenic. Manic-depressive. 
eis Fee, —_—_ 
Index. g. Index. g. Index g. 
Cephalic s 4 . 77°19 2'5 78:49 3°29 77:81 ww. 2°75 
Length-height A N 67°15 2°29 66°97 3°01 66°65 . 2°40 
Breadth-height g A 86-82 3°28 85°37 3°26 85°57 287 
Fronto-parietal . . 71°72 2°92 72°08 3°25 72°54 2.84 
Total facial . ; : 89-06 5:06 89-00 5°45 87-58 6°57 
Upper facial 5 . 51°56 3°39 52°67 3:3 52:93 . 3°85 
Bigonial 5 ; : 77°78 3°18 77'045 3'315 78°29 3° 
Nasal . ; : 70°71 7°55 67°3 8°75 92°37 . 6°76 
Acromial ; ; ; 22.28 I'II 22°08 1°16 22°14 1:10 
Pelvic . ; ; : 16:83 0°75 16°98 0:89 17°28 0°89 
Intermembral ; . 85°79 2°59 84°49 2°44 85-46 3°24 
Transverse trunk . 132° 33 8-12 130°10 8°47 130°07 8-13 
Span ; 102°68 2°OI 101'22 2°16 102° 78 2°8 
Ear. R A ; 56-17 3-8 56:26 3°96 55:73 . 5'OI 
Trunk . ; : . 72°10 . 4°48 73°62 ~ 4°65 72:37 . 515 
Neck . ` : f 11-55 . o 88. 1121 . r15 . 1114 . o 88 
Cranial capacity . : 1537 108 1468 112 1470 . 108 


Table showing Significant Differences between Means of the Measurements, after 
Eliminating the Effects of Height. 


Head length . ; 
Head breadth . ; 
Head height . ; 


N>S 


N>S 


Normal (N) and 
schizophrenics 
(S). 


Normal (N) and Manic-depressive (M) 


manic-depressive 
(M). 


N>M 


and schizophrenics 
(S). 
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Min. frontal 
Naso-mental 
Naso-alveolar 
Bizygomatic 
Bigonial 

Nasal width 
Nasal length 
Ear length 
Ear width 
Upper lip 
Acromial height 
Acromial width 
Pelvic width 
Leg length 
Trunk length 
Arm length 
Neck length 
Stature 


Table continued. 


Normal (N) and 
schizophrenics 


(S). 


N>S 
N>S 


N>S 


N<S 
N>S 
N>S 
N>S 
N>S 
N>S 


N>S 
N>S 
N>S 
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manic-depressive 


(M) 
N>M 


N>M 


 N>M 


N<M 


N>M 
N>M 
N<M 
N<M 
N>M 


N>M 
N>M 


(S). 


S<M 
S<M 


S<M 


Table showing Significant Differences between Means of the Indices. 


Cephalic 
Length-height 
Breadth-height . 
Fronto-parietal . 
Total facial 
Upper facial 
Bigonial 

Nasal 
Inter-membral . 
Transverse trunk 
Acromial . 
Pelvic 

Span 

Ear 

Trunk 

Neck 


Cranial capacity 


Normal (N) and 
schizophrenics 


(S). 
N>S 


N<S 


N>S 
N>S 


N>S 


N<S 
N>S 
N>S 


Normal (N) and 
manic-depressive 


(M). 
N>M 


N<M 


N<M 


N>M 
N>M 


S<M 
S<M 


S<M 
S<M 
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Normal (N) and Manic-depressive (M) 
and schizophrenics 


Manic-depressive (M) 
and schizophrenics 
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A SUGGESTED APPROACH TO THE PROBLEMS OF 
NEURO-PSYCHIATRY. 


By D. NoeL HARDCASTLE, M.R.C.S., L.R.C.P.Lond., D.P.M.Cantab., 
Medical Director, Fulham Child Guidance Clinic. 


In considering the structure of the central nervous system as the vehicle 
for the mind, due regard must be paid to the vast amount of psychological 
knowledge which has been accumulated, and any new theories advanced must 
at least to some extent be able to explain accepted psychological material 
in neurological terms. 

Many writers have described behaviour in terms of neurological structure, 
and supported their findings by detailed anatomical descriptions of the brain 
and physiological functions of nerve-cells. The ideas about to be elaborated 
in no way conflict with these many and excellent descriptions, but the writer 
is of the opinion that there is a fundamental lack somewhere. The current 
descriptions do not give a complete and satisfactory explanation of mental 
processes as conceived of to-day. The essential difference lies in the fact that 
the central nervous system is a three-dimensional structure and not a two- 
dimensional one* as is so commonly assumed; it is something that has 
developed during the lifetime of the individual, and this is the fact makes that 
it so essentially three-dimensional. 

The central nervous system of the child at birth is very immature. One 
writer (Berry, Mind and Body) goes so far as to say that for the first six months 
the baby is little more than an unconscious reflex being. This judgment seems 
to be the result of conclusions drawn from the too rigid application of 
knowledge about the central nervous system, with too little regard for actual 
observation of the subject. In this paper, a consciousness will be postulated 
as a result of neural activity in the highest functioning centres of the central 
nervous system. This postulate will allow the newborn baby a “ consciousness’, 
but one which would be unrecognizable to the adult. Function cannot precede 
structure, though demand for function may hasten completion of structure. 

In addition to a working knowledge of the adult central nervous system, 
there must be added the knowledge of the development of this system and the 

* The expression “two dimensional” is no? to be regarded in its strict geometrical sense, 
but rather as indicating the conception of a single plane with regard to neurological structure 
on the one hand and the time factor on the other. 

Pavlov, in his description of conditioned reflexes and their application to psychopathology, 
definitely stresses the processes as taking place in the same functional plane, but he does in 


some of his more recent writings, differentiate the cortical layers. On the other hand there are 
various schools of psychology which regard “the present ” as the most important factor. 
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approximate ages at which the different levels are structurally able to function. 
Unfortunately, a precise knowledge of this subject is not yet available. 
However, an amount of knowledge sufficient for the purposes of this paper can 
be gleaned from a study of human and comparative embryology and a survey 
of the work that has been done since the days of Flechsig on the myelination 
of nerves. : 

During the first two weeks of foetal life the neural plate becomes diffe- 
rentiated. At the third week the cranial portion of the neural tube and the 
three primary vesicles make themselves apparent. By the end of the first 
month the primary neurons forming the peripheral nerves are laid down and 
the plexuses roughly indicated ; centrally the nerve-roots can be traced into 
the structure of the walls of the neural tube, where the nuclei for the motor 
roots can be outlined, the sensory nerves can be recognized as forming definite 
longitudinal fibre bundles. The higher neurone systems are still in a very 
rudimentary state. This period of development corresponds to the rudimentary 
nervous system, in which is found only the apparatus for simple cerebro-spinal 
reflexes—the system of primary neurones. 

During the second month the thalamus is differentiated, and there is a 
definite laying down of thalamic tracts, the most prominent being those con- 
necting the thalamus with the red nucleus and the approximation of the optic 
and acoustic fibres, also fibres extending into the corpus striatum forming the 
thalamic radiation. The walls of the hemispheres are thin and undifferentiated. 

At the end of the fifth month the relations of the thalamus and corpus 
striatum are practically the same as in the adult. The form of.the internal 
_ capsule can be clearly made out ; it contains (a) fibres connecting the thalamus 
with the corpus striatum and the cortex; (b) optic and acoustic fibres from 
the thalamus to the cortex and the rudimentary pyramidal tract. Never- 
theless, it is not until between the sixth and seventh months that the cortex 
approximates to the normal adult stage, with differentiation of the cortical 
cells into their distinct layers, corresponding to the stratification of the adult 
cortex. In the primary projection areas at the time of birth the infragranular 
layer has attained about 80% of its adult thickness and the granular layer 
70-75%, Whereas the supragranular and molecular layers have attained less 
than 50%. The sulci and gyri are at this stage in a very rudimentary condition, 
the island of Reil being completely exposed. The development of the Sylvian 
fissure is not complete until after birth. The temporal and fronto-parietal 
opercula are formed first, the frontal and orbital being very late in development. 
This corresponds to the functional activity of the frontal lobes, which is the 
last to be acquired. At birth the brain has only attained about 25% of its 
total adult volume. This general outline of development emphasizes the late 
appearance of the neopallial structure in contrast to that of the palaencephalon. 

The final phase in the development of the nervous system is the myelination 
of the nerve-fibres. This begins in the central nervous system at about the 
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fourth or fifth month of foetal life, and is complete by about the age of 17 or 
18. (Some authorities post-date this considerably.) The posterior longitudinal 
bundle, which is the first tract to be laid down, shows signs of myelination 
between the fourteenth and sixteenth weeks of fcetal life. By the sixth month 
there is considerable myelination in the cervical portion of the spinal cord. 
The central and dorsal roots are well myelinated ; the ventral commissural 
fibres stain lightly and the intersegmental fibres are acquiring myelin sheaths. 
All the cranial nerves except I and II are well myelinated. There are some 
tracts which have medullated as far as the midbrain, but anterior to this there 
is no evidence of myelination. By the seventh month there is still no evidence 
of myelination anterior to the midbrain; it is limited to structures in the 
midbrain, medulla and cord. In the cord, reflex arcs are myelinated. All 
pathways concerned with the fundamental activities of the foetus are, mye- 
linated, and from a neurological aspect the foetus is able to undertake a 
separate existence. 

By the eighth month there is definite myelination anterior to the midbrain. 
Fibres connected with the corpus striatum are the first to myelinate. The 
fibres dividing the globus pallidus are starting to myelinate. The subthalamic 
nucleus is also showing some myelination of fibres, and myelinated fibres from 
this nucleus cross the internal capsule. As yet, however, the thalamic region 
is almost entirely non-medullated. The medial lemniscus fibres into the 
caudal portion of the thalamus are myelinated, and the spino-thalamic are 
commencing myelination. There is further medullation of the segmental 
and intersegmental pathways, and also in the cerebellum and corpus striatum. 

At birth the optic nerve begins to myelinate. The medial lemniscus is 
myelinated to the ventro-lateral nucleus of the thalamus, and fibres from these 
cells are myelinating as far as the cerebral cortex. A few acoustic fibres have 
myelinated to the level of the acoustic geniculate. The tectospinal tract is 
not completely myelinated at its connections with the optic colliculus. The 
rubrospinal fibres have only a faint myelin sheath in the brain-stem. The 
corpus restiforme carries myelinated spino-cerebellar fibres of Flechsig’s tract 
from the cells of the posterior column nuclei, and a few olivo-cerebellar fibres 
to the cerebellum. No pontine or cerebellar cortical fibres are myelinated. 
Fibres reaching the red nucleus through the cerebellar peduncle (brachium 
conjunctivum) form a medullated capsule on the caudal and ventral aspects 
of the red nucleus. A few fibres from the globus pallidus to the red nucleus 
are myelinated. 

In the thalamus, myelination occurs in the lateral nucleus and optic 
geniculate body. A ventral projection system of fibres extends from this 
ventro-lateral nucleus to the posterior and anterior gyri of the cerebral cortex 
—the first cortical projection fibres to myelinate. In the cord there is a uniform 
increase of myelination. In the rubro-spinal tract, however, it is very faint, 
and in the pyramidal tract there is none at all. 
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In the infant of two months the olfactory tracts show the first signs of 
myelination, and faintly myelinated fibres are found in the secondary olfactory 
centres and the base of the fore-brain, and also in the tracts in the septum 
pellucidum, and over the surface of the corpus callosum. The stria medul- 
laris and stria semilunaris are myelinating, as also are the mammillary bodies 
and the mammillothalamic tract. The optic nerves, chiasma and tracts are 
almost completely myelinated, as also is the optic geniculate, but the fibres 
that go on through the internal capsule to the cortex are only faintly myelinated. 
The pulvinar contains no myelinated fibres, but a tract of myelinated fibres 
connects it with the optic colliculus. The acoustic geniculate contains mye- 
linated fibres, and projection fibres from these cells are myelinated to the 
internal capsule. In the internal capsule the pyramidal tract is beginning to 
myelinate, in contrast to the well-myelinated sensory projection fibres in the 
posterior limb. The temporo-pontine fibres are very lightly myelinated, the 
fronto-pontine not at all. The thalamo-olivary fibres are beginning to mye- 
linate, and so also are fibres from the lateral olives via the restiform body 
to the cerebellar hemispheres. The cerebellar cortex shows marked signs of 
myelination. 

The anterior nucleus of the thalamus has no medullated fibres in its sub- 
stance. The myelinated fibres of the stria medullaris cover its ventral surface. 
The medial nucleus contains no evidence of myelination. The ventral nucleus, 
however, is well myelinated. The myelinated fibres of the spinothalamic 
tract—the medial lemniscus and brachium conjunctivum—end in the ventral 
nucleus, which also gives rise to medullated projection fibres extending to the 
internal capsule. In the cord at the cervical level, the pyramidal and rubro- 
spinal tracts show some myelination. Except for the direct pyramidal tract, 
the remaining tracts are more or less myelinated. 

It will be seen that by the second month of life the four primary sensory- 
motor fields of the cerebral cortex—the olfactory, visual, acoustic and sensory- 
cutaneous—are receiving their myelin sheaths. Pathways myelinate in the 
order in which they develop phylogenetically. Flechsig has shown that in 
the developing human the process of myelination follows a definite pattern, 
which has been confirmed by Tilney and Casamajor on kittens, and again by 
Langworthy on opossums, kittens and humans. The observations of these 
and other workers seem to point to a very close inter-relationship between 
myelination and nerve-function, but which of these takes precedence is not 
definitely known. 

In the spinal cord the process begins in the cervical region. The motor 
roots myelinate before the sensory, then the association fibres within the 
segment. The intersegmental fibres follow next, then the commissural, and 
after these the long pathways. Child evolved the theory of axial gradients, 
and postulated that the axial organs are dominant in initiating and con- 
trolling the activity of the whole. This view has been confirmed by other 
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workers in the field of embryology. It would coincide with the foregoing 
account of myelination. Tilney and Casamajor’s work clearly shows how, in 
kittens, at birth, the formatio reticularis of the mesencephalon is the highest 
correlation centre, that myelination of the caudal end of the cord is very 
incomplete, and that myelination proceeds both cephalad and caudad, the 
head end (the more recent) always being dominant in controlling the earlier 
centres. Langworthy notes that material from the medulla of the 8-month 
foetus is excellent for demonstrating the pathways, and particularly to show 
that the brain-stem is built on a segmental basis with large correlation centres 
superimposed on this fundamental framework. 

From the foregoing account the following may be summarized : 

1. The segmental nature of the central nervous system. 

2. The comparatively late ontogenetic appearance of the cephalad 
additions to the central nervous system. 

3. The fact that in the infant at birth the highest level for 
association and correlation 1s found in the thalamic region. 

Tilney and Casamajor demonstrated in the kitten’s first day of life a peculiar 
paddling motion of its paws in propelling itself towards its mother. From a 
study of the central nervous system they formed the conclusion that the 
neurological centre for this motion was in the formatio reticularis in the 
mesencephalon. After seven days the kitten acquired a definite and co- 
ordinated or crawling gait commensurate with the more complicated neural 
mechanism which had now medullated. They also found that the adult 
cat, on electrical stimulation of this primitive correlation centre (the formatio 
reticularis), reproduced the same paddle-like paw movements as were noted 
in the one-day-old kitten. This would indicate that the primitive reaction 
pattern, which is either innate or laid down at the beginning of life, persists 
in the central nervous system in its original form, which may be modified 
and added to by further neurological association centres, or completely 
repressed, as the situation demands. 

Two other examples may be quoted here of how repressed “ behaviour 
patterns ’’ may once more emerge. The spinal cord mass reaction described 
by Head and Riddoch consists of various reflex movements, which are only 
elicited when there has been a severance of the spinal cord from the higher 
centres. The movements obtained represent the primitive motor response 
to certain adequate stimuli. Head and Holmes (Brain, 1911) have shown, in 
cases where there has been destruction of the sensory cortex, that sensation 
itself is not lost, and from this finding they argued that the cortex is not essential 
to the consciousness of sensation, but that this function can be served by 
the thalamus. Further, they showed that not only the affective quality of 
sensations but the emotional life itself of the individual is dependent upon 
the thalamus rather than on cortical function. 

The connecting link between this neurological discussion, as it has so far 
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been, and its counterpart, the psychological aspect, which covers mental pro- 
cesses and subsequent behaviour, was forged by Pavlov. In reviewing his 
work on the conditioned reflex, Pavlov draws attention to the stnking simi- 
larity between his own discoveries and those of Sherrington on the integrative 
action of the nervous system. While it is not necessary to accept Pavlov’s 
work in its entirety, it proves that there 1s unquestionably a relationship 
between mental and neurological processes, and that they follow the same 
fundamental pattern: stimulus (external to the immediate situation, but 
which may be internal as far as the body is concerned), a correlation centre 
or sum of correlation centres, and an effort response—motor, glandular, or a 
further call on correlation centres. Furthermore, relationship will be formed 
between any two or more points in the same plane of development when they 
are subjected to simultaneous stimulation (i.e., the principle of the conditioned 
reflex). | 

Up to the time of birth, relatively few stimuli will have reached the 
foetus, and fewer responses will have been necessary for it to maintain life. 
Coincident with birth all this is changed. Stimuli fall upon the child both from 
without and within the organism, and from now on he has to adapt himself to 
his surroundings in accordance with his potentialities, if he is to survive. It 
is through the central nervous system that these adjustments are made. The 
innate reaction patterns enable him to adapt to the changed conditions of life 
at birth and immediately after. Tilney and Casamajor have demonstrated 
how the central nervous system of the kitten deals with these changes, and 
Langworthy has demonstrated the same mechanism in the human foetus and 
baby. These early responses may be regarded as adequate reaction patterns 
which have been evolved during the phylogenetic development of the organism, 
as a result of its struggle for survival. These ancestral patterns, however, 
will only avail the child during this early period of life until such time as he 
has made his own necessary contacts with his environment. 

It is through these contacts with the environment that consciousness 1s 
developed. Stimuli, both from without and within, fall upon their adequate 
receptor organs, and the resulting nerve impulses are conducted upwards 
towards the cerebral cortex—not directly through one continuous tract, but 
through relays or cell stations which are also correlating nuclei at lower neuro- 
logical levels. In the adult, consciousness of the stimulus would be postulated 
only when the resulting nerve impulse had reached the cortex, when the nature 
of the stimulus had been analysed out by the cell stations through which it 
has passed, and when the cortical association fibres had linked up this 
perceived sensation of the individual with his past experience, so that it would 
be presented to him as a definite localized sensation and as something which 
has a meaning for him, to which he would be in a position to make a considered 
adequate response. 

In the infant the situation is entirely different, for it has been demonstrated 
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that the afferent systems of fibres are myelinated to a higher level than the 
association and correlating fibres. In the event, therefore, of the nerve impulse ` 
reaching the cortex, there are no association fibres to link it up with other 
centres. Consequently, at the cortical level a separate and distinct con- 
sciousness will have to be postulated for each sensation which reaches it. Such 
an assumption will mean that at this moment the infant’s whole being will be 
bounded by this sensation, which will be to him meaningless, timeless, and 
without location, but loaded with affect. This conclusion is founded on 
neurological structure, and upon the fact that as yet he has no experience in 
time and space. 

This upper level of consciousness will not be constructive for the child, 
because it has no means of discharge. The impulses will therefore have to 
make their associations, and these nerve impulses will then have to be dis- 
charged at a lower synaptic level. A second variety of consciousness may be 
postulated at this lower neurological level, where there are association fibres, 
for it was shown at birth that sensory fibres have entered the ventrolateral 
nucleus of the thalamus; the other nuclei of the thalamus are myelinating, 
and there are connections both with other tracts of the cord and with cranial 
nerve nuclei, i.e., the highest functioning level at which association can take 
place. A consciousness at this level for the early period of life would agree 
with the findings of Head and Holmes (loc. cit.) in their remarks about thalamic 
consciousness and its affective quality. The infant’s consciousness will be 
mainly centred around his feelings, and the association area for this conscious- 
ness will then of necessity be largely made up of neural patterns of this type 
of consciousness. The affective value of thalamic consciousness can therefore 
now be conceived in terms of functional development. 

This affective value of sensation has added an all-important factor for the 
further consideration of the child’s early life. Stimuli which fall upon the 
child may be roughly divided into two groups—pleasant and unpleasant. 
The pleasant will only call forth activity, such as desire to retain or seek, when 
there has been laid down some pattern of experience. The unpleasant will 
produce reactions of escape, which at first will follow the simple reflex pattern 
of indiscriminate mass withdrawal, which may culminate in a convulsive fit 
if the stimuli be of sufficient intensity within the organism, or something from 
which he cannot escape. 

From now on, life will consist of a series of sensations. With the added 
factor of experience and the developing complexity of the central nervous 
system, the child will elaborate more and more complex reactions to retain 
the pleasant and avoid or reject the unpleasant. At first there will be a 
seeming continuity of environment with sensation and the conscious self. In 
the baby they are all one and the same. 

This conception of early consciousness does not, of course, bear any resem- 
blance to the type of consciousness familiar to the normal adult, and it would 
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be difficult for any elements of it to be carried over except in the vaguest 
form of sensation. The differentiation and delineation of his own body can 
only be achieved by the development of a “ perspective ’’ approach, i.e., the 
simultaneous stimulation of two or more parts of himself with the same inter- 
pretative sensation. The neural pattern of this at a conscious association 
level will contain correlating association fibres connecting these resulting 
points of neural excitation. Even in the simplest example of this development, 
i.e., the child feeling himself, the number of neural pathways concerned is 
very great. The experience involves the many aspects of sensation—motor, 
kinesthetic and co-ordinative—and their inter-relating association neurones. 

Along with this differentiation will develop the perception of people and 
things outside himself, and the capacity to enter into a relationship with them. 
This is a comparatively long and difficult process. For example, the child 
in relation to his mother during suckling will be entirely “ mouth-nipple ’’ 
conscious, with marked pleasure affect. Under normal conditions, when 
satisfaction is reached, where the stimuli that initiate the suckling are reduced 
to a minimum and when no other stimuli are present, consciousness will be 
reduced to a minimum and the child will then fall asleep. He will remain 
in that state until consciousness is again brought into being by stimuli, either 
from within or without, which break through the threshold that has been 
established early for those stimuli which demand attention. The nipple 
that comes and goes will first seem to him part of himself—an extension of 
mouth-consciousness. Then, by degrees, it will assume an independent identity, 
and from that the mother, as an entire person, will gradually emerge. 

Now this process manifests the basic meaning of the term “ identification ”’. 
To be identified with a person is to be that person, not just to be like that 
person. The idea of unity with the mother will still be persistent, for the tran- 
sition of consciousness from one functional plane to the next cannot be regarded 
as taking place abruptly, but only as a gradual process. As the separate 
personality of the mother emerges, the child will tend to hark back to his 
former consciousness—the psychic incorporation of her, for as yet he will be 
more or less unable to part with the “ pleasure nipple ’’ and his control of it. 

From the elaboration of the neural processes which have allowed him to 
evolve the psychic picture of himself and his relation to his environment will 
come stimuli from within the psychic mechanism (as it now may be called), 
which will furnish another consciousness and tend to make consciousness a 
continuity. This new factor is memory; the capacity to recall external 
things and to manipulate them as though they were real objects, i.e., to 
phantasy, or to form eidetic imagery. This early phantasy life of the infant 
is a very real imagery. Descriptions of eidetic imagery represent it as being 
photographic in detail and intensity. 

The eidetic image is, in point of time, the more primitive type of image, 
and corresponds to the undifferentiated unity of sensory experience from which 
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perception on the one hand and conception on the other are later differentiated ; 
ıt may be regarded as a phase in the ontogenetic recapitulation of phylogenetic 
development, and to occupy a point midway between the pure sensation of 
the after-image and the intellectual memory-image of the adult. 

Statistical surveys of school-children give figures from 40% to 60% of 
optical eidetics up to the age of 15 years, after which they show a rapid decline. 

Eidetic imagery would appear to be the result of subcortical activity, as 
it disappears at the age when it is known that cortical correlation and asso- 
ciation have assumed full function ; it has also been demonstrated that patients 
suffering from occipital lobe injuries acquire this same type of perception. 

Some authorities assert that eidetic imagery is present in forms of sensation 
other than visual, such as auditory and olfactory. 

In considering these other forms, tactile sensation must not be overlooked 
in view of the work of Head and Holmes on its affective value after cortical 
injury. There would appear to be a very close correlation between this 
“ thalamic sensation ” and the eidetic perception, both of which have been 
shown to occur in patients who have suffered injury to the dominant cortical 
area of the sensation concerned. There must also be a very close correlation 
between eidetic imagery and Freud’s conception of the hallucinatory thinking 
of the infant. | 

A further hypothesis for this eidetic imagery may be advanced that the 
photographic nature of the image may depend upon activity of the occipital 
lobe cortex, which is, as yet, not completely integrated at the cortical level 
with other association centres. This would give the “ meaningless upper 
level consciousness of sensation ’’, which could be re-projected in the manner 
of an after-image, and intellectually appreciated by the subcortical visual 
centres which are integrated in the lower level of consciousness. In accordance 
with this theory, extensive bilateral injury to the visual area would destroy 
the capacity for eidetic imagery, while injury to the visual psychic area would 
tend to produce it. 

The individual difference of eidetic intensity in people may be regarded 
as physiological in origin, and producing psychological differences amounting 
to character traits. 

Another complication is added in the differentiation of phantasy and reality. 
The pleasant affective value of reality will be taken over at first by the phantasy 
object, but soon the phantasy picture of reality may be toned “ unpleasant ”’ 
by a heaping of physical tension—which is not, of course, satisfied by the 
phantasy object. In the absence of the real nipple, the child will produce the 
phantasy nipple, and an increased feeling of hunger will produce an unpleasant 
affect in association with the phantasy nipple, which has not yet been 
differentiated from the real nipple. The relation of cause and effect will not 
yet, of course, have been worked out in the child's mind. This situation 
satisfies Pavlov’s conception of anxiety, for a positive and negative reaction 
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are conditioned to a stimulus with a differential threshold which is difficult or 
impossible to determine. It may provide another explanation of the factor 
of “ frustration ’’, which thus appears to depend upon the child’s capacity for 
this eidetic imagery, and the number of repetitions which will be necessary 
before he can in some way elaborate the capacity to distinguish his phantasy 
from reality. The important thing to remember is that all these newly- 
acquired potentialities are dependent upon new levels of associations, the 
fibres, tracts and centres becoming active and representing a constant raising 
of the postulated neurological level of consciousness, and not upon any actual 
change in the older neural patterns laid down. The older patterns of value 
are integrated into the new and those of no value are left (Tilney and 
Casamajor’s work on kittens). 

The next thing to be considered, then, is the fate of the older levels of 
consciousness—the more primitive (caudad) association levels. 

The segmental nature of the central nervous system has already been 
demonstrated, and the way in which the more cephalad additions dominate 
the lower segmental levels, so that each additional level of correlation centres 
as they become functional will control that upon which they are superimposed, 
and connecting links will be formed, bringing up to the new level those neural 
patterns which are valid. Here, again, the affective value of these neural 
patterns will be of paramount importance, for those associated with the 
“ pleasant ”’ will, of necessity, be things from which eonsciousness will not be 
divorced ; while those associated with the “unpleasant”’ will tend to be 
“isolated ’’. Pursuing this theory of axial gradients, another factor emerges. 
The most cephalad levels are those cortical terminations of the primary 
sensory projection areas, and these are the connecting links between the 
organism and the environment from which consciousness emanates. Inhibi- 
tion, therefore, may be related to things external with consciousness as its 
vehicle, functioning in a caudad direction; it is therefore a potentially 
functioning force, even when the child is in utero. 

Two factors now emerge as controlling, or inhibiting integration—‘‘outside’”’ 
realities and “inside” phantasies—where the affective value is unpleasant, and 
is not acceptable to the newer conscious level. 

Primitive “ pleasures’’ will in course of development be unpleasantly 
toned by the intervention of (1) external prohibitions and disapprovals, and (2) 
interaction and phantasy formation leading to an internal prohibition also. 
If there is not an adequate source of “ pleasure ’’ developed at a higher level 
of consciousness, then an isolated primitive pleasure-seeking “ nucleus ’’ will 
be formed, isolated only, however, in the upward direction of the three- 
dimensional psychic structure in course of erection. 

The early mental processes of the child consist in the building-up of con- 
ceptions of people and things as wholes from the diffuse perceptions of stimuli 
which reach him. At first the “ combinations ” will be simple and concrete, 
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and gradually they will become more complex and abstract. Should any 
group of constellations of stimuli become markedly toned with “ unpleasant 
affect ’’ in the early formative stages of the simple combinations they will 
become inhibited, and even when relearned the original inhibition will still be 
active, so that the primitive units will be less mobile, and will not be able to 
be handled freely in the building up of the more complex.* 

In the normal development there will be, first, the consciousness of the 
individual sensory areas of an inchoate nature, then an early integration of 
these sensory impressions into images and forms, simple at first in outline, 
which can be easily mobilized and built up into the more complex. The seeing 
and sensing of constellation patterns and the ability to associate in wholes 
are not present at first. There is, at first, the registration of sensations, and 
consciousness, as we know it, comes with the grouping of these, with meaning, 
into patterns, and with this comes insight. At first these patterns are simple, 
but in proportion to experience they become more complex. The degree of 
intelligence consists in the extent to which the relationship can be seen, and in 
the mobility of the smaller units of sensory patterns that can be freely 
manipulated to fit the exigencies of the moment. 

There must be a perfect freedom of movement through the developmental 
planes and an integrity between them, a complete linking-up and a changing 
of the forms of consciousness with this development that is unimpaired and 
continuous throughout the whole. 

Intelligence can be definitely equated with freedom of movement and the 
mobility of the most primitive sensory impressions as well as integrated material 
which can be integrated, disintegrated and re-synthesized to meet the demands 
of external reahty or internal phantasy. 

In cases where the early sensory impressions have been toned with 
“ unpleasantness ’’ they will be subject to repression, which will hinder this 
mobility, or may even lead to a complete severance of the direct continuity 
with the developing layer of consciousness. If this conception of intelligence 
be accepted, then it will be clear that there need be no correlation between size 
of brain, number of cortical cells, etc., and capacity for mental functioning ; 
one function of the neopallium has been seen to be inhibition, and if in the 
infant there be developed any affective need for profound inhibition, the 
subsequent neural development may take on this property and the cortex 
assume normal proportions though the clinical result might amount to idiocy. 

Having now briefly considered the neurological structure of the mental 
apparatus, the basic principles of therapy may be examined, i.e., the way in 


* An example of this nature may be quoted of a child who could not do arithmetic. On 
investigation it was found that she had associated the numerals with ‘“‘ good ‘’ and ‘“ bad ” 
fairies, so that she was compelled to avoid the use of the ‘‘ bad ” numerals and compelled to use 
the ‘‘ good ” ones. 

This example shows how emotionally-toned units interfere with their free use, but the 
conception in the text of the “ primitive units ’’ is something very much less complex than 
the abstract idea of a numeral. 
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which certain groups of conditioned reflexes or engrams may be unconditioned 
or reconditioned. 

It is assumed that the reader is conversant with the generally-accepted 
principles of psychotherapy, and the discussion which follows will be the 
application of the foregoing theory to those principles, and not the elucidation 
of a new theory; accordingly the discussion is brief. 

The nature of the factual material and “ content ’’ is purposely omitted 
from this discussion, and so is the source of energy, to control which the “ mental 
apparatus’ has been phylogenetically evolved. Freud regards the source 
of energy as originating in the depths of the unconscious material, while other 
writers, such as Kretschmer, regard it as a somatic striving in which the endo- 
crine glands and vegetative nervous system play an important rôle. Here, 
again, it is only a question of somatic levels whether sources of energy be 
postulated within the cell itself or its secretion, or carried on a step further to 
link between the vegetative nervous system and hormones, or still higher to 
the lowest levels of the central nervous system. In the same way the instinct 
of self-preservation may be regarded as “ somatic ” in the healing of a wound, 
or ‘‘ psychic ” in the flight from danger. 

Results in therapy are obtained by widely different methods. There must. 
be, therefore, a common factor which is utilized in changing in some way the 
internal disposition or integration of the constellation of patterns (engrams), 
as described on p. 327, and bringing about either a redistribution of inhibition 
or a lessening of it, or possibly a further increase of inhibition. In fact, the 
various schools might be classified according to their aim in dealing with this 
factor. From what has been said it will be manifest that it is upon the factor 
of inhibition that “ engrams ” of strongly emotional tone have been “ encap- 
sulated ’’, and by this isolation the further experience of the individual has 
been unable to recondition their emotional tone. 

The essential thing that happens when a patient comes for treatment is 
that he enters into a relationship with the therapist, and it is the manipulation 
of this relationship that brings about some internal change in the patient’s 
‘“mental apparatus’’, and thereby effects a change in his capacity for 
adaptation. 

The relationship situation is of paramount importance, for the conditioning 
of these inhibited “ engrams ” took place in a “ relationship situation ”, i.e., 
the consciousness of the child in relation to the reality or phantasy of some 
person, and owing to the strong affective value or emotional tone of this 
experience, the then functioning consciousness was unable to integrate the 
experience, and accordingly it was inhibited or repressed, or the memory of it 
was inhibited by the later consciousness. In this relationship, where the patient 
looks to the therapist for help, there will be a recapitulation of such former 
situations where the child looked to his parents, or other authority, for help, 
and this new relationship will be toned accordingly. 
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As has been previously discussed in the formation of consciousness, the 
patient will project part of his consciousness on to the therapist--i.e., part of 
the patient’s consciousness and the “ ideal ’’ image of the therapist will become 
fused ; he has handed something of his consciousness over to the therapist. 
This part of consciousness which he has handed over is not conscious to him, 
i.e., he is not necessarily actually aware that any change has occurred within 
his psychic mechanism, and if he were he would be unable to describe it. This 
part of consciousness may be regarded as its “ under side’’, that which is 
inhibiting or controlling the lower layers, and yet which, as was demonstrated, 
is reinforced in its inhibitory power by direct association with external factors 
via the projection fibres of the central nervous system, and the way in which 
the therapist deals with this material will designate the school to which he 
belongs. There are three possibilities : 

(1) Suggestion in simple form, including hypnosis. In this he will 
form a still further inhibitory alliance with this “ consciousness ” of 
the patient and reinforce inhibition, which reinforcement will still more 
encapsulate the emotionally-toned engrams and their collateral con- 
nections, and the symptoms may at least temporarily disappear. 

(2) Suggestion, re-education, explanatory forms of treatment, etc., 
where the therapist maintains an uncritical röle of authority towards 
the patient. This alliance will now not be of an inhibitory nature, 
but more of a condoning acceptance of things (behaviour, attitudes of 
mind, etc.) as they are, and with this the superficial level of inhibition 
will be lessened, and a redistribution of forces brought about under 
the guidance of the therapist, and an outlet found for the hitherto 
inhibited primitive impulses. 

(3) The analytic schools of thought aim at a diminution of inhibition, 
and this, it would seem, can only be effected by the reconditioning of 
emotionally-toned engrams, and thus a more complete integration of 
these “ patterns ” throughout the neurological layers. 

The same relationship situation has to be utilized for this purpose as in the 
other forms of therapy, but will be manipulated in a different manner. The 
therapist will become the “ total” environment in the relationship situation 
during the “ hour ” of treatment, and he will take over that part of the patient's 
consciousness which is in contact with reality, and with it the “ under-side ”’ 
of consciousness (the inhibiting factor). This will lead to a further temporary 
splitting of the patient’s consciousness while under treatment. Consciousness 
tending to become a continuity with the therapist, this will bear a close relation- 
ship to the child’s first efforts to establish an identity of his own when he 
modelled himself upon the image of his parent—he is the parent. The parents 
and parent-substitutes were the people through whom he found reality, and 
were directly and indirectly responsible for his unpleasant feeling tones ; 
they imposed upon him their standards, which he could not accept without 
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pain, and they interfered with his pleasures, and he retaliated in phantasy 
in accordance with his instinctive reactions at the particular level of develop- 
ment which he had reached. These phantasy retaliations were so terrifying 
and so unacceptable to his “ other ’’ consciousness of the “ good ” parents, 
that they were immediately inhibited. But these “ engrams ” persist though 
isolated, and the feeling tone will pervade consciousness. It is thus clear 
that again there are laid down antagonistic “ conditional reflexes ” about one 
and the same person, but isolated through inhibition, and this will give rise 
to anxiety. Treatment will now consist in bringing into consciousness the 
unconscious content of these inhibited engrams, and reconditioning them to 
reality from the above-stated phantasy content. Through this “ relation- 
ship ” the patient will be able to become “ critical’’ of the therapist—i.e., 
he has been able to shift part of that self-criticism on to the uncritical 
therapist ; thus from the beginning of therapy a reconditioning is taking place. 
Through this splitting the patient will be able to observe that part of himself 
which is projected on to the therapist. The feeling relationship which the 
patient has for the therapist will be a present-day repetition of some former 
relationship, but the then conscious factual material will now be unconscious. 
The therapist will be able from his knowledge of the patient to present to the 
patient—step by step—the factual material of the inhibited engrams, and 
with the emergence of this into consciousness again, and the reconditioning 
of it to reality, the necessity for its continued inhibition will be removed. 
Two separate processes can be regarded as going on simultaneously during the 
time of therapy—a lowering of the patient’s level of consciousness, and an 
emergence of isolated engrams at these lower levels through the non-critical 
attitude and explanations given at the moment of emergence of this material 
in relation to the therapist. 

As treatment progresses, and the early infantile relationship with the 
parents is freed from emotional content, so the treatment relationship itself 
will also change. The inner need for the patient to project himself upon the 
therapist will be diminished, and his consciousness will gradually be a more 
integrate unity. 

This paper has been written with the view of bridging the gulf between 
neuro-anatomy and psychology, and indicating the possible changes that may 
occur in the psychic structure of the individual during his lifetime. 

The writer feels that only a few theories have been correlated with the 
ideas advanced and that none of them have been fully expanded or explored, 
but that a framework has been established upon which a vast amount of work 
has yet to be done. 
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THE INTER-RELATIONSHIPS OF MENTAL DISORDERS AND 
DIABETES MELLITUS. 


By WILLIAM C. MENNINGER, M.D.,* 
Topeka, Kansas, U.S.A. 


THE relationship between mental disorders and diabetes is studied as shown 
by 30 cases of mental disorder associated with diabetes, 93 cases of uncompli- 
cated diabetes and 400 uncomplicated cases of mental disorder. This study 
covers, first, the psychological picture in diabetes ; second, the types and courses 
of mental disorder associated with diabetes ; and third, the mental symptoms 
with hypoglycemia. 

In a previous paper (I) the psychological factors in the ztiology of diabetes 
have been considered. There, also, ‘ emotional glycosuria ’’ and opinions as 
to the emotional factors in the origin of diabetes were discussed. From case 
studies it was concluded that psychological influences in some instances may 
be of etiological significance in diabetes, as well as greatly influencing the course 
of an established diabetic condition. 


PSYCHOLOGICAL PICTURE IN DIABETES. 


Careful studies of the psychological picture in a large series of uncompli- 
cated diabetic cases are lacking. There are, however, many references to the 
mental picture in diabetes. There is a preponderance of observations point- 
ing to depression, of varying degree, and anxiety as being the most common 
mental state associated with diabetes (Savage (2), Stone (3), Masson (4), 
Neilson (5)). However, actual psychoses are comparatively rare in this 
metabolic disorder if one is to accept Masson’s figures that 1°2 to 1°7% of 
diabetics develop psychoses. The source of these figures is not given, but 
the psychoses represent a small percentage of the possible mental disorders 
if one includes psychoneuroses and personality deviations which are seen in 
diabetics. 


CLINICAL PICTURE. 


Certainly, in the eyes of the internist, who sees the great majority of cases 
of diabetes, there is no predominance of mental symptoms present. In fact 
the majority of such cases do not present any conspicuous psycho-pathology 
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—certainly no more so than the average group of cases referred to hospital. 
However, the lack of description of psychopathology in diabetics by internists 
may, in part, be explained by their interest in treating the disease and not the 
person. Consequently, unless the patient emphasizes his mental difficulties, 
no notice or investigation of this field is usually made. From clinical experi- 
ence, it seems likely that there is a greater tendency to neurotic symptoms in 
diabetes than in some other large groups, but there are no figures to substantiate 
this impression. 

In the more severe cases of diabetes, and in many of the less severe occurring 
in neurotic individuals, there is frequently a mental picture, which, however, 
varies to some extent in the age-groupings. These symptoms are most frequent 
in the middle period of life, less frequent in children, and less pronounced in 
the aged. 

Perception.—The only conspicuous difficulty in this field is the tendency 
to diminished alertness and awareness of the environment, although the indi- 
vidual may be much more alert to his own condition and events affecting 
himself. This may, in part, be due to the necessary training that every diabetic 
patient should have to take care of himself. In the toxic diabetic patient, the 
most conspicuous mental symptoms are perceptional disorders—confusion, 
disorientation and hallucinosis. 

Intellection.—In this field there are four common difficulties: (I) Memory 
disorders are most frequent. The patient complains, “ I can’t remember as 
well as I used to’, and the relatives often report on the patient’s “ absent- 
mindedness ’’. While theseare subjective complaints in most cases, there is 
some evidence that memory defect and the delayed psychic response are more 
pronounced in diabetic patients than in non-diabetic individuals. (2) Inability 
to concentrate, with delayed response to questioning, is very frequently the 
complaint of the diabetic patient. (3) Sluggish mental activity, particularly 
the ““ mental laziness ” of moderately severe diabetic patients, is often both a 
subjective and an objective observation. Perhaps directly associated with their 
emotional apathy, they lose interest in mental activities, prefer to avoid them 
if possible, and lack the quickness and precision of former accomplishments. 
(4) Hypochondriasis, in some form, is very frequent. They may complain 
of “ brain pressure ’’, a sense of fullness in the head, heart pounding, alternating 
feelings of being hot or cold, directly relating every ache or pain to their diabetic 
condition, and innumerable other vague “ functional” complaints. It is a 
frequent observation, specially mentioned by Joslin (16), that diabetes often 
occurs in children of superior intelligence. 

Emotion.—As has been stated above, the most frequent mental symptoms 
associated with diabetes by most observers has been some form of (I) depression. 
While certainly this is very common, it does not seem to stand out in the average 
case of diabetes more than perhaps the earlier symptoms of memory defect 
and inability to concentrate. It is my impression that diabetes frequently 
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occurs in moody individuals, and the tendency to obesity places them most 
characteristically in the pyknic habitus group. Mood changes are frequent, 
with probably a stronger tendency to depression and moroseness, with only 
occasional spurts of gaiety and elation. (2) In severe cases there is fear, most 
often of their condition, with associated threatened ruin or being forsaken by 
friends. Occasionally cases develop suicidal ideas without necessarily being 
psychotic. Stone (3) mentions briefly two extreme cases: “ A mother 
deliberately allowed a 13-vear-old daughter, who could not control her desire 
for food, to go into her second attack of coma and die. In this instance the 
chief mental aberration was in the mother, but the child, who was quite intel- 
ligent, as diabetic children usually are, often told me she would rather die 
than live such a restricted life. Her preference prevailed. I know a young 
diabetic. widow and mother, whose mother is a so-called Christian Scientist. 
The patient 1s reasonably amenable to her physician’s directions, but she is 
more amenable to her mother’s suggestions. The result has been diabetic 
coma five times in the last few years.” (3) Irritability is very common, 
sometimes associated with temper tantrums. The relatives notice this feature 
in many cases as being more pronounced than prior to the diabetic state. 
Mothers will report it in their diabetic children as being more noticeable than 
in their healthy children. (4) Apathy and indifference—an emotional “ flatten- 
ing ’’—is not uncommon. The patients experience more difficulty in making 
themselves interested in their surroundings, activities, family and friends. 
(5) Anxiety, especially as concerns their own health, is often present. This is 
particularly true immediately after they have learned of their diabetic state, 
and have not yet accustomed themselves to the routine of weighing diets and 
administering insulin. The natural concern is encouraged by the very regime 
which they must follow—the difficulties in taking a trip, eating in restaurants, 
unavoidable delays. (6) Occasionally the diabetic becomes seclusive, even 
when depression may not be accountable for such a reaction. Where pre- 
viously a good mixer, they gradually prefer to remain at home and away from 
their social contacts. 

Volition.—(1) The physical condition may, in part, explain the weakness, 
with the resulting “tired feeling ’’ and what is manifested externally as 
physical laziness. They are to some extent prohibited from very active 
physical activity, but much more often apparently prefer a more sedentary 
life than they have previously lived. They appear to shun physical effort, 
and not for physical reasons. (2) Somnolence, or at least an increased desire 
to sleep, is present in many cases, and rarely insomnia. (3) Ordinarily there is 
an increase in the appetite, though with emotional indifference and depression 
the patient frequently loses his interest in food, and with it his appetite. Rarelv 
he may develop an aversion to food. (4) Impotence and frigidity are sometimes 
associated with the diabetes, though certainly not caused by it, except in 
extremely severe cases. The patient with such difficulties associates them 
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directly and causally with the diabetes, and they serve as an additional worry 
and source of fear. Occasionally one finds erotic impulses, particularly in 
women, which might be due to the pruritus with an unusual amount of attention 
and manipulation of the genitals, and occasionally to masturbation, with 
subsequent reactivation of guilt feelings. 

To date, no psycho-analytic investigations have been made.in diabetic 
persons. Consequently nothing is known as to the unconscious motives or 
associations in diabetes. The very nature of the disease in which the conscious 
person labours to keep himself “ sweet ’’ by metabolizing sugar, and the 
natural tendency of his body to make itself ‘‘ sour ” (acidosis), lends itself to 
ready associations with every individual’s struggle in life. Furthermore, in 
view of the fact that the zxtiology is largely speculative and the emotional 
life plays so important a rôle in its course, one may expect to learn a great deal 
from psychological studies of the unconscious. 


PSYCHOLOGICAL INVESTIGATION OF DIABETICS. 


In addition to the psychiatric approach, there have been two additional 
lines of investigation of the psychological state in diabetes—psychological 
tests and hypnosis. Neither of these have been illuminating, so far as they 
have gone. Miles and Root (6) carried out a careful study, giving psycho- 
logical tests covering cancellation of digits, memory span for digits, memory 
span for four-letter words, and addition of one-place numbers. These tests 
were given to 39 diabetic patients, along with a series of controls, and it was 
found that the diabetic patients with hyperglycemia and glycosuria at the 
beginning of treatment show a decrement of 15°4 or more in memory and 
attention tasks. This loss is in amount rather than in quality. With treat- 
ment they found rapid improvement in psychologic status, approaching but 
not quite reaching normal. In five long-standing treated cases of diabetes, 
they noted that the accuracy and quickness of movements was 20°, below 
normal. Dashiell (7), working with one diabetic, who lent himself for the 
experiments, found that for strength, adding, serial reactions, and colour 
naming, experimentally produced hyperglycemia and hypoglycemia entail 
alterations (deficiencies) of the psychological efficiency in the same rather than 
opposite directions. 

The criticism of such experiments, in part at least, is the fact that the 
psychological functioning in such tests is likely to be decreased in any physi- 
cally sick individual. One is justified in saying that such findings represent 
the status at the time of examination, and in view of their improvement on 
treatment, that the inefficiency was due to the illness. It does not indicate ` 
positively that it was due to the toxic effect of the hyperglycemia. The 
toxic effect producing depression, which Cowie, Parsons and Raphael (8) noted 
as being conspicuously relieved in diabetic children treated with insulin, led 
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them to give a series of depressed patients glucose and insulin. Their results 
were not convincing, though they found that the degree of depression may be 
measured by the amount of insulin necessary to bring the glucose utilization 
curve to that of a normal individual. 

By hypnosis, Gignon, Aigner and Brauch (9) in four patients with grave 
diabetes who had previously been treated with insulin, were able to lower the 
blood sugar by the suggestion of an injection or of a better preparation of 
insulin. In one case the blood sugar was reduced to 0°12°% and the urine 
became sugar-free. In six non-diabetic cases Nielson and Geert- Jorgensen (Io) 
were unable to influence the fasting blood sugar with suggestions that the liquid 
given was a strong sugar solution, nor did any change appear after suggested 
shock. 

Psychological factors bahia diabetes —In a previous paper this subject 
is discussed at length. In summary, Savage and Maudsley (2) believed that 
emotional stress could produce diabetes. Emerson (II) states that “ diabetes 
will sometimes follow intense emotional crises, but more often is the result of 
long-continued worry. This in part explains, according to Solis-Cohen, the 
frequency of this disease in his own race’’. Nielson (5) regards diabetes as 
a neurological disease with the disturbances in metabolism as end-results 
and, as such, “ emotional upsets and severe mental strain apparently initiate 
diabetes ”. Allen (12) states, “‘ Since diabetes ‘is presumably in most cases a 
functional disease of the nervous system, the possibility exists that a suff- 
ciently intense functional influence may give rise to the disease ’’. Strouse 
and Soskin (13) infer psychological influences in the etiology of diabetes, 
and go so far as to state that no diabetic patient can be successfully treated 
by therapeutic arithmetic, and that the diabetic diet limits must be set by a 
clinical and laboratory study of the individual patients. Other writers do 
not go this far, though there is a unified opinion that mental factors may 
greatly influence the disease once it has become established (Kissinger (14), 
Stragnell (15), Stone (3), Allen (12), Joslin (16), Foster (17), Woodyatt (15), 
Nielson (5), Pike (19), Cammidge and Howard (20)). 

The influence of emotional factors on the carbohydrate tolerance is well 
shown in the following case : 


CASE 19.—A woman, æt. 40, whose three siblings are all subject to headaches, 
one sister has a transient diabetes, and one brother had depressions. She grew up 
on a farm, having attended grade school with a creditable record. She married 
at 19 a man 57 years of age. He died 12 years later and she had a '' nervous 
breakdown ”’, lasting 4-5 weeks. She developed a second nervous breakdown at 35, 
a lighter attack than her first, and became concerned over business worries. She 
married again at 38, and her husband is living, but is thoughtless of her, frequently 
staying away all evening, or even all night without telling her of his plans or Riv ing 
any explanation. She has been unhappy much of the time since her recent marriage, 
and unsatisfied sexually. She has had two pregnancies, one a miscarriage, and a 
second with a Cæsarian operation, the baby dying. About 18 months following 


her marriage she developed an urticaria of her genitals, followed by thirst, frequent 
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polyuria, and pruritus. She became extremely irritable, and cried frequently. 
Four months later glycosuria was discovered which, with a diet excluding sugar, 
cleared. Every time, however, that her husband remained away an evening or 
night, or if she became emotionally upset otherwise, she excretes sugar—a fact of 
which she has been aware. Physically she is 38 lb. underweight, but otherwise is 
physically and neurologically normal. She has a hemoglobin of 70%; other 
blood and serology tests are normal. Glucose tolerance curve showed a fasting 
blood-sugar of 0:116% with a slight accompanying glycosuria. Hourly blood- 
sugars thereafter were 0'354, 0°551, 0'460, 0°333, and 0:287%, all of which were 
accompanied by glycosuria. With diabetic education, a restricted diet and many 
psychotherapeutic interviews she became sugar-free, except for an occasional trace. 
Eight months later she reports, ‘‘ I get nervous when my husband goes out at 
nights, but I try not to, because I know it means a set-back ’’. 

A bstract—An unstable neurotic woman of 40, who first married a man 40 years 
her senior, developed two ‘‘ nervous breakdowns ” in six years following his death. 
Remarried, unhappily, was nervous and emotionally upset frequently, and developed 
a severe diabetes, which, however, only showed glycosuria following emotional 
stimuli. 


“Etiological role of psychic trauma in diabetes.—Allen (12) quotes Naunyn 
and Lépine as frequently reporting diabetes beginning with a mental shock, 
and Allen himself states that a latent diabetes may undoubtedly be made 
active by a psychic trauma. One of Joslin’s (16) reported cases followed an 
emotional strain. Foster (17) briefly mentions Seegan’s case (1870) of an 
officer who, acting as second in a duel for a friend who was killed, developed a 
depression and diabetes ; and Dickinson’s case (1875) of a mother who, after 
seeing her child fall from a window, developed depression, insomnia, anorexia, 
and died of diabetes ten months after. He states that he has seen cases, 
usually in young individuals, where the onset of the disease dated from a 
fright or excessive anxiety. 

In the present series of 93 cases of diabetes mellitus uncomplicated by any 
conspicuous mental disorder, only two cases had a psychic trauma preceding 
the diabetic onset. One man developed diabetes four months after the death 
of a daughter from tuberculosis, with a second daughter critically ill with the 
same disease and a wife becoming helplessly erippled with inflammatory 
rheumatism. In a second case the patient developed his diabetes while under 
great stress in taking care of his sick wife. None of these 93 cases was studied 
from a psychological angle, yet in 10 of the cases the anxiety, worry or depression 
was sufficiently conspicuous to have been noted in the record. 

However, as has been pointed out, these are all conscious events in the 
life of the individual, and in no way explain or throw light on any possible 
unconscious factors that might account for the origin of diabetes in certain 
cases. In psychiatry we have learned that many of the strange phenomena 
seen in hysteria, obsessional neuroses and often in the psychoses have their 
origin, not in the obvious external conscious life, but entirely in the unconscious. 

What may be the cause of the psychological picture accompanying diabetes ? 
In part, in severe cases with hyperglycemia, it is probably due to actual toxic 
effect, though this is by no means proved. It seems possible that in some cases 
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there is a deviation of the individual’s personality, and the diabetes is a part 
of that expression. The personality characteristics marking such physical 
illnesses as gastric ulcer, thyroid disease, hypertension, tuberculosis, are not 
due to the illnesses. More and more evidence is accumulating to suggest 
that the first three of these may be caused chiefly by emotional difficulties. 
From a study of the cases at hand, I concluded that the psychological picture 
above described, so often associated with diabetes, is perhaps sufficiently 
characteristic to be regarded as a “ diabetic personality ” reaction. Such a 
concept should emphasize that the diabetes is an expression of the personality 
rather than that the personality is an expression of the diabetes. 


RELATIONSHIPS OF MENTAL DISORDERS AND DIABETES. 


Hyperglycemia and glycosuria in mental disorders.—Dealing indirectly with 
the subject of diabetes and mental disorder, and more directly with the problem 
of emotional glycosuria, several investigators have made studies of the blood- 
sugar and the frequency of glycosuria in various mental disorders. Kooy (21) 
(1919) in nineteen cases of melancholia found an average fasting blood-sugar 
of 0°'112%, with a tendency for slight spontaneous hyperglycemia to be present. 
In ten cases of schizophrenia he found values from 0°076 to o-116—figures 
slightly lower than in melancholia. Wuth (22) (1921) reported fifteen cases 
of increased fasting blood-sugar among forty cases of schizophrenia, the average 
value for all cases being 0°107%. Raphael and Parsons (23) (1921), studying 
both schizophrenia and manic-depressive psychoses, reported that “ fasting 
levels are well within normal range, and they, in themselves, carry little 
diagnostic value’’. In 1923 Bowman (24) examined 229 consecutive admis- 
sions to Bloomingdale, and found the sugar content not increased except in 
cases of paresis and psychoses due to cardiovascular disease. In a subsequent 
study (1929) Bowman and Kasanin (25) examined 148 cases of varying kinds 
of mental disease, manifesting various emotional reactions. The blood-sugar 
ranged from 0'08 to 012%. Only nine cases, all women, showed a blood- 
sugar over 0'I2%. Other than in these cases there was no correlation between 
mood and high blood-sugar content. Furthermore, in some cases an abnor- 
mally low amount of blood-sugar occurred with excitement, depression and other 
emotional conditions. 

The conclusion from these studies: is that the fasting blood-sugar level is 
little, if at all, disturbed by the mental illness. They might be interpreted 
as contradicting the emotional glycosuria theory of Cannon except that 
emotional] states, as seen in psychopaths, are not necessarily comparable with 
emotional states in the normally mentally healthy individual. In both the 
theory and in the psychopaths, the specificity of the emotion and the uncon- 
scious motives for the response are not known, and hence the apparent, though 
superficial, contradiction. 
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That the carbohydrate metabolism is disturbed in mental disease seems 
well established by three sets of workers. Raphael and Parsons (23), Lorenz 
(26) and Henry and Mangam (27) have all shown that the glucose tolerance 
curve in depressions and acute cases of schizophrenia indicates a definite 
retardation in glucose metabolism. In marked contrast to the retardation 
found in these disorders is the definite acceleration of glucose metabolism in 
cases of manic-depressive excitement. Cowie, Parsons and Raphael (8) found 
they could measure the degree of depression by the amount of insulin necessary 
to bring the glucose utilization curve to that of a normal person. Mann (76) 
has reported a study of the blood sugar in 152 psychotic patients and found a 
sustained hyperglycemia to be the general rule, though not specific for any 
type of mental condition. He found it more frequently associated with 
melancholia and stupor. McCowan and Quastel (77) studied the sugar-tolerance 
curves in 85 psychotic patients, 52 of whom were in the manic-depressive group. 
They defined a hyperglyczmic index to be used as a quantitative measure of 
departure of the sugar tolerance from normal limits. In the depressions they 
found the closest parallelism between the magnitude of the hyperglycemic 
index and the emotional tension. They found a low hyerpglycemic index in 
schizophrenia and in benign stupor ; in the manic state it was low except when 
the excitement was coloured with paranoid or aggressive trends. Northcote 

78) found only 6 of 27 psychotic patients investigated to show a return of the 
blood sugar to the fasting level in two hours. In the most recent similar study 
by Katzenelbogen and Friedman-Buchanan (28), of 116 psychotic patients 
tested by the blood-sugar tolerance curves, they found a similar disturbance in 
all types of cases. This disturbance was regarded as a physiological accompani- 
ment of a psycho-piological reaction. 

Glycosuria produced from emotional stimuli has been repeatedly shown in 
animals (Boehm and Hoffmann (29), Cannon, Shohl and Wright (30), Hirsch 
and Reinbach (31), Fujii (32)), and seems established as occurring in man 
(Folin, Denis and Smillie (33), Malmivirta and Mikkonen (34), Hackebusch (35), 
though denied by MacLeod (36)). It seems definitely more frequent in mental 
disorders than in mental health. Allen (12) states that “ glycosuria is admit- 
` tedly frequent among theinsane ” and Savage states that it is “ rare in insanity”. 
Williams (37) states that “ the work of an impressive company of physicians 
warrants the conclusion that ‘ alimentary glycosuria ’ appears more frequently 
in schizophrenia than in normal individuals’’, in contrast to the opinion of 
Reiter (38) and Hofman-Bang (39), who have rarely found glycosuria in schizo- 
phrenia. It should be added that in contrast to the opinion of these last 
writers, who regard the association of diabetes with schizophrenia as being 
very rare, several of the cases reported in the literature as well as five of the 
present series were definitely in that group. 

The statistics available regarding the frequency of glycosuria in mental 


disease are more convincing. Bond (40) (1895) found 12 cases (6°85%) 


340 MENTAL DISORDERS AND DIABETES MELLITUS, [April, 


in 175 new admissions showing glycosuria. Schultze and Knauer (41) noted 
67°, of 14 cases of manic-depressive depressions to show glycosuria, as 
well as frequent association of glycosuria and the depressions occurring in 
imbecility, schizophrenia and general paralysis. They regarded this glycosuria 
as of neurogenic origin “ beginning with the psychic findings’’. Folin, Denis 
and Smillie (33) found 22 (12%) cases in 192 patients examined at the McLean 
Hospital to show glycosuria, and in 664 urine specimens examined at the 
Danvers State Hospital, 58 (8°7°,) showed positive sugar reactions. 

The examination of a large number of urine specimens does not indicate 
the percentage of mental patients who showed transient glycosuria. In the 
examination of the admission specimen of urine in 400 consecutively admitted 
patients to the Menninger Sanitarium, only 12 patients showed glycosuria 
(3%), none of whom turned out to be true diabetics. However, in a group of 
II5 cases of manic-depressive psychoses, depressed phase, 7 (6%) showed 
transient glycosuria, suggesting a more frequent occurrence of glycosuria in 
pronounced emotional disturbances. 

The production of glycosuria by an emotional stimulus, the disturbed 
carbohydrate metabolism in psychoses dnd the frequent occurrence of glycosuria 
in mental disease indicate a very close association between psychological 
functioning and metabolism. These associations lend suggestive evidence 
towards a possible psychogenic ztiological factor in diabetes. 

Clinical mental pictures associated with diabetes —A distinction must be 
made between those cases of mental disorder which are associated with diabetes 
but are not produced by the diabetes, and those cases which are toxic and 
probably due to the diabetes—diabetic psychoses. 

There are many cases reported of associated diabetes and mental disease, 
and there is no uniformity in the mental picture. In the present series there 
are ten different mental diagnoses : 

Psychoneuroses and neuroses : 
Neurasthenia, 4 cases. 
Simple depression, I case. 
Anxiety state, I case. 
Obsessional, 2 cases. 
Hysteria, I case. 
Neurotic character, I case. 
Senile psychoses, 5 cases. 
Toxic psychoses, 3 cases. 
Paretic neuro-syphilis, I case. 
Tabo-paretic neuro-syphilis, I case. 
Schizophrenia, paranoid type, 5 cases. 
Paranoid state, 3 cases. 
Manic-depressive psychoses, manic phase, I case. 
5 > depressed phase, I case. 
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The majority of opinions and cases reported in the literature have been 
associated with depression, and, as has been stated previously, the majority 
of writers on diabetes have been most impressed with the occurrence of mild 
depression in the diabetic. The opinion that melancholia is the most common 
mental picture is expressed by Savage (2), Pike (19), Nielson (10), Craig (42), 
Janota and Strietsky (43). Masson (4) states that the form of insanity is 
usually depression with morbid fears for the future, delusions of worthlessness, 
while hallucinations are not uncommon. None of his five cases, however, 
were conspicuously depressed, and none of them was diagnosed as a manic- 
depressive psychosis. Two cases of depression are reported by Porot (44), 
two by Schultze and Knauer (41), one by Obarrio and Petre (45)—though 
associated with morphinism—and four of the cases observed by Scherer (46) 
were manic-depressive depressions. One case (Case 23 of this series) was 
manic-depressive depression, abstracted below to illustrate an indirect causal 
relationship, and Case 18 was a “senile agitation ”, with depression, which 
recovered. Case 3 had a mild depression, and one of the toxic cases (Case 22) 
had had depressed periods. The paretic neuro-syphilis (Case 13) mental 
picture was depression and suicidal tendency. 

The manic phase of the manic-depressive psychosis 1s shown only in Janota 
and Strietsky’s (43) report, and in that instance, with anti-diabetic treatment, 
the mental picture changed to a paranoid state. One case in the present series 
was in a manic phase, and also serves to illustrate the importance of heredity 
in both the mental disturbance and the diabetes (emphasized specially by 
Savage (2), Masson (4) and Sherer (46)) : 


CASE 24.—A woman, 2t. 53, who has a very nervous diabetic mother, two insane 
sisters, and three brothers and one sister described as nervous. Two maternal 
first cousins were insane. She attended school until ten years of age, and then 
worked as a nurse girl till her marriage at 18. She has had ten children, eight of 
whom are living and well. She had a depression at 24, and manic attacks at ages 
33, 34, 35. 37, 39 and 50. Her present illness is a manic state, the same as previous 
attacks, with over-activity, irritableness, restlessness. She is distractible, flighty 
and mischievous. She weighs ıgı lb., but otherwise is physically normal. Her 
diabetic state was discovered at age 50 during a manic episode. It was readily 
controlled with dietary treatment until the present illness, when it reappeared with 
fasting blood-sugars ranging from o-150 to 0:200%, and a constantly positive 
glycosuria. She developed a genital pruritus with much masturbation, and her 
conversation was continuously overtly erotic with proposals, invitations and brag- 
gadocio of her prowess. Her diabetes was again readily controlled, but with littie, 
if any, improvement of the mental state. 


Psychoneuroses are frequently associated with diabetes, though practically 
no reference to this is made in the literature. This may be in part explained 
by the fact that practically all papers on this subject have either dealt with 
the emotional factors in diabetes or psychoses associated with the disease, 
with the result that the great psychoneurotic group has only been hinted at 
in discussing the more extreme mental states of diabetic patients. Stone (3) 
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casually mentions ‘‘ certain unusually unstable individuals ” with diabetes 
whom he has treated. The remarkable case of Newburgh and Camp (47) 
was certainly in the psychoneurotic group. The patient was diagnosed and 
treated for diabetes for four months, but even though sugar-free, she had a 
recrudescence of mental symptoms. She was treated by Dr. Camp psycho- 
analytically and recovered. The whole picture was subsequently regarded 
as the effect of an anxiety state which had produced all the symptoms of 
diabetes, including the glycosuria, retarded glucose utilization curve, fasting 
hyperglycemia and physical symptoms. Kauffman (cited by Klieneberger 
(48)) reported a case of anxiety state in the sense of Wernicke, which, however, 
was probably more psychotic than neurotic. Nine cases in this series were 
primarily neuroses or psychoneuroses. 


Case 3.—A man, æt. 49, always in good health. At the age of 32 he began 
having periodic attacks, once a year or less, of numb feeling in the tongue and hands, 
which would “ go to his head ” to produce a headache. He did nothing medically 
for this condition. About a year ago, following a hard day’s work in the harvest 
field, he became ‘‘ absent minded ” in the evening; he has continued to have 
varying degrees of this incapacity since, though physically well. His local physician 
obtained no abnormal findings at first, but at a subsequent examination discovered 
a mild glycosuria on one urine analysis. The patient was placed on some sympto- 
matic medication and told to refrain from eating carbohydrates. An ulcerated 
tooth was extracted and for a short period he was a little improved, only to have 
his mental symptoms become more pronounced, necessitating hospitalization. 
Physically he was 28 lb. under weight, and showed a definite sluggish pupillary 
response to light, though an entirely negative serology. His fasting blood-sugar 
was 91:2%, though with a definite glycosuria. With an intake of 124 grm. of 
glucose his hourly blood-sugars were 169:2, 129°4, 104°0 (all accompanied by glyco- 
suria), 67:7, and 84:6 without glycosuria. Mentally he was concerned over a sister 
who was feebleminded and died in a mental hospital, identifying himself with her. 
Under expressive psychotherapy he seemed relieved of this concern, his memory 
cleared, and his depression disappeared. He was placed on a diabetic diet and the 
urine became and remained sugar-free. By the end of the month he tolerated a 
very liberal diet, without showing glycosuria. A second glucose tolerance test at 
this time showed a fasting blood-sugar of 79:7 mgrm., and hourly specimens 145-6, 
42°5, 66:0 and 84:6, the first two of which showed an accompanying glycosuria, but 
the latter two did not. 


Schizophrenia is less frequently associated with diabetes, and some authors 
place the chief emphasis on the infrequency with which diabetes is associated 
with the asthenic body constitution (Reiter (38), Scherer (46) ). Cases are 
reported, however, by Reiter (38), Hofman-Bang (39), Klieneberger (48), 
Scherer (46), and Katz (79). Several of the cases mentioned below under the 
toxic psychoses present schizophrenic pictures. Four of the five cases of 
Masson's (4) report were of a paranoid state, and by many psychiatrists would 
have been regarded as schizophrenia. Five schizophrenic cases (5, 10, 14, 16, 
17) are included in the present series, all of which were of the paranoid type. 

CasE 17.—A male, xt. 44, whose heredity is unknown except that his father 


was alcoholic and his mother had “ dropsy ’’. He had had no schooling, having 
always worked as a labourer. He marricd at 36 and had no children. He was 
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moderately alcoholic and gave a history of a penis sore. He rather suddenly 
developed mental symptoms at 43, believing people were after him, making signs 
with their hands, and wanting to killhim. At times he was anxious and lacrymose, 
though his conversation was usually relevant and coherent. His weight was 168 lb., 
with a height of 5 ft. 8} in. Physically he was well. Two blood Wassermann 
tests were negative, and the spinal fluid negative. Basal metabolism was + I. 
His diabetes was unknown, and the urine was normal for four years following his 
admission to the hospital. He became more disturbed than usual and his urine 
showed glycosuria 2:2%. The fasting blood-sugar was as high as 250 mgrm., but 
was 192:3 mgrm. two weeks after treatment was initiated, and fell at successive 
examinations over the following three months to 144°9, 122°:17 and 109:3 mgrm. 
At first insulin was given, Io units daily, but gradually this was eliminated. Shortly 
after this time he was given a hospital job fitted to his capacity, which he accepted, 
became much interested and improved remarkably. With his mental improve- 
ment his diabetic picture improved, and his discharge was effected nine months 
after his diabetes had appeared, at which time his delusions as well as diabetes 
were not apparent. 


Senile psychoses are occasionally associated with a diabetes, usually of a 
mild type. The diabetes is regarded as promoting the arterio-sclerosis, and 
the most prominent diabetic authorities (Joslin, Woodyatt) do not regard 
arterio-sclerosis as causing diabetes. Redlich (49) in 1903, and more recently 
Masson (4), calls attention to the fact, however, that arterio-sclerosis produces 
the mental failure quite apart from the diabetes. This is undoubtedly the 
case in many instances, though not invariably. Reiter’s (50) case, which had 
at first been diagnosed as an incurable arterio-sclerotic affection, recovered, 
and improvement was associated with diabetic improvement under dietary 
care. A very remarkable case in the present series of five cases (7, 8, 18, 25, 
26) is very similar. 


CASE 5.—A woman, æt. 63, well-educated and a social leader, but self-centred 
and with poor judgment regarding her financial management. A depression with 
suicidal threats was precipitated by a refusal on the part of her relatives to give 
her more money without a better accounting. The depressive mental picture on 
hospitalization at about three months after the onset of her illness was one of 
agitation, perplexed anxiety, restlessness, insomnia and delusions that ruffians, 
Indians or negroes were coming after her to carry her away, mistreat her, torture 
her, perhaps kill her. For six months after the onset of the illness there was no 
evidence of diabetes, when suddenly, during a very excited episode, she developed 
marked glycosuria, which continued in varying degrees with fluctuations in her 
mental picture despite dietary measures and varying dosages of insulin. The 
diabetic state never remained under satisfactory control during several months 
of episodic excitement and agitation. Unfortunately a satisfactory glucose toler- 
ance curve could not be made until some eight months after her admission, at 
which time she was much improved and co-operative, but still receiving Io units 
of insulin three times a day. At this time the fasting blood-sugar was ‘110% 
without glycosuria; at subsequent hourly examinations ‘263%, "241%, ‘150% 
and -079%, with all of which she showed glycosuria. From the 2oth to the 24th 
month she was much improved mentally, and did not require insulin, but became 
more agitated and required insulin again for the following twelve months in varying 
dosages. With many psychotherapeutic contacts she became free of her fears, 
agitation and delusions, and re-established social contacts and became happy. 
During the last six months she returned to her normal mental picture, received no 
insulin, and her diabetes disappeared. She showed no glycosuria on a diet free in 
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carbohydrates. Two years after her discharge, when last heard from, she was 
happy, managing her own affairs, and showing neither mental nor diabetic 
symptoms. 


Paranoid state is at best an unsatisfactory psychiatric diagnosis, and yet 
serves to indicate the predominant mental pathology.’ It is particularly 
important in this study to find three cases (4, 9, 15) with such a diagnosis, and, 
in addition, all five of the schizophrenic cases were of a paranoid nature, 
three of the senile psychoses cases were primarily paranoid in their mental 
content, and two of the three toxic cases presented paranoid delusions. In 
all, 12 of the present series of 30 cases showed a paranoid set of delusions 
as the conspicuous mental content. Further, four of the five cases reported 
by Masson (4) were decidedly paranoid, as was Sherer’s (46) case, both cases 
reported by Singer and Clark (51), one of Schim van der Loeff and Barnhoorn 
(52), that of Klieneberger (48), and Janota and Strietsk\’s (43) case became 
paranoid with anti-diabetic treatment. White (53), in discussing diabetic 
psychoses, states that “ although the mental picture is usually a depression, 
persecutory delusions are frequently developed ”. 


CasE 16.—A woman, et. 51, without hereditary taint of either diabetes or 
mental disease. She was fourth of a family of eight. She had a common school 
education, and married happily at 29, having two children, who are both well. 
She had been failing in her mental efficiency for ten years before admission, and for 
the last fifteen months believed some one was going to kill her. Voices have told 
her she was to be killed, and also instructed her to kill her daughter. She would 
awake at night screaming and cursing. Physically she was well, weighing 133 lb. 
Blood and urine examinations were normal until she had been in the hospital for 
nine years. Glycosuria was then noted, and for the next two years her urine was 
constantly positive, with 5:5% to 0'65% glucose, despite dietary efforts. The next 
year it became slightly less, and the fourth year usually negative. The fasting 
blood sugar varied during this time from 180 to the highest of 319 mgrm. per 100 c.c. 
The patient would never adhere to her diet, and there was no conspicuous change 
in her mental picture. She died at 65 years of age, 14 years after her admission 
to the hospital and five years after the onset of her diabetes. The immediate 
cause of death was a cardiac embolism, and the pancreas showed the typical 
pathology of diabetes mellitus. 


The high incidence of paranoid delusions in this series, as well as in reported 
cases, is very unlikely mere coincidence, but only a very large number of 
observations can elucidate this point. Schim van der Loeff and Barnhoorn (52) 
conclude that paranoid symptoms should be included in the characteristic 
mental picture, believing their origin to be in an exaggeration of trends in this 
direction prior to the existence of the psychoses. Their significance is certainly 
not clear, and until a group of such cases can be studied with a view of ascer- 
taining the unconscious motives and associations, the relationship to diabetes 
will be obscure. 

Toxic psychoses associated with, and presumably due to the diabetes, are 
regarded as being rare (Bonhoeffer (54), Ewald (55), Klieneberger (48), Masson 
(4), Scherer (46), Singer and Clark (51)). All of these writers have reported 
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such cases, as has also Laudenheimer (56), Janota and Strietsky (43) and Schim 
van der Loeff and Barnhoorn (52) (four cases). Harris (80) explained this 
rarity on the basis that the brain oxidizes and hence utilizes the available 
carbohydrate more effectively than other tissues, and hence mental symptoms 
in diabetes are rare. Sittig (57) describes a case of Korsakoff’s syndrome on 
the basis of the acidosis associated with diabetes. The criteria for so classi- 
fying such a case, according to Schultze and Knauer (41), are: (I) the diabetes 
must have been present before the psychosis; (2) other essential causes for the 
psychosis must be absent ; (3) the psychosis must run parallel with the diabetes ; 
(4) through anti-diabetic treatment the diabetes must improve and the psychosis 
must recover. Not many of the above reported cases adhere strictly to these 
criteria, particularly as to the recovery of the psychosis. Further, the 
“ essential causes of a psychosis ” are rarely obvious, certainly if we are going 
to refer to schizophrenic and cylothymic disturbances. Ewald (55) suggests 
differentiation by an energetic use of insulin, but some cases remain distinctly 
toxic with delirium, even though the diabetes is under control. 

Much of the literature regarding diabetes and mental disorders centres 
around this important, though narrow, aspect of the disease, i.e., whether 
diabetes can cause a mental disorder of a psychotic nature. Most of the 
reports of such cases are based on the obvious toxic state of the patient, with 
the characteristic perceptual disorders (confusion, disorientation, hallucina- 
tions and delirium, often with delusions), rather than conforming to the criteria 
that the diabetes and psychosis must run parallel. There are cases of both 
types, i.e., those in which the mental picture runs parallel with the diabetes, 
and those in which it does not, but it cannot be proven that the latter are not 
toxic psychoses related to the diabetes. This group of toxic cases, to be 
regarded as diabetic psychoses, represents a small percentage of the number of 
cases in which diabetes and mental disease are associated. 

There were three cases (20, 2I, 22) in the present series regarded as 
belonging to the toxic psychoses, as exemplified by the following : 


CASE 21.—A man, et. 57. A college education, married, but much marital 
unhappiness. Found to have diabetes seven years previous to his examination, 
but having felt well, took no treatment. He developed leg pains and came for 
treatment. A glucose tolerance showed very high blood sugar levels—331 mgrm., 
one hour 647 mgrm., two hours 579 mgrm., three hours 628 mgrm., four hours 
524 mgrm., and five hours 415 mgrm. per 100 c.c. He was treated with diet and 
insulin, and symptoms disappeared. For eighteen months he continued treatment 
and then again neglected himself. After five months of neglect he reported with 
gangrenous left toe. He was hospitalized, but lived only two months. There was 
a slight extension of the gangrene, which then dried, but with some sloughing of 
the side of the foot. Despite insulin and diet, his blood sugar repeatedly fluctuated 
above normal—as high as 300 mgrm. For approximately two weeks prior to his 
death he became very confused, disoriented and delusional. His delusions centred 
chiefly around his clothing, believing he had lost it, that someone had stolen it a 
year ago. His remote memory remained fairly intact, but recent memory was very 
unreliable. He developed pneumonia and died. Autopsy findings disclosed no 
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brain changes, but those of pneumonia and diabetes. The possibility of toxic 
absorption from the gangrenous area as the cause of his mental symptoms seemed 
unlikely to several physicians who saw him at this time. Except for the last two 
days he was afebrile. The day prior to his death his urine was free from sugar 
and acetone, although his blood sugar mounted to 4150 mgrm. 

Causal relationships of mental disorder and diabetes—In considering the 
question of causal relationships between these two conditions, a sharp dis- 
tinction must be made between the time of onset of each disorder and the 
relation one may have to the other as a causal factor. There are three relation- 
ships with regard to the time of onset: (1) the mental disorder and the 
diabetes appearing together ; (2) a mental disorder appearing in a diabetic 
individual ; and (3) diabetes appearing during the course of a mental illness. 
In the first instance it is possible that the mental disease may cause the 
diabetes, that the diabetes may initiate the mental disease, or that they both 
may appear as the expression of a common cause in the form of some organic 
disturbance. In the second relationship, certainly many of the mental dis- 
orders so appearing are not due to the diabetes, and in the third type it is 
equally true that the mental disorder does not necessarily give rise to the 
diabetes. . 

Several classifications of the causal relationships have been suggested, 
though some of these are confused by consideration of the time of origin. 
Laudenheimer (56) made four groups: (1) Diabetes and a psychosis occurring 
together, unassociated, and more or less accidentally ; (2) diabetes following a 
psychosis ; (3) diabetes causing a psychosis ; and (4) diabetes and a psychosis 
from a common cause. Masson (4) suggested three groups: (1) Diabetes as a 
passive accompaniment or complication of a psychosis; (2) psychoses due to 
diabetes ; and (3) cases in which diabetes exists and through arterio-sclerosis 
causes cerebral deterioration. He is considering the possible relationships 
with psychoses only, and not less severe mental disturbances. Pike (19) 
suggests three groups: (1) Cases where brain disturbance is the common 
cause of both conditions ; (2) diabetes as purely a physical complication of 
the mental disorder ; and (3) toxic psychoses due to the diabetes. 

It should be pointed out that all these groupings consider only the severe 
types of mental disorders, and for this reason are inadequate. That diabetes 
may be merely a passive accompaniment or purely a physical complication 
to a mental disorder is within the range of possibility, but is based chiefly on 
the findings that the course of mental disorder does not run parallel with the 
diabetic picture. Cases are reported which show an inverse and even alternate 
relationship between the two conditions, and so the fact that we are unable 
to demonstrate a correlation between the conditions in some cases does not 
justify the assumption that there is no relation, and that they are merely 
co-existing independent entities. The facts that both conditions are gross 
total-organism reactions, and that the effects of the metabolic disorder of 
diabetes, even “ uncomplicated ’’, as well as any major mental disorder, are 
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felt and reflected by every organ system of the body, would strongly suggest 
a definite, even though obscure, inter-relationship. 

In the light of information gained in the present study, as well as from a 
fairly complete study of the literature, the following groups based on causal 
relationship are suggested : 

1. Diabetes as a result of psychological disturbances, appearing either 
with the mental disorder or during its course. This condition might more 
accurately be designated as a carbohydrate metabolism disorder rather than 
diabetes. 

2. Mental disorders due to diabetes, particularly the autotoxic reactions, 
occurring during the course of a diabetes. 

3. Mental disorders and diabetes arising from a common organic cause, par- 
ticularly tumours, injuries or hemorrhage, affecting either the brain or pancreas. 

4. An indirect causal relationship, in which the worry, concern and expense 
of a diabetic condition initiates a psychopathic process, or, on the other hand, 
a narcissistic individual ignores a known pre-diabetic tendency and develops 
his diabetes. | 

5. A group of cases in which the two illnesses are associated, but the rela- 
tionship between theın is obscure because of indefiniteness or ignorance of their 
time of onset, the lack of information regarding the psychological and physical 
factors at the time of their original association, or difficulties in establishing 
co-relationships in their subsequent courses. In this group must fall the cases in 
which extraneous factors have an obscure influence—heredity, arterio-sclerosis, 
involution, indirect thyroid and pituitary influences and probably others. 

Group 1: Mental disturbances causing diabetes. —This group has been dis- 
cussed in the preceding paragraphs on the psychological factors in diabetes. 
In this study there were five cases (3, 4, 10, 17, 18) in which the mental dis- 
turbance appeared to be an important etiological factor in the diabetes, and 
conformed to the arbitrary requirements (in a previous report (I)) of such a 
relationship : (I) Obvious psychopathology was evidenced prior to the develop- 
ment of the diabetic state; (2) the mental picture was quite different from 
the toxic state occasionally seen in either hyperglycemia or hypoglycemia ; 
(3) the course of improvement of the mental picture was paralleled by the 
glycemic and glycosuria levels, with fluctuations in these as emotional upsets 
occurred in the psychic life; (4) the metabolic disorder was indicated by a 
persistent glycosuria (without dietary control or insulin), retarded glucose 
utilization curves of the blood-sugar, and a response to dietary, and in some 
cases insulin therapy ; (5) with mental recovery, the diabetic condition cleared, 
requiring neither insulin nor rigid dietary treatment. 

At present, other than these five, there are no similar cases of diabetes 
reported in the literature in which the psychogenic factors have been con- 
sidered, except following emotional shock. The cases studied lent themselves 
particularly well because of the obvious psychopathology. That more subtle 
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and less conspicuous psychological pathology may be a causative factor in 
many cases of diabetes seems possible. Except for the case of Newburgh 
and Camp (47) (from which they subsequently withdrew the diagnosis of 
diabetes) no reported case of diabetes has been investigated psycho-analytically. 
Until a series of such have been so investigated, the psychological ztiology will 
not be entirely proved or refuted. 

Group 2: Mental disorder caused by diabetes—In a previous paragraph 
on toxic psychoses, it was pointed out that occasionally diabetes does produce 
a toxic mental state. The cases reported, however, both the three in this 
series (Cases 20, 2I, 22) and others, were all severe mental disturbances. Case 
21 is abstracted above to illustrate the toxic psychoses. The other two are 
herewith abstracted : 


CasE 20.—A woman, et. 50, with migrainous mother, sister, brother and 
aunt, and “ nervous ” mother and sister. The patient has had no serious physical 
illnesses, but diabetes for seven years, treated only with diet. Four weeks previous 
to the onset of mental symptoms she had influenza which marked the onset 
of a neuritis of the shoulders. Two weeks following the influenza (and two weeks 
before her admission to the hospital) she began to wander about the house seeing 
that everyone was in bed. She thought her son-in-law and the maid were too 
interested in each other. A week before her admission she became more seclusive, 
mentioned that she thought someone was abusing her, and although religious, 
ceased saying her prayers. She worried about money spent on her, felt sure 
she would not get well, and might as well die. She complained of dysuria. 
Physically she was fat, and had a discolouration of the skin, burnt sienna colour, 
especially in the folds of her body and extremities. She had a left convergent 
strabismus (of years’ standing). The thyroid was enlarged, but showed no evidence 
of hyperactivity, and she was never sufficiently co-operative to obtain a basal meta- 
bolism. Mentally she was confused, disorientated, unco-operative, and although no 
sedatives were given her, remained sluggish, somnolent. Because she was known 
to be diabetic, she was given a diabetic diet immediately on admission, and only 
showed glycosuria the first day. However, she presented a blood sugar of 0-2°, 
even without glycosuria. The clinical picture is further confusing because she 
persistently showed a small amount of albumen in her urine with no casts, but many 
pus-cells. She was shortly transferred to another hospital, where the treatment 
was continued, and she recovered entirely. Because of the previous influenza 
attack the diagnosis of encephalitis was considered, but was not borne out by 
physical findings. At the second hospital she was diagnosed as psychosis with 
somatic disease. | 

CASE 22.—A farmer, &t. 68. A brother died of paralysis at 35. He has used 
alcohol moderately for years. He has had headaches lasting a few hours for a year. 
Until a year ago has farmed actively, although for years has had difficulty in getting 
along with his neighbours. Ten days before his admission he consulted his doctor 
because of weakness and shortness of breath. His blood-pressure at that time was 
70/35, and his urine negative for albumen and sugar, though he had repeatedly 
shown sugar. Eight days before admission he had a severe chill, but no other 
disturbance. Four days before admission he rode into the town, having decided 
he would go to the hospital, and was clear mentally. He showed sugar on this 
next day. He became delirious and violent the next two days and was transferred 
to our hospital. Physically he was weak, showed a chronic blepharitis and marked 
hyperemia of the sclera; teeth extremely unhealthy, erythema and cedema of 
the meatus urinarius and adjacent area, and a blood-pressure of 165/80. He was 
unable to stand, and the right pupil was larger than the left. There was hyperes- 
thesia to touch, pain and temperature in hands and feet below the knees (not 
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paralleling any nerve distribution). He was confused, disorientated, talked of his 
family having poisoned him, and showed decided emotional dulling. His urine 
showed much and consistent glycosuria. A glucose tolerance curve two weeks 
after his admission showed a fasting blood sugar of 0:204% and 0'272% in one 
hour and 0:250% at the second hour. Spinal fluid examination was entirely 
normal. There was marked anemia, varying as low as 40% hemoglobin. With 
dietary treatment he improved, and in five weeks was clear mentally, though 
keeping strictly to his dietary therapy. He was discharged as mentally recovered, 
and a year subsequently we learned that he was driving his own car, looking after 


his business, and was generally well. 


To what extent diabetes may be responsible for the personality deviations 
so often associated with it is not yet conclusively shown. 

Group 3: Mental disorder and diabetes from a common cause.—Ever since 
Claude Bernard in 1855 demonstrated that injury in the floor of the fourth 
ventricle could produce a diabetic picture, it has been repeatedly noted that 
tumour, hemorrhage, or injury to this or even associated areas gave rise to a 
marked glycosuria. (An example of such a case is given in a recent clinical- 
pathological study (58) of a ruptured cerebral aneurysm, which, because of 
lack of localizing signs, was at first diagnosed as diabetic coma and the patient 
given insulin.) Tumours of the pancreas also give rise to both mental and 
diabetic symptoms. Yaskin (59) reported a series of four cases of carcinoma 
of the pancreas, in all of which the conspicuous first symptoms were mental— 
depression with crying spells, anxiety, insomnia and anorexia. Joslin (60) 
has recently stated that 4%, of all carcinomata occurs in the pancreas, but 
13°, of carcinomata occurring in diabetes is of the pancreas. 

Group 4: Indirect causal relationship, where the concern about the diabetes 
precipitates the mental disturbance, or the unstable individual with a known 
diabetic tendency permits it to develop. In this apparent relationship between 
the two conditions it appears that one of them precipitates the other. The 
superficial evidence, however, in both instances possibly only serves to bide 
an unconscious motive of self-destruction—" focal suicide’’ (61). This is 
often suspected by the physician, but probably could not be definitely 
proved except by minute scrutiny of both the conscious and particularly the 
unconscious motives. 

CASE 23.—A woman, et. 57, unmarried, and a factory worker all her life. Her 
leg had been amputated because of diabetic gangrene a year previous to her mental 
breakdown. Five months after the leg amputation, her niece, with whom she 
lived, married, and the patient became depressed, accusing the niece of not caring 
for her any more. She expressed suicidal wishes. She was financially pressed, and 
the expense of her insulin, lack of funds for special food, and her forced inactivity 
on account of her leg, are given as the cause of the manic-depressive depression which 
developed. (In this case the method of obtaining her expressed wish of suicide 


seems to be very definitely via her diabetes.) In this connection suicidal attempts 
in diabetics by taking excess of insulin have been reported by Secher (62) and 


Beardwood (63). 
Group 5: A group of cases in which the relationship between the mental 
disorder and diabetes is obscured by lack of information regarding the history, 
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psychological and physiological data ; and further, by an inability to evaluate 
other possible ztiological factors, such as heredity, involution brain changes, 
with or without cerebral arterio-sclerosis, thyroid and pituitary factors. With 
regard to heredity, we are confused by a mass of statistics, both in the fields 
of diabetes and mental disorder. In psychiatry the recent tendency of opinion 
is to place far more importance on the environmental factors in development 
than on heredity, but this may be due in part to the impossibility of evaluating 
the importance of heredity and in any way altering it. But the facts them- 
selves do not conclusively prove the inheritance of mental disease according 
to Mendelian laws. Heredity in diabetes is also regarded as an important 
atiological factor, and yet heredity studies in adult diabetic patients are 
unreliable and practically worthless, since it is very rarely possible to obtain 
the data regarding the relatives. In Joslin’s (60) studies of diabetic children 
treated over some ten years, he found a history of hereditary influence in 53° 
of the cases. But this still leaves nearly half the cases without this factor, 
and no measurable factor of its actual ztiological significance in the cases 
where it is present.. So the state of our knowledge of hereditary influence 
in these conditions separately, to say nothing of their associated picture, 
contributes to cloud and confuse the ztiological relationship. 

Mention has been made, under the discussion of the senile psychoses 
associated with diabetes, of the possible röle of arterio-sclerosis. 

Disturbances of the thyroid have been recognized by even conservative 
surgeons to be, in many cases, psychological in origin. But the thyroid 
picture is sometimes confused with diabetes, and “often only therapy dis- 
tinguishes between thyroid and pancreatic glycosuria’’ (Rabinowitch (64)). 
Contrary to the more widely accepted opinion, John (65) makes no distinct 
differentiation between the thyroid and pancreatic glycosuria. But that the 
two may fuse and complicate the picture is indicated by Joslin (16), who states 
that “ hyperthyroidism precedes diabetes so much more frequently than 
diabetes precedes it, that its (hyperthyroidism) place in diabetic ztiology is 
assured ’’. There are undoubtedly many cases scattered through the literature 
similar to one reported by Emerson and that of Newburgh and Camp (47), in 
which there is a close relationship between a psychogenic thyroid disturbance 
and a diabetic picture. 

Pituitary disturbances and relationships are also recognized as having a 
very close association with glycosuria and diabetes. Approximately 25°% 
of acromegaly cases have an associated diabetes, and many without glv- 
cosuria have a high sugar-tolerance curve. Recent experimental work has 
demonstrated even a closer relationship between the pituitary and pancreas. 
Houssay and Biasottı (66) showed that hypophysectomized dogs were 
extremely sensitive to insulin, and that a minimal dose might induce hypo- 
glycemic shock ; and, further, that pancreatectomy in a hypophysectomized 
dog produces only a mild form of diabetes. Barnes and Regan (67), following 
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up the same idea, prepared such a dog in which no glycosuria appeared after 
removal of the pancreas, and found that the administration of one of several 
pituitary extracts would cause glycosuria, which disappeared when injections 
were discontinued. The associations of mental disturbances with pituitary 
disorders (68) are less distinct than with diabetes, and the psychological factors 
entering into their production seem much less evident. 


INTER-RELATIONSHIP BETWEEN PSYCHIC AND DIABETIC DISORDERS IN THE 
PROGRESS OF THE DISEASES. 


A study of the relationships of the courses of the two conditions throws 
some light on the ztiological relationship between them. The course relation- 
ship between the mental disorder and diabetes sifts the cases into five groups: 
(I) Parallel improvement and fluctuations ; (2) inverse relationship in which 
the one disease improves as the other becomes more severe; (3) alternate 
relationship, in which one of the conditions disappears as the other appears ; 
(4) a change in the type of mental picture with treatment of the diabetes ; (5) 
no apparent relationship, in which the mental disease may improve without 
changing the diabetic state, or, as more often occurs, the diabetic picture is 
controlled without apparent effect on the mental picture. 

Group 1.—Parallel improvement and fluctuations in the course of the mental 
disorder and the diabetes. In the present series of cases this relationship 
was used as one of the essential criteria of a possible psychogenic diabetes. It 
has been made the chief criterion for the diagnosis of a true diabetic psychosis ` 
by Schultze and Knauer (41), and Schim van der Loeff and Barnhoorn (52). 
Cases showing such a parallelism are reported by these writers, in addition to 
the case of Klieneberger (48), two by Masson (4), and two by Porot (44). An 
opinion that parallelism is the most frequent relationship in the course of the 
two conditions is expressed by Pike (19) and Nielson (5). This opinion may, 
in part, be influenced by the very frequently cited evidence of diabetic specialists 
that, in the average diabetic patient, the course of the disease is parallel to 
the emotional events in his life. 

As inferred from the discussion in the last paragraph, parallelism in the 
course of the condition may be regarded as indicating a primary causal rôle 
to either condition. Consequently it is chosen as prima facie evidence for a 
possible psychogenic diabetes as well as for a diabetic psychosis. So far as the 
psychogenics of diabetes is concerned this evidence is not entirely valid, as 
will be pointed out in the discussion of the alternate relationship. In many 
cases there is only a slight, though definite, parallelism between the two 
conditions. In the present series of 30 cases there were 14 cases showing 
parallelism, 2 of which were much less closely parallel in their course than the 
others. This might be assumed to be possible, because it would be expected 
that the mental picture might slightly improve with a correction, by treatment, 
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_ of the diabetes, and yet it is apparent in the larger group of cases that control 
of the diabetes does not necessarily change the mental picture. 

Group 2.—Inverse relationship in which the mental symptoms or the 
diabetes may improve as the other condition becomes more pronounced. The 
evidence is not entirely clear as to the exact nature of this relationship, since, 
in the cases reported, the diabetes has been judged entirely by the amount of 
glycosuria, which does not necessarily indicate the state of the blood sugar. 
Singer and Clark (51) reported two cases of diabetes with a toxic brain dis- 
turbance, in both of which the acute toxic symptoms coincided with diminution 
in the amount of sugar in the urine. 


CASE 25.—A woman, æt. 73, whose family histesy, so far as known, is negative 
for both mental disorder and diabetes. She married a drug addict at 17, and, 
after the birth of two children, divorced him. The diabetic history is vague, but it 
was known to exist for several years, with various treatment efforts, and at least two 
“cures °’. Since the age of 60 she has been irritable, cantankerous and forgetful, 
and has written to high governmental officials accusing her relatives of plotting to 
kill her. She has shown periodic excitement and intense irritability. She is 
physically well except for a marked general arterio-sclerosis. Her weight is 9 st. 
g lb. She presents extensively systematized delusions of persecution toward her 
children and friends. During her hospitalization the-insulin dosage had to be 
changed many times, varying from Io to 60 units daily. She fluctuated between 
periods of being calm, quiet and pleasant (at which times the amount of insulin 
necessary to control the glycosuria had to be increased) and periods of extreme 
agitation and noisiness, at which times the urine was SURAE on from Io to 20 
units less of insulin. 

The mechanism in this case, as well as those of Singer and Clark, is not 
clear. Psycho-analytically one might postulate that the re-direction of the 
libido to external objects, in her excited periods, decreased the amount directed 
towards her body metabolism, which occurred in the absence of provocative 
external irritating stimuli. However, the most provocative stimuli were 
entirely within her own psychological life, for she did not see her friends nor 
relatives. Other patients and attendants did serve as immediate identifi- 
cations, whom she accused of being agents and co-persecutors. 

Group 3.—Alternate relationship, in which the diabetes or the mental 
disorder disappears on the appearance of the other disease, and thus one seems 
to replace the other. There were no such cases in the present series, but 
Savage and Masson both report them. Savage (2) cites the details of four such 
cases, two in which the diabetes alternated with melancholia, one in which 
the patient had neuralgia and diabetes, both of which disappeared during a 
severe depression, only to reappear following the mental recovery. A fourth 
case of general paralysis had a diabetic condition of long standing, which dis- 
appeared with the development of the organic brain disease, but reappeared 
before the fatal termination of the disease. One of Masson’s (4) cases (No. 2) 
developed acute mental symptoms of a paranoid delusional type slightly 
before the disappearance of a diabetic affection, and these seemed to be a 
substitute for it. 
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This group might be regarded as the extreme example of the inverse 
relationship described above, in which the one disease has entirely replaced 
the other. The same psycho-analytic explanation is here clearer—that in 
such cases the libido is entirely directed in one instance upon the psyche and in 
the other on the metabolic disease. That such cases might be due to psycho- 
logical conflicts is supported by the kaleidoscopic picture-changes seen in 
hysteria, where one body manifestation, such as a stocking anesthesia, may be 
entirely replaced by another manifestation, such as a body or facial tic. 

Group 4.—A change in the type of mental picture with treatment of the 
diabetes. That the diabetes and the mental disease are directly causally 
related seems positive in such a case as related by Janota and Stříteský (43). 
A 34-year-old woman, of the asthenic type, developed a hypomanic mental 
picture shortly after the first symptoms of diabetes, although the diabetes 
was not recognized until after the onset of the psychosis. With treatment 
of the diabetes with insulin and diet, the mental picture became paranoid and 
depressed, the entire illness lasting three and a half months. The authors regarded 
it as a true diabetic psychosis, even though it did not conform to the diagnostic 
criteria of Schultze and Knauer of parallel improvement in the two conditions. 

Group 5.—No apparent relationship between the mental disorder and the 
diabetes, and either may improve without changing the status of the other 
condition. Because diabetes lends itself to a very direct control with diet 
and insulin, the great majority of cases in this group are those in which the 
mental symptoms were not apparently influenced by the improvement in the 
diabetes. Theoretically, it might be expected to find diabetic cases in which 
the mental symptoms cleared without this influencing the severity of the 
diabetes. Practically these are not permitted to occur, because the diabetc 
symptoms can be controlled, and not to do so would be gross neglect. 

In the large group of cases (of which there are thirteen in this series) in 
which the mental symptoms are not influenced by the diabetic improvement, 
there are five instances in which the diabetes was inadequately controlled. 
Not only did the mental state of the patient preclude co-operation in the treat- 
ment of his diabetes, but often he made active efforts to violate his diet. In 
these cases, consequently, the relationship between the progress of two con- 
ditions might have been changed had it been possible effectively to treat the 
diabetic condition. In four other cases of this series the diabetic condition 
was adequately controlled, however, without changing the mental picture, 
and in one the diabetes became a negligible factor without requiring even 
dietary care, without change in the mental picture. It should be pointed out 
that if the diabetic condition were possibly psychogenic, it might be expected 
to clear or at least be controlled, without changing the mental picture. In 
four cases in this group only a clinical study was made in the office, and there 
was no opportunity for either an observation period or follow-up examinations 
or reports. 


354 MENTAL DISORDERS AND DIABETES MELLITUS, [April, 


MENTAL PICTURE IN HYPOGLYCEMIA. 


In five cases previously reported, in which it was concluded that the diabetes 
was due to psychological conflicts, it was noted that the sugar threshold of 
_ the blood in three of the cases was around 100 mgrm. per Ioo c.c. and 125 in 
a fourth. These seem to correspond with similar cases reported in a study 
by Hoxie and Lisherness (69). In a series of 307 cases in which routine glucose 
tolerance curves were made, they found 95 cases with a fasting blood-sugar 
below 0'07%,, and in 50 of these 95 cases the glucose curve did not rise above 
02%. In 23 cases they found a blood sugar below 0°07°% in which sugar 
appeared in the urine. Mental disturbances were present in 36 of the 50 
cases, 3 of whom showed glycosuria and 33 did not. Besides pointing out that 
the glycemic level is independent of the glycosuria, they concluded that the 
hypoglycemia is the result of the general nervous state rather than the cause 
of it. The same point is made by Ashe, Mosenthal and Ginsberg (70), and they 
illustrate by case studies that there may be no symptoms with a very low 
blood-sugar (0°3°%), and yet there may be symptoms of hypoglycemia with 
the blood-sugar at accepted normal levels (0°75 to 0°83%). 

The mental picture in hypoglyczmia is a conspicuous part of the syndrome. 
In an extensive though rather uncritical review of the behaviour aspects 
of hypoglycemia, Kamper (71) quotes Leyton that in a study of 500 cases of 
hypoglycemia the more important symptoms are the mental changes. Several 
good studies have been made of the nervous and mental manifestations in 
hypoglycemia (Bassoe and Traut (72), Meignant (73)), and their relation to 
hyperglycemia is suggested by the psychological observations of Dashiell (7) 
on an experimental subject, from which he concluded that the psychological 
efficiency is altered in these two conditions in the same rather than opposite 
directions. Harris (81) has contributed much to define the clinical types of 
hyperinsulinism, including the report of one case of psychosis, and Stone (82) 
has recently reported a spectacular case of hypoglycemia with psychotic 
episodes. 

So-called “ insulin psychoses ” have been described, as the result of insulin 
therapy in diabetics. Oppenheimer (74) reports two types of hypoglyczmic 
reactions which have 6ccurred in 2°7% of his insulin-treated diabetics: (1) 
An organic focal reaction with motor aphasia, apraxia, rigidity, perhaps 
Jaughter or crying ; and (2) true psychotic forms resembling hysteria, manic 
reaction or schizophrenia. Gravano (75) goes so far as to classify the types 
of insulin psychoses into the four most frequently encountered clinical forms : 
(1) Those characterized by a manic attack, which are most frequent and are 
attended by motor and mental excitement. He reports three such cases. 
(2) Hysteria-like manifestations. (3) A confusional form, resembling a delirium. 
(4) A form characterized by automatisms. This last type is described also 
by Ashe et al., in which the patient loses conscious control with resultant 
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irresponsible actions, such as getting lost, exposing himself to great dangers, 
wandering about a theatre during the performance, eccentric and senseless 
remarks. Scherer (46) regarded his case as a possible example of the insulin 
psychosis, with a history of three transient psychotic episodes associated with 


hypoglycemia, following the last of which the prolonged schizophrenic reaction 
occurred. 


CONCLUSIONS. 


1. Certain fluctuations of a specific type occur with sufficient frequency 


in diabetic individuals to suggest a descriptive picture of the “ diabetic per- 
sonality ”. | 


2. Diabetes does not determine the type of frank mental disturbance that 
may be associated with it, except in a small percentage of cases referred to as 
toxic psychoses or true “ diabetic psychoses ”. 

3. That psychological conflicts may be an important etiological factor 
in many cases of diabetes seems very probable. That they may actually 
cause the diabetes in some instances is unproven, but suggestive. 

4. Gross psychological trauma may initiate diabetes, but the more important 
unconscious conflicts might conceivably be the cause of the entire picture, 
even in these cases, and possibly operate in some instances to produce diabetes 
in the absence of any external event or situation. 

5. Mental disorder and diabetes never occur independently in the same 
individual. They may occur independently at different times, but once 
associated, they bear a relationship to each other. 


I wish to acknowledge and express my appreciation to Dr. W. A. White, 
of St. Elizabeth’s Hospital, for the privilege of studying five of these cases, 
to the late Dr. Floyd Haviland for five cases at Manhattan State Hospital, and 
to Dr. Clarence Cheney for three cases at Hudson River State Hospital. 
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ACHLORHYDRIA IN THE PSYCHOSES: WITH SPECIAL 
REFERENCE TO COINCIDENT ANEMIA. 


By Rusy O. STERN, M.D.Lond., 
Pathologist to St. Andrew’s Hospital, Northampton. 


THE incidence of achlorhydria and its association with certain forms of 
anemia has recently been the subject of much interest, largely owing to the 
work of Witts (I, 2) on idiopathic hypochromic anemia, and of Hurst (3) on 
pernicious anzmia. 

An opportunity of investigating a number of psychotic patients having 
presented itself, it seemed worth while to correlate fractional gastric analyses 
and blood-counts in a series of cases. The purpose of this study was threefold : 
firstly, to determine the frequency of achlorhydria in psychotic patients as 
compared with normal individuals; secondly, to ascertain whether achlor- 
hydria was peculiar to, or predominated in, any particular psychosis; and, 
lastly, to inquire into the occurrence of forms of anemia in achlorhydric, 
psychotic subjects. 

Publication has been made possible through the kindness of Dr. D. F. 
Rambaut, Medical Superintendent of St. Andrew’s Hospital, who has also 
permitted me to include in my figures (for statistical purposes only) some 
analyses and blood-counts carried out in the laboratory of Wantage House 
during the term of office of my predecessor, Dr. W. M. Ford Robertson. 

Grateful acknowledgments are due to my colleagues, Dr. N. R. Phillips, 
D. J. O'Connell and J. McLeman, for allowing me to abstract their clinical 
notes of illustrative cases. 

Chemical examination of the fractional test-meals was carried out with 
the assistance of Mr. C. Webb, for whose help I am greatly obliged. 

The fractional test-meals were performed by the Rehfuss method, a Ryle’s 
tube being passed and the resting juice withdrawn before the meal, consisting 
of a pint of oatmeal gruel, was given. About Io c.c. of the gastric contents 
were subsequently aspirated every quarter of an hour for two hours, or for 
as long as the patient would allow the tube to remain in situ up to two hours. 


INCIDENCE OF ACHLORHYDRIA IN THE INSANE. 


No very large series of observations on fractional gastric analyses in 
psychotic patients is available for reference. The reason is fairly obvious. 
Co-operation of the patient is essential for the examination, and in many cases 
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it is necessary to postpone the test until the patient is willing, or is able, to 
co-operate. l 

Gamble (4) examined 149 patients by the fractional meal method, of whom 
20'8°%% had complete achlorhydria, and 7'3% had less than ten degrees of free 
acidity at any time during withdrawal of the meal. No one psychosis was 
found to be particularly associated with achlorhydria. All the chief forms of 
insanity were included amongst the cases investigated. Northcote (5), in a 
small series of 23 cases, found that 3, i.e., 13%, were achlorhydric. She also 
failed to establish any relationship between achlorhydria and particular 
psychoses. 

Before considering the results obtained in the series of 300 fractional test- 
meals carried out at Wantage House, reference must be made to the question 
of the incidence of achlorhydria in healthy subjects, and especially to the 
infiuence of age upon the secretion of hydrochloric acid. 

Since Bennett and Ryle (6) found that 4 out of Ioo healthy medical students 
exhibited achlorhydria several series of cases have been published, some of 
which clearly indicate the effect of increasing age upon the acidity of the gastric 
contents. The largest series yet reported is that of Connor (7), from the Mayo 
Clinic. In this series, 15°2% of 5,000 patients were found to have achlorhydria, 
but all of these were under suspicion of having some disease of the gastro- 
intestinal tract. Hartfall (8) analysed the results of over 2,000 test-meals 
performed at the New Lodge Clinic, grouping each decade separately. Out of 
a total of 2,248 cases, 336 (13°79) had achlorhydria. One of the most 
interesting facts which emerged from Hartfall’s investigation was the rate 
at which the secretion of free acid declined with advancing age. In the second 
decade Hartfall found that only 3'8% of his patients had achlorhydria, which 
figure is practically the same as Bennett and Ryle gave for students of approxi- 
mately the same age. But in the age-period 30 to 39 years the figure rose 
to 9'2% ; in the fifth decade it was 14°3%, whilst between 60 and 69 no less 
than 20% of the patients were achlorhydric. A similar observation was made 
by Davies and James (9), who performed a series of test-meals in 100 healthy 
persons over the age of 60 years. Their findings put the percentage of achlor- 
hydria in the elderly at an even higher figure, 32% for people over the age of 
60. This observation is of particular interest, as the patients investigated by 
Hartfall were at least suspected of having some disorder, though not neces- 
sarily of the gastro-intestinal tract, whilst those of Davies and James were 
considered quite healthy. In this last series pepsin was not entirely absent 
in any case of achlorhydria, there being therefore no cases of true achylia 
gastrica in the series. 

In any attempt to assess the relative occurrence of achlorhydria in different 
groups of patients, the normal variation in secretion of free acid at various 
ages must obviously be taken into consideration. The average age of patients 
in mental hospitals (excluding institutions for mental defectives) is relatively 
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high. (The average age on admission to St. Andrew’s Hospital for the last 
ten years was 46°8 years.) Therefore the incidence of achlorhydria in a large 
unselected group of patients at this hospital would, according to Hartfall’s 
figures, be approximately 15%. 

Of the 300 last cases investigated at Wantage House by the fractional 
meal method, actually only 32 (10°6°%,) had complete achlorhydria, although 
another 13 (4°3%) had less than six degrees of free acidity at any time during 
withdrawal of the meal. Although the percentage of cases showing a very 
small amount of free acid has been mentioned as a matter of interest, cases of 
complete achlorhydria only will be discussed, as it is obviously unjustifiable 
to include as achlorhydrics cases showing even a trace of free acid. 

In this series, therefore, 10°6°% only showed complete achlorhydria—a 
percentage lower than would have been expected for the age of the patients. 


ACHLORHYDRIA IN RELATION TO VARIOUS PSYCHOSES. 


In trying to determine whether achlorhydria predominated in any particular 
psychosis, the age-factor again came into play. On first consideration of the 
figures it seemed as though in those patients who were depressed, either in 
one phase of the manic-depressive psychosis, or as a feature of involutional 
melancholia, achlorhydria was twice as common as in any other psychosis. 
Actually 12 of the 32 cases of achlorhydria (37°5°%) occurred in depressed 
subjects. But on examining the figures more closely the fallacy became obvious ; 
the average age of cases of depression was far higher than the average age 
of the total number of achlorhydrics. The average age of the depressed 
cases was 64 8 years; that of the total number of achlorhydrics was 47°5 
years. As at least 20%, of healthy individuals over the age of 60 years show 
achlorhydria, it is not surprising that this should occur more commonly in 
states of depression in which the average age is over 60 years than in psychoses 
which occur at an earlier age. No significance can therefore be attached to 
the apparently high incidence of achlorhydria in melancholia. The other 
psychoses which were represented amongst the cases of achlorhydria were 
paraphrenia, schizophrenia, mania, and the anxiety state. 


THE OCCURRENCE OF AN-EMIA IN ASSOCIATION WITH ACHLORHYDRIA IN THE 
PSYCHOSES. 


The two chief forms of anemia which are particularly associated with 
achlorhydria are Addisonian (or pernicious) anemia on the one hand, and the 
idiopathic, hypochromic anemia of Witts on the other. As no example of 
the latter condition occurred in the series under investigation, it must remain 
undiscussed, with the comment that special attention was paid to the blood- 
count in the case of any patient, achlorhydric or otherwise, who seemed at 
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all likely to be anemic. All cases in which a test-meal was carried out had at 
least one, and many had several blood-counts done. Itis therefore improbable 
that a case of hypochromic anemia would have been overlooked. 

Numerous investigators have focused their attention on the frequency 
with which anemia occurs in achlorhydric subjects. Faber (ro) found that 
out of 207 cases of achlorhydria there were 22 cases (10°6%) of pernicious 
anemia and 52 (25%) of anemia with a low colour index. More recently 
Faber and Gram (11) analysed a series of go cases of achylia, and found that, 
excluding examples of pernicious anemia, the percentage of cases of anemia 
was ashighas41. In Borgbjaerg and Lottrup’s series (12), there was an anemia 
in 50% of the cases, though in the majority this was of slight degree and of a 
secondary, hypochromic type. In 22%, however, the colour index was above 
unity and megalocytosis occurred in 15°%4. Witts (I), in writing on idiopathic 
hypochromic anemia in 1930, stated that in 100 patients with achlorhydria 
uncomplicated by neoplasm or other serious disease, one might expect to find 
Io with Addisonian anemia and 20 with a secondary anemia. Hartfall (8) 
reported 53 cases (15°7%) of pernicious anemia and 32 cases (95%) of 
secondary anemia in his series of 336 cases of achlorhydria. Davies and 
James (9), in their study of achlorhydria in the elderly, found that in 7 cases 
out of 14 with “ true ” achlorhydria (i.e., giving no secretion of free acid after 
injection of histamine), there was some degree of anemia, whilst in a group 
of 13 cases in which hydrochloric acid was secreted after histamine injection, 
only one had a red cell-count below four million. Of those cases with a normal 
acid secretion none had a red cell-count below 4°3 millions. Davies and James 
also determined that anemia was more common in cases showing a diminished 
peptic activity than in those with a good secretion of pepsin. Their work 
will be referred to again. 

In the St. Andrew’s Hospital series, 6 cases of anemia were discovered 
amongst the 32 cases of achlorhydria, i.e., 18°7%. All of these were hyper- 
chromic in type. Four were obvious cases of pernicious anemia—one being 
of special interest—of which two will be discussed in this paper. The other 
two belonged to a group to which little attention has been drawn, namely, 
a hyperchromic anemia which occurs in the elderly, usually, but not always, 
associated with achlorhydria, whilst peptic activity remains good. Although 
this anemia superficially resembles pernicious anemia as regards the blood- 
picture, it is distinct from, and unrelated to, that condition. Lasch and 
Triger (13), who analysed many blood-counts in patients over the age of 60 
years, found this ‘‘ hyperchromia of old age ” in 13 patients out of 150. They 
pointed out that the resemblance to pernicious anemia depends on a colour 
index above unity, with poikilocytosis and anisocytosis of the red cells in a 
patient who probably shows achlorhydria. (This was present, however, in only 
6 out of the 13 cases observed by Lasch and Triger.) It differs from pernicious 
anzmia, as regards the blood-picture, in that the changes in the red cells are 
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never as severe as in the more serious anemia ; normoblasts and megaloblasts 
are absent ; the mean diameter of the red cells is not increased ; the Van den 
Bergh reaction is usually negative, and achlorhydria is not invariably present. 
Clinically, although the signs of general weakness are out of all proportion 
to the age and there may be gastro-intestinal disturbances, there is never 
any evidence of an affection of the nervous system. Although pernicious 
anzmia itself is not uncommon in the senium, the benign type of blood-picture 
which Lasch and Triger described, and of which two examples are recorded 
below, would seem to be more common. Davies and James (9) did not give 
the details of the blood-pictures in their series of elderly achlorhydrics ; they 
merely mentioned that some degree of anemia was present in eight of their 
cases. Presumably this was a secondary, hypochromic anemia. 


Case 1.—Mr. O—, et. 72, was admitted to Wantage House on February 28, 
1933. He was then greatly depressed over a supposed financial loss, somewhat 
restless, and expressed the delusion that his house had been burnt down. The 
clinical diagnosis of his mental state was ‘‘ senile melancholia ’’. Nothing abnormal 
was found on physical examination, a careful investigation of the nervous system 
being completely negative, though it was noticed that he was rather feeble, even 
for his age. 

A blood-count on March 4 gave the following result : Red blood-cells 4,144,000 
per c.mm., hemoglobin 99°4%, colour index 1:2, white blood-cells 4,000 per c.mm., 
polymorphonuclears 65%, large lymphocytes 23-°5°%, small lymphocytes 8-5°,, 
monocytes 3%. A test-meal showed complete achlorhydria, with, however, full 
peptic activity. The indirect Van den Bergh test was positive. 

Another blood-count on March 13 showed a definite hyperchromic anemia : 
Red blood-cells 3,376,000 per c.mm., hemoglobin 77°5°%, colour index 1°17, white 
blood-cells 13,900 per c.mm., polymorphonuclears 54%, large lymphocytes 33°, 
small lymphocytes 7:5%, monocytes 4%, eosinophils 0°5°%, basophils 0°5°,. 
Marked poikilocytosis and anisocytosis of the red cells. No nucleated red cells 
seen. Reticulocytes 0:6%. 

The patient was given half a pound of fresh liver daily from March 23 onwards. 
(It was much easier to persuade him to eat this than to take liver extracts by 
mouth.) 

Blood-count on March 27: Red blood-cells 3,288,000 per c.mm., hemoglobin 
92°3%, colour index 1:4, white blood-cells 6,100 per c.mm., polymorphonuclears 
57%, large lymphocytes 36%, small lymphocytes 5%, monocytes 2°%,. Marked 
anisocytosis, with megalocytes predominating. Reticulocytes 0-97%. 

On April 12, his physical condition being somewhat less feeble, and being mentally 
more cheerful, the patient was transferred to a villa, from which he was discharged 
on October 8, 1933. During this time liver treatment was continued, but, owing to 
firm opposition from the patient, it was not possible to do further blood-counts. 

On readmission on June 21, 1934, he was unduly depressed and apprehensive. 
He lacked initiative, and had delusions of being followed. When in this phase 
of his illness he tolerated investigations which he would not permit when less 
depressed. 

A blood-count on June 25 showed a remarkable improvement in the blood- 
picture: Red blood-cells 5,184,000 per c.mm., hemoglobin 95°8%, colour index 
0:94, white blood-cells 10,100 per c.mm., polymorphonuclears 60%, large lympho- 
cytes 21:5%, small lymphocytes 12%, monocytes 5%, eosinophils 1:5%. Slight 
anisocytosis only of the red cells. A fractional test-meal showed that achlorhydria 
persisted but peptic activity was still good. 

As soon as the investigations were completed, the patient was transferred to a 
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villa, where he gradually emerged from his depression, grew cheerful and garrulous, 
and has continued to reside quite contentedly up to the time of writing. 


Case 2.—Miss G—, æt. 67, was admitted to St. Andrew’s Hospital on November 
12, 1932, asacertified patient. Her mental state was one of depression and restless 
agitation. From time to time she gave expression to numerous delusions con- 
cerning her bodily condition. Progressive physical weakness was accompanied 
by mental deterioration. On admission no abnormal findings were noted on 
physical examination, but in May, 1933, routine examination revealed a tender 
mass in the right hypochondrium and tenderness over the epigastric region. 

The result of a blood-count on May 31 was as follows : Red blood-cells 3,560,000 
per c.mm., hemoglobin 81%, colour index 1-1, white blood-cells 6,700 per c.mm., 
polymorphonuclears 37°5%, large lymphocytes 37°:5%, small lymphocytes 18-5%, 
monocytes 6%, basophils 05%. Slight anisocytosis and poikilocytosis of the 
red cells. A fractional test-meal revealed complete achlorhydria, but good peptic 
activity at the end of an hour. An X-ray taken about this time showed a filling 
defect in the stomach, which lent colour to the tentative diagnosis of carcinoma 
ventriculi, in spite of the high colour index of the blood-count. Owing to the 
collapsed veins it was impossible to obtain blood for the Van den Bergh test. 

Contrary to expectations the patient improved slightly in physical health for 
about a year, and her appetite, which had been poor, became better, though 
capricious. The tenderness in the upper abdomen persisted, and it was difficult 
on this account to palpate the mass previously felt. 

By September, 1934, weakness was again pronounced and several slight seizures 
occurred, in which dyspnoea, cyanosis and vomiting were observed. 

A blood-count on September 24 gave the following result: Red blood-cells 
4,656,000 per c.mm., hemoglobin 92:1%, colour index 1-0, wie blood-cells 4,600 
per c.mm., polymorphonuclears 61°5%, large lymphocytes 3°5%, small lympho- 
cytes 33:0, monocytes 1°5%, basophils 0:5%. Slight anisocytosis of red cells. 

No remarkable change occurred until about a week before death, when the 
patient sank into a semi-coma. Death took place on November 18, 1934. 

Post-mortem findings —No evidence was present of malignant disease of the 
stomach or other viscera. The mass felt in the right hypochondrium during life 
proved to be a cyst of the liver, about the size of a tennis ball, lying on the under- 
surface of that organ. Other, smaller, cysts were scattered over the surface. The 
fluid in the cysts was highly albuminous, contained only a trace of bile-pigments, 
few blood-corpuscles, but there was no evidence of the presence of a parasite. No 
other organ contained cysts. The liver cysts were probably of congenital origin. 
The heart was small (weight 8 oz.), and the myocardium was pale and flabby, but 
showed no fatty changes. The brain was greatly atrophied, particularly over 
the fronto-parietal region of the cortex. There were no other changes of note in 
the organs. 

Microscopical examination.—The liver showed a very small amount of iron- 
containing pigment in the Kupffer-cells but none in the polygonal cells, and none 
was seen in the kidneys or spleen. No fatty changes were present in the liver. 
The fibres of the heart muscle were small and poorly striated, but they showed no 
fatty or fibrous degeneration. Examination of the cortex of the brain revealed 
much shrinkage of the grey matter in the frontal region, with loss of nerve-cells, 
especially in the deeper layers. No senile plaques and no fibrillary changes in the 
nerve-cells were to be seen. 


These two cases illustrate a form of hyperchromic anemia with a high 
colour index, which occurs in the senium. A possible diagnosis of pernicious 
anzmia in Case I was ruled out by the normal peptic activity, which showed 
that although there was achlorhydria, true achylia gastrica was not present. 
A few, very few, cases of pernicious anemia have been recorded in which 
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achylia gastrica has been absent, but these cases are so rare that for practical 
purposes it may safely be said that the presence of normal gastric ferments 
negatives a diagnosis of pernicious anemia. The absence of clinical signs, such 
as glossitis, in this case was also against this diagnosis. Response to liver 
treatment was good, and although mentally the patient did not improve 
greatly, his physical condition progressed favourably. The psychosis in this 
case was associated with the senility and not with the anemia. 

In Case 2 liver treatment was not undertaken, as the clinical and X-ray 
findings were overwhelmingly in favour of a diagnosis of carcinoma of the 
stomach. The absence of any post-mortem or microscopical evidence of 
carcinoma, pernicious anemia or subacute combined degeneration of the cord, 
appeared to justify inclusion of this case in the group of senile hyperchromic 
anemias. It is unfortunate that no bone was removed at autopsy for study 
of the bone-marrow. The psychosis in this case also was unrelated to the 
coincident anzmia. 

Of the four cases of pernicious anemia encountered in this series of achlor- 
hydrics (12°5°,), two have already been recorded in this journal by Phillips (14). 
Of the remaining two, one was of particular interest, as the anemia and the 
psychosis associated therewith followed a sub-total gastrectomy performed 
ten years previously. 

The occurrence of any form of anemia after gastrectomy is certainly rare. 
Vaughan (15) was able to collect only 122 cases in the literature, whilst Lake 
(16) found no cases of anemia in a follow-up of 56 cases of partial gastrectomy. 
The rarity with which gastrectomy is followed by pernicious anemia may be 
gauged from the fact that Rowlands and Simpson (17) were able to trace 
only 15 such cases in 1932 when recording 2 of their own. Since then Ungley 
(18), in reporting one which occurred in the very short space of time of five 
months after a total gastrectomy, mentioned four more, and Davidson (19) 
had referred to two others under his care. Altogether there would seem to be 
only 24 cases on record of post-operative pernicious anzmia. 

The type of operation performed has a considerable bearing on the sub- 
sequent development of anaemia. Morley and Roberts (20) found that a 
severe anemia was more likely to follow a Polya than a Schoemaker gastrec- 
tomy. The Polya operation apparently abolishes gastric secretion entirely, 
whilst after the Schoemaker procedure secretory capacity may be re-established. 
In the case to be recorded a Polya operation was performed. 

One of the most remarkable features of pernicious anemia following 
gastrectomy (apart from the question as to what determines which patients 
who undergo gastrectomy will develop pernicious anemia) is the time which 
may elapse between the operation and the onset of the anemia. One of 
Rowland and Simpson's patients remained free from symptoms after a partial 
gastrectomy for fifteen years before developing pernicious anemia with sub- 
acute combined degeneration of the cord; and in their other case nine years 
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elapsed between the operation and recognition of the anemia. An interval 
of more than five years between operation and symptoms of anemia has 
several times been recorded, as in the cases of Berger (21), six years; 
Hochrein (22), two cases, eight and six years; Dennig (23), two cases, nine 
and eight years ; Morawitz (24), two cases, eight and six years; and Breiten- 
bach (25), six years. These long latent periods are all the more remarkable 
because, except in the cases of Morawitz, Berger, and Rowlands and Simpson, 
a complete gastrectomy was performed in every case. 

In the case to be recorded, about five-sixths of the stomach had been removed 
ten years before the onset of symptoms of general weakness gave rise to the 
suspicion that an anemia was present. The association of mental distur- 
bances with pernicious anemia following gastrectomy has not, as far as could 
be ascertained, yet been recorded. The peculiar mental syndrome presented 
by patients with pernicious anemia, though very uncommon, in the early 
stages at least (in Minot’s last 100 cases, in only one was the disease initiated 
by mental symptoms), is quite characteristic. It has been well described 
recently by Phillips (14), McAlpine (26), Hackfield (27), Piney (28), Francke 
(29), and Atkin (30). 

In the example to be recorded, the mental symptoms preceded recognition 
of the particular form of anemia. The real interest of this case lay in the 
fact that although mental symptoms had been present for several years, they 
had not been considered in relation to the gastrectomy performed in 1923 
and to the subsequent onset of anemia. An anemia had been diagnosed 
before the patient was admitted to hospital and liver treatment had been 
instituted, but this treatment, in the absence of the essential gastric factor, 
would seem to have been ineffective. It was difficult to estimate how long 
anzmia had really been present, but from the history it must be assumed that 
mental symptoms antedated the onset of the anemia. Suspicion of a nervous 
lesion also in this case was aroused by the symptom of numbness in the soles 
of the feet and decreased vibratory sense, but repeated examination of the 
nervous system would be necessary in such a case before the diagnosis of 
subacute combined degeneration of the cord could be reached with certainty. 


Case 3.—Mrs. D—, xt. 49, was admitted to St. Andrew’s Hospital on August 7, 
1934, aS a voluntary boarder. There was a history of loss of emotional control 
for some years, which had latterly been succeeded by a gradual development of 
phobias (e.g., claustrophobia), and ideas suggestive of religious exaltation. These 
symptoms had been exacerbated by the menopause, which occurred three years 
prior to admission. 

Gastric symptoms over a lengthy period culminated in the necessity for an 
operation in 1923, at which an hour-glass stomach was found. A Polya gastrec- 
tomy was then performed with satisfactory results, there being no return of 
abdominal pain. 

At the beginning of 1933 the patient had an acute illness, the exact nature of 
which was undetermined. There was, however, generalized cedema with ascites, 
and the abdomen was tapped on three occasions. The patient herself had but a 
faint memory of this illness. 
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The salient features of the examination on admission were as follows : 

The patient was a pale, rather frail-looking woman, 5 ft. 8 in., and weighed 
7 st. 9 lb. Muscular tone was generally poor. The scar of a paramedial incision 
was present on the abdomen. Tongue clean, smooth, with loss of papille and some 
glossitis at tip; edentulous; mucous membranes pale. Blood-pressure 102 
systolic, 60 diastolic. Cardio-vascular system normal except for a hemic murmur 
heard at the apex. No abnormalities detected in the lungs. Liver and spleen 
not palpable. Nervous system: vision in right eye said to be poorer than that in 
left. On ophthalmoscopic examination a high degree of myopia was found. The 
discs were normal except for a myopic crescent in the right eye. The ocular 
movements were full and equal, and the functions of the other cranial nerves 
were normal. Power was equally poor in both arms and both legs. There were 
no gross sensory changes, but vibration was poorly appreciated on both feet. 
(Numbness on the soles of the feet was complained of.) The arm-jerks, knee-jerks 
and ankle-jerks were present and equal. The plantar responses were flexor. 

Mentally there was grave loss of emotional control with loss of judgment. 
There were no definite delusions of persecution, but the “ persecution tendency ”’ 
was adequately demonstrated by the patient’s habit of making scenes over trifles, 
real or imaginary ; in these scenes she was always in the right, but had been “‘ put 
in the wrong by others ’’, especially by those about her. She had a pronounced 
fear of being left alone, particularly in a room with the door closed. No halluci- 
nations were present. The dominant feature of the patient’s mental state was 
self-pity, which was increased by any display of sympathy on the part of those in 
charge of her. 

Laboratory findings: Blood-count, August 9: Red blood-cells 3,648,000 per 
c.mm., hemoglobin 77:7%, colour index 1-07, white blood-cells 5,700 per c.mm., 
polymorphonuclears 44%, large lymphocytes 26:5%, small lymphocytes 22-5%, 
monocytes 5:5%, eosinophils 15%. Marked anisocytosis and poikilocytosis ; 
Many macrocytes and microcytes seen; slight polychromasia; one nucleated 
red cell seen whilst counting 200 white cells. Rough halometric reading showed a 
megalocytosis. Van den Bergh reaction negative; Kahn reaction negative in 
blood. A test-meal on August 13 disclosed a complete achylia gastrica. No 
blood was present in any sample. Culture of the resting juice gave a copious 
growth of Streptococcus salivarius and Streptococcus pyogenes. From the stools were 
cultured only Bacillus coli, Streptococcus faecalis and a leptothrix. A glucose toler- 
ance test showed a diminished tolerance with passage of sugar in the one- and 
two-hour specimens of urine. 

From August 17 to August 20 the patient was given 10 grm. of ventriculin 
three times a day, and from August 20 to 23 this was increased to 40 grm. 
per diem. By this date there was already some improvement in the physical 
condition. 

A blood-count on August 23 was indicative: Red blood-cells 4,448,000 per 
c.mm., hemoglobin 74:1°%, colour index 0-84, white blood-cells 7,500 per c.mm., 
polymorphonuclears 72%, large lymphocytes 5°, small lymphocytes 18%, 
monocytes 3%, eosinophils 15%, basophils 0°5%. Anisocytosis and poikilo- 
cytosis marked ; many macrocytes and microcytes ; two nucleated red cells seen 
whilst counting 200 white cells ; reticulocytes 1:5% ; average diameter of the red 
cells (halometric method) 8-54. 

Mentallv the patient was showing more insight into her condition. Two days 
later, unfortunately, she was transferred to other care. 


This case illustrates well the statement of Rowlands and Simpson, that 
not all the features of pernicious anzmia are reproduced in the post-operative 
form. They found that the Van den Bergh reaction was usually within normal 
limits, and that megaloblasts were seldom present. In this case no megalo- 
blasts could be seen and the Van den Bergh reaction was negative. The other 
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features of the blood-picture were typical of pernicious anemia, and the oppor- 
tunity was fortunately available at this time of measuring approximately the 
average diameter of the red cells, the cardinal point in diagnosis of pernicious 
anzmia. 

The amount of recovery which took place (of which we were advised on 
inquiry after the patient had left St. Andrew’s Hospital) was considerable. 
A blood-count done a month later by Dr. Fraser, of Bristol (which was kindly 
furnished by Dr. Parkes, also of Bristol), ‘‘ showing no evidence of pernicious 
or other anzmia ’’, bore witness to the efficacy of treatment by ventriculin. 

The following case of pernicious anemia is briefly presented for comparison 
with the last case: 


CasE 4.—(The clinical features of this case are merely indicated, as they are 
to be published in detail by Dr. N. R. Phillips, through whose courtesy this abstract 
from his notes has been made.) 

Miss R—, æt. 42, was admitted to St. Andrew’s Hospital on December 8, 1932. 
She was hypochondriacal and introspective, and had delusions of being persecuted 
by her family and by those around her. There was loss of emotional control, and 
an inordinate craving for sympathy. These symptoms had been progressively 
evident tor the past five years. Three years before admission the patient had 
begun to complain of heaviness of the legs and a “ cold feeling round the lower part 
of the stomach and the legs ’’, and latterly, of loss of power in the hands and feet. 

Examination on admission showed a tall, rather emaciated woman, with a 
yellowish colour, who weighed 8 st. 8 lb. The tongue was devoid of papille and 
displayed a severe glossitis. The few remaining teeth were septic. No abnor- 
malities were detected in either the cardiovascular or respiratory systems. Nervous 
system: Cranial nerves normal. Gait ataxic. Muscular power fair in arms and 
legs. Sense of position impaired in all limbs; pin-prick well appreciated, but 
some diminution of light touch over both legs. Arm-jerks, knee-jerks and ankle- 
jerks absent. Plantar response: Right extensor, left doubtful. The diagnosis 
of subacute combined degeneration of the cord associated with pernicious anemia 
was confirmed by a blood-count on the same day. 

Laboratory investigations: Blood-count, December 8. Red blood-cells 3,208,000 
per c.mm., hemoglobin 57%, colour index 0-9, white blood-cells 4,600 per c.mm., 
polymorphonuclears 63°, large lymphocytes 11-5%, small lymphocytes 21%, 
monocytes 3°5%, basophils 1%. Marked poikilocytosis and anisocytosis with 
megalocytes predominating ; marked polychromasia. One nucleated red cell seen 
whilst counting 200 white cells. Hypersegmentation of polymorphonuclears. 
Complete achylia gastrica was revealed by a test-meal on December 23. Examina- 
tion of cerebro-spinal fluid: Cells, 1 per c.mm.; total protein, 0°05% ; Nonne- 
Apelt and Pandy negative; Lange negative, Kahn reaction negative. 

Treatment by whole liver and ferruginous serum was instituted, resulting in 
steady improvement in the physical and mental condition and a corresponding 
improvement in subsequent blood-pictures. 

January 4, 1933: Red blood-cells 3,560,000 per c.mm., hemoglobin 56-4%, colour 
index o:8, white blood-cells 4,200 per c.mm., polymorphonuclears 61°5°%, large 
lymphocytes 15%, small lymphocytes 19°5%, monocytes 2%, eosinophils 0°5%, 
basophils 1-5°9. Marked poikilocytosis; many large forms of red cell present ; 
3 nucleated red cells seen whilst counting 200 white cells. 

January 24: Red blood-cells 3,512,000 per c.mm., hemoglobin 59-4%, colour 
index 0°85, white blood-cells 7,800 per c.mm., polymorphonuclears 55%, large 
lymphocytes 30%, small lymphocytes 10%, monocytes 3%, basophils 2%. Much 
anisocytosis, megalocytes predominating ; little poikilocytosis; 2 nucleated red 
cells seen. 
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February 8: Red blood-cells 3,696,000 per c.mm., hemoglobin 64:7°,, colour 
index o-9, white blood-cells 4,900 per c.mm., polymorphonuclears 54°,, large 
lymphocytes 19°), small lymphocytes 25°,, monocytes 2°%,. Marked anisocytosis 
with many megalocytes. No nucleated red cells seen. 

March 20: Red blood-cells 3,832,000 per c.mm., hemoglobin 67° 9, colour index 
0-9, white blood-cells 2,800 per c.mm., polymorphonuclears 54°5%, large lympho- 
cytes 15:5°%>, small lymphocytes 24°,, monocytes 4%, basophils 2° 5. Slight 
poikilocytosis and anisocytosis ; 2 nucleated red cells seen. 

April 12: Red blood-cells 4,144,000 per c.mm., hemoglobin 64-7°%, colour index 
0-8, white blood-cells 5,300 per c.mm., polymorphonuclears 61-5°%%, large lympho- 
cytes 8%, small lymphocytes 27%, monocytes 3%, basophils 0°5°4. Much aniso- 
cytosis with megalocytes predominating. Slight polychromasia, poikilocytosis and 
punctate basophilia ; 2 nucleated red cells seen. 

May 9: Red blood-cells 4,560,000 per c.mm., hemoglobin 77-6°>, colour index 
0-86, white blood-cells 5,300 per c.mm., polymorphonuclears 69°5°%, large lympho- 
' cytes 11%, small lymphocytes 14%, monocytes 5%, basophils 0:5%. Slight aniso- 
cytosis and poikilocytosis. No nucleated red cells seen. 

June 8: Red blood-cells 3,664,000 per c.mm., hemoglobin 67° >, colour index 
0:93, white blood-cells 6,200 per c.mm., polymorphonuclears 59°,, large lympho- 
cytes 22%, small lymphocytes 15° 4, monocytes 3%, basophils 1%. Much aniso- 
cytosis, poikilocytosis and polychromasia ; 2 nucleated red cells seen. 

June 21: Red blood-cells 4,864,000 per c.mm., hemoglobin 77:6%, colour 
index 0-8, white blood-cells 8,000 per c.mm., polymorphonuclears 58°, large 
lymphocytes 28°%, small lymphocytes 11:5%, monocytes 2:5%. Slight aniso- 
cytosis and poikilocytosis. No nucleated red cells seen. 

Removal of septic teeth on June 7, 1933, was followed by asevere hemorrhage 
from the gums, which caused a temporary set-back, as indicated by the blood- 
picture on June 8. Following the hemorrhage, liveroid, $drm., and 20 gr. of Blaud's 
pill three times a day were substituted for the whole liver. Subsequent recovery 
was rapid, and on August 5 the patient was discharged from hospital mentally 
well and greatly improved physically. 


The chief feature of this case was the severity of the nervous symptoms, and 
the remarkable amount of recovery of power of movement with improvement 
gait which ensued as a result of liver treatment by mouth, with a concomitant 
improvement in the blood-picture. 


SUMMARY. 


A series of 300 psychotic patients was investigated with reference to the 
occurrence of achlorhydria as compared with normal individuals. 10°6°% were 
found to be achlorhydric by the fractional test-meal method. This percentage 
was 4% lower than that recorded by other observers for large numbers of 
healthy people of approximately the same age. 

The conclusion was therefore reached that achlorhydria does not occur 
more commonly amongst psychotics than amongst the sane. 

The incidence of achlorhydria in relation to age was considered. 

There was no preponderancy of achlorhydria in any particular psychosis, 
the higher percentage apparently occurring in states of depression being due 
to the greater age of patients exhibiting this psychosis. | 

Reference was made to different forms of anemia associated with achlor- 
hydria and their relative incidence. 
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Of the six cases of hyperchromic anemia encountered in this series, four 
have been reported in some detail. 

Two of these presented a form of hyperchromic anemia occurring in the 
senium, distinct from, and unrelated to, pernicious anemia, though usually 
responding to the same treatment. 

A case of pernicious anemia with mental symptoms following a gastrectomy 
ten years previously has been recorded, together with a brief abstract, for 
comparison, of another case of pernicious anemia with mental symptoms. 
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DEPRESSION: NORMAL AND ABNORMAL. 


By H. WILFRED EDDIson, M.A., M.D., D.P.M.Camb., 
Medical Superintendent, Wonford Mental Hospital, Exeter. 


INTRODUCTION. 


In a recent short paper* an attempt was made to indicate what happens 
to the love-object in the manic phase of manic-depressive psychosis. Reference 
was made to the view that the depressed phase represents failure of adaptation, 
with introjection of the reproaches which are concerned with being cut off 
from loved ones and which were originally directed against the mother. The 
manic phase, it was suggested, represents an attempt at adjustment to reality, 
with externalization af the mother, not on to definite people, for the manic 
is incapable of transference, but on to others in general. This attempt at 
adjustment being unsuccessful, regression to the oral phase occurs again and 
the depressed phase returns. 

Some suggestions are now submitted regarding the function of depression 
and the psychic mechanism whereby it is brought about. 


PLEASURE AND PAIN. 


If we are to retain our conception of mind and body as one psycho-somatic 
unit, any definition of pleasure and pain must be equally applicable to the 
mental and physical aspects of pleasure and pain. 

In considering the dual function of mind, the search for relief of tension 
and the avoidance of stimulation, it is possible that too much emphasis has 
been laid upon the stimulus-free state as the goal. The intra-uterine period 
of existence is often mentioned as one of freedom from stimulation, and birth 
becomes regarded as a fearful trauma in that the baby is thereupon launched 
into an exciting and devastating environment. Yet the amniotic fluid, 
enclosed as it is in an elastic bag, must form, to some extent, a conducting 
medium, through which the foetus must experience some portion of every 
maternal heart-beat, respiratory movement, cough, sneeze, intestinal peri- 
staltic movement and every vibration caused by the voice. From the moment 
of conception peace must have been unknown. Furthermore, the stimulus- 
free state, as has already been pointed out by others, is unknown in nature. 
It is suggested that Trotter’s conception of the formation of the multicellular 
organism as the prototype of the group affords us some idea of the nature of 


pleasure and pain. : 
* Internat. Journ. Psycho-Analysts, xv (iv). 
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The primordial psycho-somatic unit must have been a unicellular organism, 
in which the functions of nutrition and reproduction were combined. At a 
later stage a multicellular colony of such organisms appeared, each cell leading 
a separate existence. At a further stage the original germ-plasm provided 
itself with a vehicle in which special functions were assigned to special groups 
of cells. Here we have the true multicellular organism. Living cells showed 
an adhesive tendency very early in evolution. The appearance of an organized 
group of multicellular individuals is but a further stage in evolution, in which, 
according to Trotter, the individual organism in an organized group exhibits, 
as a whole, the same adhesive tendency which its component cells share in 
common. This accords with Freud’s view that the tie binding individuals in 
a group is libidinal in nature, and so is, also, that binding individual cells to 
one another. 

It remains now to consider some of the affective states in which this property 
of the vital factor plays a part. 

The primary group is the family, or, to be more exact, mother and child. 
At first, as is well known, the child is not aware that it is distinct from its 
mother. Its tie must be, therefore, libidinal, and similar to that binding its 
individual cells. Such a child is happy when with its mother, whether at the 
breast or sleeping in her arms. It does not appear to mind her movements. 
Its troubles begin when she puts it down or something goes wrong with breast- 
feeding. It is separation from the mother, emphasizing as it does the individu- 
ality of the baby, that causes unhappiness or psychic pain. Tearing the child 
from its mother resembles a wound to the cell-mass of which both have so far, 
from the baby’s point of view, formed a part. Pleasure would, therefore, 
appear to be dependent upon union with the maternal cell-mass, or its psychic 
equivalent, whereas mental pain attends severance from it. Weaning, then, 
is taken here as the principal traumatic episode of existence. The breach 
produced by this painful excision can only be healed, in the case of a man, 
by obtaining a mother-surrogate, when “ the twain shall become one flesh ”’. 
What happens in the case of a woman will be considered later. 

The meaning of the oral approach in love-making and the function of the 
kiss become more apparent when viewed in this light. Regression to the early 
oral phase seems essential if securing a new love-object is to be made possible, 
and the completeness of this regression is shown by the involuntary, rhyth- 
mical movements of the oral muscles which not infrequently accompany 
kisses. This regression will be referred to again when the mechanism of recovery 
from grief is discussed, for it appears that in order to heal a wound in the 
ego caused by the loss of a loved one, and to effect a new transference situation, 
it is necessary to start from the beginning, i.e., the oralstage. Even in physical 
disease, which also represents a breach in the ego, regression to the oral phase 
is seen in the demands for medicine in the form of a placebo. 

Hate is aroused by anyone who tends to emphasize the child’s separation 
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from the mother. At first the mother herself is the object of this hate, and then 
the father and others who come between the child and its mother. This hate, 
associated with depression, is again experienced by the jilted lover. Depres- 
sion occurs because loss of the love-object requires regression to the oral 
stage owing to the re-opening of the wound of weaning, and hatred of the faith- 
less loved one is the natural result of this regression. If there is also identifi- 
cation with the lost love-object, self-reproaches will follow. 

It is possible that one origin of the hate which appears at the anal stage is 
a revival of the injury of weaning. In the education of the sphincters the child 
is forced to abandon what it regards as part of itself. 


DEPRESSION. 


Identification with the lost love-object in normal grief is surely a denial 
of the loss, pending shifting of transference to a new object. Cherishing articles 
belonging to the lost loved one retains the link and is, therefore, a denial of 
its severance. As time goes on, interest in these articles loses its acuteness and 
the affect of grief usually disappears. Yet this happy ending is not always 
achieved, and the following is a case in which normal grief passed into a 
pathological form. A female patient, æt. 64, was admitted into a mental 
hospital under certificate two years after she had been widowed because her 
acute and undiminished grief had become intolerable and life was not endurable. 
She forsook her many friends and spent her days in lachrymose solitude. 
She shrank from killing herself, but she was strongly impelled to doso. Her 
family and previous personal history seemed sound, and she presented no 
clinical or biochemical signs of Alzheimer’s or other psychosis of advancing 
years. She exhibited none of the self-accusations or ideas of unworthiness 
characteristic of melancholia, nor was she obsessed by her grief to the exclusion 
of other interests. She co-operated well in occupation therapy and read her 
newspapers. She was soon given voluntary status, and her gratitude for her 
treatment was quite sincere. After two months she was able to speak of 
her husband regretfully, but not tearfully. In forsaking her friends she showed 
that her capacity for transference had broken down and its re-establishment 
coincided with the subsidence of her grief. She treasured her husband's 
personal possessions, and while she was contemplating them grief was replaced 
by a tender emotion. Flight from reality had evidently been achieved when, 
for the time being, the link with the loved one had been restored. Then the 
need for re-adjustment re-asserted itself, the tragic reality was again perceived 
and the grief returned. 

That there is an indispensable link between grief and re-adjustment seems 
likely when we remember cases where such a loss is not at first realized and the 
bereaved is said to be “ stunned ’’. No re-adjustment seems possible until 
the loss has been realized. An extreme form of this is shown by Mrs. R—. 
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When her husband died some years ago she refused to believe the news and 
thought that he had merely gone away. Complications arose when she greeted 
strangers affectionately in the belief that they were her husband “ in some 
other form’’. She was so persistent in her attentions that she had to be 
certified. She is still, after ten years, perfectly happy in the belief that her 
husband is still at hand. She asserts that he frequently visits her at night 
and that they have marital relations. The severance from the love-object 
and the wound in the external barrier of the ego are denied, no grief is 
experienced and no process of repair takes place. 

It seems likely that grief is a state of tension directed towards healing the 
external wound in the ego. Whereas melancholic grief originates from fixation 
at the oral stage, normal grief represents regression to this stage, at which 
crying is the normal outlet when striving is thwarted or a threat of separation 
from the mother is made. When a loved one is lost it would appear that the 
original wound of weaning, when the child is, as it were, torn from the mother, 
is re-opened, and can only be closed through regression to the period of existence 
preceding weaning, whence a new transference situation is achieved and healing 
occurs. 

An interesting question arises regarding the pre-(Edipus situation. A man 
heals the wound of weaning by choosing a mother substitute. He retains his 
mother, therefore. But why does a girl forsake her mother as an object and 
direct her strivings towards her father ? Can it be that the primary masochism 
of womanhood prompts the girl to invite the injury which the father inflicts 
upon his children of both sexes by being instrumental in their separation from 
their mother, and which he keeps open by remaining between them and her ? 
The girl would then identify herself with her lost love-object in a melancholia- 
like reaction. The idea, once common among unmarried women, that marriage 
involves some vague, undefined mental suffering rather lends support to this 
view. 

The cases quoted suggest three forms of grief: 

1. Normal grief—a transient regression to the oral stage as a pre- 
liminary to re-adjustment. 

2. (a) Prolonged grief, the preliminary regression is prolonged 
presumably through pre-existing fixation. (b) Suppressed grief, 
analogous in origin to the traumatic neuroses. 

3. Melancholic grief, due to failure of development beyond the oral 
stage. Attempts at transference break down, and so does the wound 
of weaning. 

The markedly oral nature of the reactions in melancholia, and the fact that 
the subject of the self-accusations is being cut off from loved ones, constitute 
the main reasons for postulating weaning as the infliction of a wound in the 
cell-mass, and at any rate one root of both hatred and depression. A study of 
melancholia also reveals a relationship between anxiety and apprehension. 
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Whereas normal grief is due to a rupture of the external barrier of the ego, 
melancholic grief must be due to rupture of the internal barrier. The severe 
anxiety which often precedes the melancholic outbreak must be, like anxiety 
at other times, protective in nature, a counter-charge reinforcing the inner 
barrier against rupture. It is probable that the melancholic attack results 
from rupture of the internal barrier because the reproaches are directed against 
the mother, who, though formerly an external danger, is now an internal danger 
owing to having been introjected. Anxiety would, then, bear the same relation- 
ship to morbid grief as apprehension does to fright. 


SUMMARY. 


(1) The stimulus-free state is rejected as a goal. 

(2) Individual organisms in an organized group exhibit as a whole the same 
adhesive tendency which their component cells share in common (Trotter). 

(3) The primary group is the mother and child who, from the point of view 
of the child, form one organism. 

(4) The child is happy when its union with its mother is not disputed. Its 
troubles begin when the mother puts it down or something goes wrong with 
breast-feeding. Union with the mother represents pleasure and continuity of 
the cell-mass. Tearing the child from its mother constitutes pain and a wound 
in the cell-mass of which both form a part. At first the mother and later the 
father are instrumental in causing pain. 

(5) Weaning assumes traumatic importance, and the wound caused by such 
a painful excision can only be healed, in the case of a boy, by obtaining a 
mother substitute. In marriage the twain shall become one flesh. 

(6) Depression and hate are aroused whenever pain is produced. Both 
occur normally at weaning, and again at the anal stage. The education of the 
sphincters, forcing the child again to part with what it regards as a portion 
of itself, reopens the wound of weaning. 

(7) Normal grief in adult life represents a regression to the oral stage. 
Without grief and its regression, healing of the reopened wound is not possible. 
When a loved one is lost, re-adjustment is only possible by starting again at 
the beginning, at the oral stage. This is seen also in physical disease when a 
placebo is demanded in order to heal the external wound (disease) in the ego. 
The meaning of the oral approach in love-making and the function of the kiss 
become apparent. The completeness of the regression is sometimes shown 
by involuntary movements of the buccal muscles accompanying kisses. 

(8) In response to an external danger the source of the threat is invested 
with hate, while the external defensive barrier is reinforced by apprehension. 
Similarly, with regard to a threat from within, anxiety reinforces the internal 
barrier. 

(9) Melancholic grief originates from fixation at the oral stage. 


1935.] BY H. WILFRED EDDISON, M.A., M.D. 375 


(10) Normal grief represents regression to the oral stage, at which crying 
is a natural reaction to separation from the mother or to other injuries. 

(11) The anxiety which precedes the melancholic attack reinforces the 
barmer against stimuli from within. The melancholic attack follows rupture 
of the internal barrier. Attempts at transference fail and the wound of 
weaning is reopened. The self-reproaches are directed against the mother 
who, once an external threat, is now, through introjection, an internal threat. 

(12) With regard to the (Edipus situation, a man heals the wound of weaning 
by choosing a mother-substitute and so retains his mother. It is suggested 
that in the case of a girl primary masochism prompts her to invite the injury 
of weaning or, rather, the reopening of the wound. She thereupon identifies 
herself with the lost love-object, i.e. her mother, by a melancholia-like reaction. 
This is supported by the idea, once common among unmarried women, that 
marriage involves some vague, undefined suffering. 
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THE MENTAL REGULATION OF INTESTINAL ACTIVITY. 


By J. M. Epwarps, M.B., Ch.B.Liverp., 
Clinical Assistant, Isle of Wight County Mental Hospital. 


THE control of the colonic motor function, and especially of the series of 
events which lead to defecation, is generally recognized as being a subject of 
the greatest importance in medicine ; and, more particularly, the possibilities 
of varying that control. There are a large number of diseases that may, in 
special instances or in general, be due to constipation and inefficient elimination 
of waste products. Constipation has been claimed as the first step towards 
the different catastrophes ranging from Meniére’s disease and otosclerosis, 
gout, hyperpiesia and certain of the rheumatisms, to cases of hernia and 
abnormal presentation. It is my endeavour to look upon it as being even more 
prominently a secondary manifestation, a symptom of an even more wide- 
spread condition—mental misapplication and disorders of mental forces. 
With this in mind and dealing with an argument that is already proved to 
some degree in its most marked details, it is hoped to present, not masses of 
data and deduction so much as an illustration of the value, and even a hint 
at the frequent therapeutic necessity of orientating the various causation 
circles in this direction. As a cause, and especially of these mental difficulties 
themselves, constipation is well enough stressed ; constipation as a result has 
not yet been sufficiently realized, nor attacked rationally from its base. The 
words “ habit formation ’’ cover most of the therapeutic efforts from the 
mental side, and that 1s conceived very much as a time-conditional reflex of 
purely physical determination. A more definite idea, then, of the mental 
aspect of intestinal motor function may be helpful, and especially so when 
so many of the habitual purgative class of drug are being authoritatively 
questioned as being disorganizing to this proper function. The treatment of 
constipation is hardly yet on a successful or rational basis. 

It is a matter nowadays of common agreement that great influence can 
be, and commonly is exerted on the somatic function as a whole by emotional 
states ; particularly by repressed emotions (1), and the action even particularly 
clearly shown on the intestinal motor function (2). Precisely what is the 
mechanism for psycho-somatic interplay at this level has not yet been fully 
worked out, but mental states have been shown to have definite effect on factors 
as basic as respiration, oxygen consumption, and the whole function of acid- 
base equilibrium, as well as on the endocrine organs (3, 4, 5,6, 7, 8). Through 
these there is room for any number of ulterior effects. The whole postural 
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interplay of metabolism and somatic adaptation appears to be swayed by 
mental feeling states. That this is perfectly natural is shown by the reflection 
that emotion, or its longer variant mood, is in fact no more than the conscious 
feeling that goes to the elaboration of the general type of change that the 
organism wishes to produce between itself and its environment (9, Io, II, 
12). Of necessity, then, these emotions will induce alterations and adap- 
tations of functional activities throughout the whole body. Taking the 
organism as being healthy, each cell will alter in its reactions according to, 
firstly, its own tendencies to differential function under its own environment 
(e.g., to secrete in the presence of food), and secondly, according to higher, 
correlated units of activity tendencies. These higher units are correlated in 
nerve centres from other somatic or external aspects, and are shown as ten- 
dencies, such as, in the highest degree, are demonstrated in emotional states 
—tendencies of the whole integrated personality. It is of primary import that 
the higher unit can inhibit and control the level of action-response of the lower 
unit (13, 14). The more inclusive unit will naturally exert a more general 
and less selective effect on the action than the more local reflex. Just as the 
primitive withdrawal reflex gives way, so should the reflex intestinal functions 
give way—to conscious preoccupation, or unconscious, in activity of another 
direction. 

There are certain general emotional results on intestinal action that are 
well known—the diarrhoea of fright and fear perhaps best. The constipation 
of acute mental disease is a corollary to this. The need for habit production 
is realized well by all, but, not so well, that the sensory stimulus to defecation 
will probably be overlooked if the mind is at work on some other problem. 
In an opposite way it is common practice to give a patient a purgative medicine 
when he comes with the complaint of being generally below par and of worrying 
too much. But, in this instance, which is the more likely to start the vicious 
circle ? Constipation out of the blue to an otherwise sound organism? Or 
mental overloading and misapplication out of life to a man who, though 
healthy enough, is immersed in life? Indeed the doctors and the patients 
often realize this when they stress the need for a “ change of air’’, or for 
‘“ getting out a bit ’’, which does represent an attempt at least at mental 
treatment. These attempts are usually symptomatically successful to a degree, 
for the time being. 

When the whole body, then, is toned to despondency, the whole bowel is 
likely also to be sluggish in general. Proper intestinal action is, like other 
function, dependent on the correct individual working, and then the accurate 
interplay of a series of interlocking mechanisms. ‘Taking the separable parts, 
one can trace more detailed action. Proper digestion is a first necessity (15, 16). 
This, in the normal individual, has been shown to hinge to a very large extent 
always, in each part of the intestine, on the adequacy of the previous step 
in digestion. The first step is very largely dependent on appetite. A poor 
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appetite must mean poor reflexes all along the line and, apart from direct 
secreto-motor reflexes, the lower bowel will be getting an “ unprepared ” 
type of food, which is a priort unlikely to provide the best stimulus to action. 
Also it may mean fermentations, putrefactions and an abnormal bacteriology, 
from which various vicious circles of toxicity and so on may be set off in turn. 
Proper digestion, too, demands proper post-prandial leisure, and presumably 
mental leisure. Then there are the various movements from the ileo-cecal 
valve to the rectum. For the valve itself, it opens reflexly to allow food to 
pass and to prevent it passing too early, in too fluid condition (17). It has 
been shown to open most freely after meals, and reflexly with the openings of 
the pylorus. It is also most noticeable after meals that emotion will induce 
spasm of the pylorus and inhibit the gastro-ileal reflex at its start. Clinical 
evidence shows that minor mental worries inhibit gastric emptying in a parallel 
way. Meanwhile, apart from disorganization of digestive and absorptive 
processes as a whole, more water will be absorbed, and the food mass is already 
delayed and less fluid. In the colon itself there are two types of movement. 
First is the more local and simple variation of muscle tone. This is most 
probably myogenic (18, 19), and appears less likely to be affected reflexly from 
other parts. Emotional disturbances, however, and adrenaline secretion have 
been shown to produce exaggeration or even spasm in them, and these move- 
ments are such as to increase absorption, and will also tend directly to stag- 
nation of the contents. In the first place, the mass peristaltic movement will 
be slowed by more solid fecal matter ; in the second, they will be themselves 
directly inhibited by the spasticity of the muscle. This mass peristalsis is the 
direct propulsive mechanism of the colon. It is of comparatively infrequent 
occurrence and is brief and powerful. Normally it is set up reflexly from 
the pylorus, and thus is demonstrably interfered with by emotional states. 
Its brief nature implies that a comparatively short inhibition may lead to a 
comparatively long period with no forward movement in the colon at all. 
It is clear, besides, that all these reflexes are mechanisms likely to be exag- 
gerated or disorganized as a result of higher nervous activity. Emotion 
notably causes spasm through the whole intestine. 

Then there is the act of defzcation itself (20). This consists in the per- 
ception of a sensory stimulus and a corresponding reflex action, of peristalsis 
and accurate voluntary pressures. The perception is conscious and there is 
the voluntary muscle adjunct. If the brain is preoccupied with a seething 
emotion or mood, or intellectual content, the stimulus may be ignored by 
the individual. Not only this, but it is a matter of common experience 
that even if we replace the missing conscious stimulus to defecation by a cere- 
brated desire to do so at a time when we know the reflex should be workable, 
even then the reflex response is likely to fail, probably at a lower integration 
level, if we are emotionally upset. 

Constipation is clinically of either dyschezic or spastic type, in otherwise 
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normal individuals. Both types may be produced by common mental states. 
The neglect of a sensory stimulus is usually ascribed to laziness in the first 
place, but it is even more likely to be due to mental preoccupation consciously 
or unconsciously determined. An aberration like constipation is not likely to 
arise de novo, and in most cases there seems to have been little if any alteration 
in feeding condition. Diet is obviously capable of altering bowel action to a 
considerable extent, but normal variations are not enough to disturb most 
people, and if some need a special diet, that surely means to say that their 
intestinal tract is functioning less adequately. It is then still no more than 
a symptom of a more general condition of body reactions that is being 
cured. It seems irrational to treat constipation as primary, or as due to bad 
feeding. 

In the attempt to correlate mental conditions and bowel action with any 
degree of accuracy, it is the assessment of the mental side that is difficult. 
Apart from the field of common experience, the most likely group for investi- 
gation is that of the psychotics, their mental tone being comparatively well 
manifest. There are two main mental states apparent as having physical 
side effects—apart from the emotions (21). There are those who, as far as 
possible, fail to react to stimuli, and those who react to stimuli in an exag- 
gerated and disorganized manner. These correspond roughly to the introvert 
and extravert types respectively, and it is interesting to note that the first 
shows both a decreased, slow reaction secretion of adrenaline and a decreased 
general reaction to adrenaline, whereas the second type shows just the opposite 
in both cases (22, 23). Boles (24), for instance, says, “ In making a diagnosis 
as to the type of constipation, the first essential is to know the patient”, 
and later he roughly defines the phlegmatic and the irritable types. He also 
considers, and others agree, that the frequency of motions that should be 
considered normal for each person depends on whether he is irritable or 
phlegmatic. Again, he and others have pointed out that constipation, and 
more especially the spastic type, is a product of civilization. Yet surely this 
rush produces as much attempted withdrawal as it does attempted hyper- 
trophy of energy : hypotonicity as much as hypertonicity. 

The disorders of action fall into the main groups of (1) over-reaction 
with disorganized reflexes; (2) simple over-reaction; (3) simple under- 
reaction; (4) under-reaction with disorganized reflexes. Taking the views 
that the mental state is a tendency reflected throughout the organism, we should 
be able to account for bowel conditions by corresponding mental conditions, 
in the absence of organic disease. Disorganization of reflexes, then, by itself 
is likely to be due to emotional conflict and difficulty. Pavlov’s dogs seem to 
show this (25). Also it will be worse, as with Cannon's reaction (2), when 
suppression is attempted (26, 27). The more lasting corresponding states are 
anxiety, despondency and so on; roughly speaking, any failures of the mind 
to adapt. Again, it is states of displeasure and not pleasure that will tend to 
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interfere with normal action directions, as being a desire for change. Over- 
reaction and quick reaction are main factors of the extravert type ; under- 
reaction of the introvert, schizoid type. A complication arises when a schizoid 
type or intermediate is trying to work at high pressure, or conversely, when an 
extravert or other type is trying to withdraw from reality contacts. Thus we 
can elaborate our groups. 

(I) Over-reaction with disorganized reflexes—Seen in spastic conditions. It 
corresponds roughly to extravert types with a degree of mal-adaptation. 
Clinically these are recognized as hyperpietic and sthenic types, which rightly 
include the intense triers of other character groups. The intensity is in itself, 
as a rule, a sign of poor adaptation in some way—a continual effort to “ keep 
up the pace”. Perseveration of mental activities occurs markedly in these, 
and is most important as a tendency to preoccupation and inhibition. Many 
sthenics are regular enough while keeping a careful routine, but will be the 
first to inform one that even a small complication arising will upset both mental 
and intestinal poise. 

(2) Simple over-reaction.—Well known in the case of mucous colitis. This 
should be a type that is hyper-responsive to stimuli and extravert, and yet 
refuses to feel anything to such a degree as would have any sense of difficulty 
init. Most hysterics are like this, and this again is recognized clinically as the 
type tending to mucous colitis. It has been shown that the mucous secretion 
is the result of local irritation and not nervous control (28), and in that case, 
clinical evidence equally shows that the increase results from greater irritability 
of the glands rather than from a more irritating fecal content. 

(3) Simple under-reaction.—The introvert, or other type, has the tempera- 
ment or wish to travel slow, a desire to stay still, and no particular under- 
current of dissimilar or disturbing mental activity. This group is recognized as 
those who, with less frequent motions than might be desired, are yet normal 
enough for themselves. 

(4) Under-reaction with disorganized reflexes —This applies most directly to 
dyschezia. The group is of those who are too lazy, or ignorant, or demented 
to respond to the stimulus, and those who, while well able, are over-occupied 
mentally—overdriven and trying to lag back. The introvert is most suscep- 
tible to this type of reaction ; also weak types, the ptotic and asthenic types. 
In acute mania there is a profound loss of true reactive power also; true 
emotion is lost and the body is limp and exhausted. The dyschezic element 
itself may be due simply to excessive distractibility. 

In the types, overlap will naturally occur, and each patient must be taken 
as an individual problem, to be sorted out and given perhaps more than one 
label. A hard-going spastic extravert may easily have preoccupation enough. 
for instance, to add a dyschezic element to his trouble. All along it is the latent 
and not the immediate mental content that counts; it is a fairly steadv 
action adjustment trend, such as nearly all form in their attitude to life. 
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As a corollary to these we should find that well-adjusted people reacting at 
a normal speed will not be constipated at all, except when organic disease is 
present. 

The question of habit arises. The bowels are brought under voluntary 
control to quite a considerable extent, as is clear in tracing up the infant 
into the child and the man, and it is also clear that a habit can be trained, and 
can be very powerful in resisting other and alterative tendencies. It seems 
not to be a question of a momentary attention that is acquired, but an auto- 
matic ordering of a whole little section of one’s attitude. Merely going to the 
lavatory is not enough. It must be regular, long-standing, automatically 
timed ; one should “ not be anxious’’, not “look behind’’, and so on. It 
seems a case of dissociation in various degrees up to the most marked cases. 

CASE 1.—A strong, vigorous extravert, rather overdoing things, and very hearty. 
Regular motion after breakfast ; and at the same time not quite his proper bouncing 


self round about breakfast. A strongly vegetative, automatic undertow was visible 
in him from about 8 a.m. to 8.15 a.m., culminating in the lavatory. 


This may be an extreme case and may be overdrawn, but it seems to me 
that something of this is very frequently discernible. Another form that is 
often noticeable is a parallel type going regularly, immediately on rising from 
a deep slumber that belies his daytime worries and anxieties. This is a further 
reason for the greater simplicity of the question in psychotics, for they seldom 
have the organizing ability for dissociation in a constructive direction of this 
sort. The difficulty of inducing the habit anew—an endeavour on which most 
medical men concentrate exclusively when attacking the mental side of con- 
stipation—this difficulty is entirely to be expected, reasoning on these lines, 
and seeing that the endeavour is, as a rule, directed without precise psychological 
knowledge. 

With these probabilities in mind it was decided to see whether it was 
possible to show that a definite connection was visible between the mental and 
intestinal functions of the patients in the mental hospital. The mental 
content could be assessed with more accuracy than usual in such a group, and 
the condition of their bowels was, as a rule, equally clear, thanks to a careful 
nursing staff. After a general survey, to see what characters appeared most 
to the point to look out for, a short mental assessment was made of the con- 
dition of each patient on the male side. A parallel set of notes was then made 
of the state of the bowels, as noted by the nurses. The personal factor remains 
considerable in such an investigation. It would, perhaps, be best simply to 
copy out the lists, but the most precise phrasing would still be no more than 
personal impression, and would, in addition, be liable to misinterpretation. It 
has, therefore, seemed best to tabulate a little, and to group, for convenience. 
of interpretation, giving brief examples only of the actual assessments made. 
Similar, though less intensive, inquiries were made on the female side, and of 
these no more need be said than that the results were precisely parallel. Only 
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a few examples are taken from these. It was at once clear, as suggested above, 
that it was not the overt mental activity that counted so much as the back 
ground, the readiness and steadiness of attention, the tendency to perseveration 
and continuity of action or to the reverse, the amount of basal mental activity, 
its force and its pleasant or unpleasant character ; most important also, the 
adaptation factor. No elaborate analysis seemed necessary or profitable. — 

On the male side there were four wards and an admission block. There 
were few patients in the latter at the time and they were conveniently grouped 
among the others. One or two workers were left out, as their bowel condition 
did not seem accurately known, though appearing to be regular. The material 
is shown in Table I. 


TABLE ].—The Material. 


f F Rough % 
Category. Number. constipated. 
Ward I. Best workers . : 24 s 15° 
= II. Retired . A f 23 f 20% 


„ III. Refractory : l 24 750%, 
» IV. Hospital . : 38 , 50%, 


It is interesting that the percentages should so clearly correspond to the 
difficulties set out in this table, but the real argument in this case is to be 
drawn from much less symptomatic and more individual rating than is implied 
in the ward divisions. A summary of each of the cases in Ward III will act 
as an example of this—Table II. 


TABLE I].—Ward III. 


Patient. Summary of mental aspect. Bowel functions. Remarks. 
1. Easy-going, manic, very easily roused. Con- . Frequent, . 2-3 per day. 
stant grumbling and laughter on every regular 
occasion, but seldom really active. 
2 . Cerebral syphilis. Very easily roused. Delu- . Ditto i 2 usuallv. 


sions of grandiose happy type. Some- 
times violent ; works easily and happily. 
3 - Dementing extravert, who likes to sleep, but . us ‘ 3 
can keep tidy, and is extraordinarily easily 
roused for a moment at atime. Pleasant 


delusions. 

4 . Extravert. Simple and rather withdrawn, . Regular ‘ I per day. 
but pleased and good tempered. 

5 . Quickly reacting, but fairly withdrawn and . Rs ; an 


occupied mentally. Talks to himself a lot, 
and pleased with life. 
6 . Easy-going new case. Schizophrene. Always . a ‘ ys 
smiles to himself and is withdrawn, but 
works and co-operates well. 


7 . Dementing and scarcely works at all; willnot . E . With occasional 
speak, but does as he is told easily and aperient doses. 
seems well pleased. 

8 . Old delusional case. Now easy-going enough, . Fr : Ditto. 


but easily roused and rather aggressive. 
Not worried. 
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TABLE II. — Ward III—continued. 


Patient. Summary of mental aspect. Bowel functions. Remarks. 
9 . Much withdrawn, but works well automati- . Fairly 
callv. Co-operative as far as he is any- regular 
thing. Very dull. 
Io .  Persecutoryv delusions. Now almost used to . Ditto 
them, and easy apart from an occasional 
storm. 
1x. Dementing epileptic. Rather untidy, con- . Slightly 
fused and difficult. Extravert. constipated 
ı2 . A much confused and hallucinated schizo- . Ditto 


phrene. Now better and more accessible. 
Still withdrawn and mentally active to a 
fair degree, but improving. 
13 . Much withdrawn and dementing ; does as heis . on 
told, but has to be told all the time. Seems 
equable and happy. 


14 . Weak, worried and unhappy. Delusions of . Constipated . Only irritant 
infection. purgative. 

15 . Introvert. On suicidal card. Dementing, but . = . Any purgative. 
stil] rather intense. 

16 . Deluded and dull-witted. Also usually apa- . > : Onlv irritant 
thetic and depressed. purgatives. 

17 . Intense introvert recently admitted. Very . 26 . ‘ Onlv paraffin ; 
intense and preoccupied, but co-operates . belladonna helps. 
well when required, and tries hard. 

18 . A worrving, petulant schizophrene. Weak . Pe : Irritants or 
and dull. salines. 

19 . Very demented and stupid ; untidy; tears off . jj ; Irritants. 
his buttons, etc. ° 

20 . Intense introvert, with periodic attacks of . Alternates . Though always a 
depression. Persecutory delusions. ' degree of 

constipation. 

21 . Intense paranoid. Delusions of persecution . See below 
and very active depression. 

22 . Dementing schizophrene. Smirking and . Dirty ; Fairly regular. 


happy and fairly active in mind. Quite . 
unco-operative and careless, and increas- 
ingly auto-erotic. 

23 . Demented and dull. Hardly understands the . Pe .  Constipated. 
simplest order and is quite beyond showing 
attention to anything. 

24 . Schizophrene. Blank and morose. Negative . j) . No enema, no 
‘and talking to himself incessantly, with action. 
unpleasant delusions. 


Patient 21 is the only case where the correlation of states was not clear, 
and even here there was probably no exception. His mental state should go 
with severe constipation. As a paranoid dement he might well have been 
capable of dissociating adequately, but this man was hallucinated, unhappy, 
and seemed very much in the power of his obsessions. The story ran that 
he went regularly to the lavatory and stayed there half an hour or so, remon- 
strating occasionally with himself. Afterwards he would say that he had had 
a motion, if asked. He greatly resisted any attempt to inquire into his 
physical condition in any direction. In every case, then, there would seem 
to be a definite and individual, not merely statistical, correspondence between 
the two states or levels of action. It is seen that, while, as expected, the 
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reaction type was responsible for a general tendency, the deciding factor was 
the adaptation and effort or otherwise of each in relation to his type. To 
follow this out better, the results may now be shown in more deduced groups, 
with the understanding that they really do, as in Table II, represent a sum of 
individuals added into groups, and not a mere form of average representations. 
The main divisions are shown in Table III, to bring out the tendencies of each 
type. Border-line cases and overlapping cases were, naturally, present 
throughout. 


TABLE III.—Groups. 


Extravert. Introvert. Paranoid. Others. 
Frequent . ‘ 6 i ihe So “sh ; 5 
Regular . ; I2 : 7 7 II 
Irregular . f 6 : 5 3 6 
Constipated . 2 16 3 8 
Varying . . II ; I I 


The frequent group are those who usually had more than one action per 
day. They are of great interest. Six were typical extravert insanities, all 
of whom were quick and over-reacting, well adapted, and pleased with them- 
selves. One had asthma, and was very ill. Delusions, if shown, were of 
pleasant, sometimes hysterical type, or else the patient noticeably liked having 
them and had quite ceased to worry over them. One was being hit repeatedly 
in the stomach by enemies. He seemed not only pleased, but considerably 
brightened by this reflection. Of the others, one was a case of cerebral 
syphilis, one of general paralysis and three were epileptics. The first two 
were in a typical, happy, elated state ; the epileptics were equally typically 
self-satisfied, quick and rapid. The introverts, as would be supposed, are 
not represented ; nor yet on the female side, where indeed the group was 
practically a replica of the above. There were no cases of pathogenic diarrhea 
at the time. f í 

The regular group was larger than might have been expected in a mental 
hospital. Walshe (29) gives 20°% as a very rough estimate of the prevalence 
of constipation in the United States. This does not sound an over-estimate. 
In the hospital it is about 40%,—just double. On adding up, however, the 
cases of acute mental state and advanced dementia—very vague, admittedly 
—they also made up 40% or more of the whole. Once the acute stage is over, 
it is comparatively easy for patients to adapt to their new mental and environ- 
mental standards, and to maintain life at their own pace more or less to their 
wishes, until dementia supervenes, and they fail to maintain self, wishes, or 
the action of their bowels. Of the extraverts in the regular group all showed, 
besides their extraversion, good adaptation with a degree of dementia or senility, 
or else greater capability of reaction with a less markedly good adaptation 
and self-satisfaction. At opposite ends of the scale : 
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CASE 2.—A very good worker; very extravert and quick reacting. Bursting 
with song when not thinking particularly ; but he is working to his full mental 
capacity, and is rather anxiously aware of his chances of discharge, if he can keep 
it up. 

CasE 3.—Is now silent and very demented. He does a very little automatic 
work, and in this, as in the other components of his life, he evinces a pleasure 
equalled only by his unconcern. He does not get untidy. 


The introverts are all the best adapted of their kind, and not so demented 
as to be unable to look after themselves. The seven paranoids are hardly 
typical. All were cases pleased enough with their life, and used their tale of 
woe not with intensity as a scourge, but for the occasion, with a fair show of 
interest. Some were probably schizophrenes. 


Case 4.—An artist and quite a character. He looks rather fiercely venerable, 
distant and intense, but when approached is aged, quite pleasant, and absent- 
minded. He likes to go on long walks, and, occasionally, to write and remind 
the Government that something may yet be done. Paranoid. 


The remainder of the regular group are all clear enough cases, and among 
them some easy-going imbecile types. 

The irregular group was naturally a little vague—patients whom one did 
not like to describe as definitely constipated, yet who were none too regular, 
and seemed to have difficulty in this way. On the mental side it was quite 
remarkable that all of them were just as indefinite: not really well adapted, 
nor yet frankly displeased ; not quick, perhaps, yet not incapable of doing 
what they were told. There is, of course, a complete gradation, as implied 
in Table II, but the difficulty of precise measurement on both sides makes it 
perhaps as accurate, as well as more convenient, to deal in groups. 

The definitely constipated group is not alarmingly large. The definite 
extraverts among them are very few. Extraverts will tend to constipation 
when making considerable effort to get along, and psychotics are unlikely to 
do this except in the acute stages, which are mentioned later. Of these two, 
one is the most demented patient in Ward I, the other an unhappy and maudlin 
general paralytic, though with a fairly well-preserved intelligence. A few 
more could be added to these from the female side, but it seems to take a very 
considerable dementia or an especially anxious mental state to make a typical 
extravert’s bowels sluggish—apart from acute stages. Of the introverts, on 
the other hand, more than half are constipated, and of these the majority 
again are so demented as to be past thinking of their bowels for themselves 
at all. Some, less demented, were yet beyond thinking of externals, being 
acutely withdrawn and taken up with verbigeration or catatonic activity. 
Table II, 17, is interesting as the only introvert, excluding paranoids, who had 
spastic constipation. It was, however, clearly correlated with his state. 
Table II, indeed, shows an interesting gradation of schizophrene types. Of the 
three paranoids one was recent and acute, one was rowdy, difficult and dement- 
ing, and the other was old and querulous, though not acute. The paranoid 
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irregulars, to revert, were those whose delusions were in process of becoming 
less troublesome and more routine to them. There were more on the female 
side. The remainder of the constipated were the same, with a number of 
worrying hypochondriacs. 

The dirty cases were of interest, and Table II shows a good epitome of 
examples. One thoroughly careless with a motion every day somewhere ; one 
extremely occupied and worried with no motion at all; the other intermediate. 
In the hospital ward there were two of another extreme—extreme dementia. 

The type of constipation shown has already been suggested. It was 
extraordinary how regularly it was possible to predict the successful or un- 
successful class of drug ina given case. Spasticity went with positive intensity. 
Underaction with mental withdrawal, and dyschezia in itself with forgetfulness 
engendered by whatever cause. Table II again shows a good variety. 

In the varying group are included all the acute cases showing recovery 
and the definite alternating psychoses. Almost all our recoveries showed a 
degree of coincident improvement in bowel function. But two minor degrees 
of recovery on the female side did not. One had carcinoma of the descending 
colon, and the other appears to have pain of organic origin in the abdomen, as 
yet undiagnosed. She is old, and is very worried about herself. Both are 
severely constipated. On the same side one “ recovery ” from acute catatonia 
has to have regular enemata. She is keen, nervous, intense, and wideawake, 
and the type of constipation is now spastic. She has not, in fact, recovered 
to an equilibrium, but to difficulties, and it was interesting to follow out the 
accuracy of this distinction in certain other cases. Of the alternating cases, 
the milder went from constipation to regularity. A few, varying but always 
anxious, went from less to greater degrees of constipation ; of these were the 
one introvert and the one paranoid in the group. One new admission with 
gencral paralysis changed from extreme annoyance at finding himself there, 
to high spirits and great gusto when the discovery was forgotten. He was 
at first very constipated, but now goes two or three times in the day. 

Just as remarkable was the way in which minor mental set-backs in any 
patient were attended by increased constipation. Sometimes it seemed that 
a mild degree of constipation cumulated to cause a mental exacerbation. 
These were known to recover immediately with enemata. In most cases, 
however, it seemed that the mental state altered directly primarily, and in 
these enemata had little effect. 

Two male patients, not noted above, were old men who had to retire to 
bed, one with a broken thigh, the other with a failing cardio-vascular system. 
Both had been refractory, worrying patients, but became more co-operative 
and pleasant under the humanizing influence of illness. Both, constipated 
before, became almost regular, despite their illness. Another case was a 
typical happy extravert succumbing to a rapid, ulcerating carcinoma of 
the anus. Here frequency gave place to regularity and thence to slight 
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constipation. The deep ulcer seems never to have interfered itself with the 
passage of fæces, and the sphincter went early on, but the pain of any move- 
ment has increased, and is now great, making him very anxious in that 
direction. In the same way two bad cases of piles showed more constipation 
than would have arisen from their mental state in general. 

In each of this series of patients, then, a recognizable correlation was 
present between state of mind and bowel function. No measurable index 
was found, but the rough degrees were not hard to assess in the individual. 
A good account of the mental state should make possible an accurate general 
forecast of bowel function, and, where these did not agree in the investigation, 
organic disease was found to be present. It may seem rash to claim 100%, 
of accuracy, yet in a matter of this sort the correlation, if present at all, will 
surely be present in all cases, though it may vary as to degree in each. The 
whole, perhaps, amounts only to the statement that constipation is always 
a symptom of either mental or organic aberration, but it attempts also to show 
the very high percentage of the former, and to draw attention to constipation 
as a very immediate symptom of mental difficulty. Constipation does aggravate 
such difficulty, but must itself be caused by something. The attitude of mind 
is always there to affect function—organic disease only seldom. 

It may be apt to conclude with a short account of an interesting case 
from outside the hospital, of a type which must be very common. 


CASE 5.—Male, born 1910. He had had a typical introvert history, and was 
of athletico-sthenic appearance. A hard worker, though not bright, he had found 
life to require a considerable intensity of application. In school days he had regarded 
a regular motion in the mornings, after waiting in the queue, as rather a luxury, 
to be indulged in by such as could afford to waste time. It is not unnatural that 
a considerable degree of constipation had obtained. On leaving school he soon 
realized the importance of setting the matter right, and endeavoured to acquire 
the habit. For a time he was unsuccessful. During the next few years, however, 
much of his intensity wore off, and life was seen to be less of an ordeal to him. 
This was under the softening influence of early maturity and of a slight but welcome 
degree of success in a local branch of sport. He now became quite regular, although 
soon getting lazier in observing the precision of habit. At the age of 22 a further 
change occurred. The process of maturation continued and assumed a less jocular 
aspect. His mind began to fill again with the whole tragedy of conscious existence, 
and at the same time he was forced by examinations, the threat of the future and 
his new turns of thought to realize the great futility of his previous eftorts, and the 
little successes gained by a mental effort that might with more profit have been 
spent on work or on acquiring some knowledge of social procedures. He again 
had to concentrate on regular evacuation, but only became more and more con- 
stipated, and by April, 1934, started taking considerable doses of aperients, with 
inditterent success. At this date circumstances sent him to a job at some distance 
from the set of associations that had been undermining his sense of equilibrium. 
At first he was distressed and uneasy, and was having to work hard. He picked 
up, however, and early in June passed an important examination. He had had 
a period of psychologica! attention from the writer, with the advice of Dr. Davies- 
Jones, and, his difficulties passing the crisis together, he returned from his success 
with confidence restored and a less intense and difficult manner. He stopped 
taking patent medicines, and now had ne difficulty in going regularly twice a day. 
This lasted for two months, and still obtains, except that an occasional short fit 
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of recurring intensity puts him out for a day or two at a time. In the early period, 
the type of constipation seems to have been dyschezic. At the time of examination 
in April the colon was spastic and there was no rectal accumulation of feces. The 
last year or so he had complained of pains in the right iliac fossa. He now feels 
that constipation is not a matter to be blasted out with medicines, but a warning 
that his attitude is going wrong. 


In a great majority of all these cases the constipation had been treated 
long, by both medicine and exhortation to correct usage. The endeavour 
produced no change. Mental improvement, however, was always at once 
accompanied by improvement. It seems difficult to doubt the direction in 
which therapy should most rationally turn. 

It is a pleasure to me to thank the Medical Superintendent, Dr. Davies- 
Jones, for enabling, encouraging and assisting this investigation; also the 
nursing staff for their willing co-operation. 
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THE SYNDROME OF NEUROTIC ANXIETY: THE SOMATIC 
AND PSYCHIC COMPONENTS OF ITS GENESIS 
AND THERAPY. 


By WALTER Misca, M.D.Berlin, L.R.C.P.&S.Edin.* 


WHILE the best accounts of anxiety appear in the French literature, which 
contains a number of monographs on anxiety (IQ, 23, 32, 34, 40), psycho- 
analysis regards anxiety as the primitive reaction of the pain principle, and 
deals with it in a fair proportion of its investigations. | 

In 1895 Freud (25), in one of his first analytical communications, a model 
of clinico-scientific presentation, separated off anxiety as a syndrome connected 
with the discharge of somatic excitations. 

We regard anxiety as a somato-psychic syndrome which can spring from 
various sources, and in the course of our investigations have reached the 
conclusion that there are a number of anxiety states which represent the 
psychical side of a primitive organic happening. 

In these investigations we have not considered the various states of anxiety 
regarded as secondary. 

(a) Those accompanying the different forms of heart disease, organic 
and nervous, characterized by a distinct precordial distress (cf. 4, 64). 

(b) Those accompanying functional and organic disease of the 
respiratory tract, such as asthma, characterized by the prominence of the 
fear of asphyxia. 

(c) Those arising from psychotic ideas. 

In contrast there are a number of forms of anxiety which can be designated 
primitive or primary, and the genesis of which must be said to lie in an excita- 
tion of primitive apparatus. To this group belongs the anxiety in anaphy- 
lactic states of all sorts (cf. Dattner (16), and more especially Freud’s anxiety 
neurosis, which was the starting-point of our investigations. These primitive 
states of anxiety may secondarily become psychically fixated and manifested. 

An attempt is here made to work out a symptomatology of anxiety states, 
permitting a rapid differential diagnosis. 


SYMPTOMATOLOGY OF NEUROTIC ANXIETY. 


The starting-point of the investigation was the “acute major anxiety 
attack ’’, which is to be regarded as the prototype of anxiety. 


* With the collaboration of Dr. Kate Misch, who examined most of the cases. 


The cases 
are Berlin patients, examined in 1931 and 1932. 


390 THE SYNDROME OF NEUROTIC ANXIETY, [April, 


Such an attack commences with paresthesias, such as a cold shiver up 
the back. There follows a feeling of oppression, with palpitation and shortness 
of breath, rapidly increasing ; then a feeling of cold, with shivering, trembling, 
and chattering of teeth sets in; the skin is pale and cold to the touch, and 
covered with sweat. At the same time the feeling of anxiety increases to the 
highest pitch of bodily sensation. Finally there is giddiness and nausea, 
occasionally followed by diarrhoea. The patient sees everything as in a haze ; 
there is flickering in front of the eyes, and acroparzsthesias are present. The 
whole motor apparatus is, as it were, paralysed ; the legs no longer give support, 
speech becomes extremely laborious and slow, and the voice is weak. Every 
movement entails enormous effort. The patient feels that he is in a fog, 
isolated from the external world; sometimes there is a distinct feeling of 
dissociation, and the patient looks upon himself as a stranger. He surrenders 
helplessly to the fear which overwhelms him, without being able to offer any 
resistance or even to call for help. The whole psychical apparatus is inhibited, 
processes of comprehension tremendously slowed; questions are not appre- 
ciated, or only answered after some minutes. 

When observing the patient during an attack of anxiety the general immo- 
bility is the first feature that attracts the attention. The face is motionless 
and mask-like, gestures extremely slow, hesitating and diminished ; vocal 
utterances are few, slow, and interrupted by long pauses. The expression, as 
a rule, does not actually show anxiousness ; it is not strained, but rather sagging 
and helpless. The patient remains where he is, standing or sitting. Every 
alteration in space occurs as with the greatest effort, slowly and with 
slight, hesitant movements. The pallor is very noticeable, as well as the 
cool skin frequently covered with a cold sweat. The eyes are wide, the 
pupils dilated and the rate of blinking is reduced. The pulse is greatly 
accelerated (up to 120 per minute) ; the blood-pressure is raised up to 140 or 
150. 

In the foreground of the psychical experience is a feeling of annihilation, 
similar to that felt in angina pectoris, but there is no localization to the region 
of the heart; the feeling permeates the whole body. It is not directly inter- 
preted as anxiety by the patient, but rationalized and given a content. The 
feeling is always “ This is death ”, or “ This is the beginning of insanity ”’. 
The patient never declares that he is anxious, but that he believes that he 
must die or become insane. 

Even when the attack is receding or has ended, it 1s usually not designated 
as anxiety. The patient comes to the doctor, either in order to be examined 
for mental disease, or with complaints of the accompanying somatic symp- 
toms, heart trouble, giddiness, stomach and intestinal disturbances, etc., so 
that a careful exploration will alone detect the presence of the anxiety state. 
For the same reason many sufferers from anxiety states are treated for years 
symptomatically for their somatic symptoms. 
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The acute attack can last from I to 20 hours, during which it may change 
in intensity and character of symptoms, and usually ends as suddenly as it 
began. Frequently it passes over into the “chronic anxiety state”, or into 
the “‘ state of anxiety preparedness’’. Sometimes it is over within 15 minutes, 
and gives place to a feeling of especial well-being, as after overcoming some 
serious danger. In this stage there may be a pleasant feeling of warmth, and 
sometimes diarrhoea and polyuria. It is said that the end of the attack may 
be indicated by the appearance of tears. The acute major attack can occur 
once only, or can be repeated at indefinite intervals with the same intensity 
and in the same manner. After a few attacks the subjective and the objective 
picture can alter as defence mechanisms enter into action, which will be referred 
to later. 

This type of anxiety, which externally so resembles the anxiety of melan- 
cholia, is to be designated “ the major akinetic anxiety attack’’, and is to be 
regarded as the prototype of the neurotic anxiety state, since it has been found 
in the course of the anamnesis in almost all our cases at the onset of the illness. 
In general it occurs only in persons previously free from anxiety, and only at 
the commencement of the anxiety neurosis in this pure form. Further 
progress of the disease alters the type of the anxiety in that, according to the 
resistance and activity of the personality, various defence mechanisms are 
brought into play. We then no longer see the pure picture of the anxiety 
attack, but rather a state in which the ever-threatening anxiety is kept down 
and modified by mechanisms originating in the sphere of the will and in ideas. 

In a case-material of 50 cases of anxiety, such a major akinetic attack was 
only accurately observed with success in 3 cases, for the patient, on account 
of the motor inhibition during the attack, is as a rule unable to communicate 
with anybody, and even after the attack he is usually not in a position to relate 
the experience of anxiety, or else he is ashamed to confess to his symptoms. 
He may be afraid that a recollection will bring about a repetition of the attack, 
or that he may obtain from his doctor a confirmation of his fear of becoming 
insane or of having to die. 

The defence mechanisms (cf. Meerloo (54)) set in because repeated attacks 
of akinetic anxiety, which may well be the most frightful of human experiences, 
are unbearable. They may consist of a breaking through of the akinesis 
before this has reached its highest point, so that a hypermotility arises which 
looks like an attempt at flight, or of a conscious suppression of the commencing 
attack by suitable distraction or the taking of medicine or alcohol; or in 
rationalization, that is, the reflection that the dawning feeling of unpleasantness 
is the beginning of an attack of anxiety which is unfounded. These defence 
mechanisms call into play a constant large expenditure of psychical energy, 
which is withdrawn from the total vitality, so that the capacity for work, 
enjoyment and relation to the outside world is considerably reduced. The 
following clinical pictures may result: the agitated anxiety attack, the 
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chronic state of anxiety with exacerbations, and the state of preparedness for 
anxiety with intermittent minor attacks of anxiety ; and finally, the so-called 
anxiety equivalents (Freud). 

The agitated anxiety attack consists of a compulsion for mobility. The patient 
finds no quiet ; he seems as if in constant flight, running up and down the 
room, or about the streets. Features and gestures are restless, but all move- 
ments are vague, tremulous and inadequate. Here the strained, anxious 
expression, absent in the akinetic variety, is manifest. The colour and 
temperature of the skin are variable ; on the otherwise pale skin of the face 
and neck red spots may appear; a cold sweat is not always present. The 
pulse-rate and blood-pressure likewise vary, and only rarely reach the same 
height as in akinetic anxiety. The patient usually knows that he is anxious. 
Agitated anxiety can occur as a single attack, or may last for days and 
weeks with remissions and exacerbations, the latter especially in the evening 
or at night. If interrupted there is present further a state of preparedness for 
and expectancy of anxiety, making itself felt again and again over months 
and years. | 

A further alteration of the primary anxiety attack consists of a simple 
diminution in severity and shortening of the attacks, so that there arises a 
state of affairs in which isolated minor attacks of anxiety with normal somatic 
and psychical findings are to be observed in the interval. Or there remains a 
state of chronic preparedness for anxiety with unrest, timidity and insomnia in 
the interval, and with minor exacerbations that can occur several times dailv 
or at longer intervals. 

Clinical pictures that can only be recognized with difficulty as fundamental 
anxiety states are Freud’s so-called anxiety equivalents, i.e., attacks of palpi- 
tation and trembling, bouts of perspiration, weakness without actual feelings 
of anxiety. Such pictures are comparatively frequent, but only rarely recog- 
nized, for patients only come to the doctor, as a rule, with somatic complaints. 

The various forms of anxiety described refer solely to the alteration of the 
anxiety attack itself, and can all appear in the same patient at various times in 
the course of a single illness. They do not by themselves as yet provide a 
basis for a judgment on the structure of the anxiety disease itself. 

The following investigations were in the main concerned with anxietv 
neurosis and anxiety hysteria. The pure prototype of anxiety is found in 
Freud’s anxiety neurosis, which was therefore made the basis of the investi- 
gations. 

In this illness the main feature is that the anxiety suddenly occurs without 
recognizable cause, and sweeps over the patient like something completely 
foreign, somewhat similar to an infectious disease. During anxiety-free 
intervals the patient is in his usual psychical equilibrium. On the other hanc, 
in anxiety hysteria the hysterical character of the patient, even when free 
from anxiety, is manifest either patently or at closer observation. For the 
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manifestation of the attacks of anxiety there is here always a psychical origin 
demonstrable, usually the repression of aggressions, more or less conscious to the 
patient. A distinct difference between the two diseases is given by the attitude 
of the patient towards his anxiety. The anxiety-neurotic regards the attack 
as completely foreign and utterly unintelligible to him, while the anxiety- 
hysteric is demonstrative over his anxiety. One can almost say that the 
attack of anxiety neurosis is related to that of anxiety hysteria as the epileptic 
is to the hysterical convulsive fit. The transition of pure anxiety neurosis 
to the hysterical anxiety state will be reported on below. 


ANXIETY AND THE VEGETATIVE SYSTEM. 


Observations of the major anxiety attacks have shown that they are accom- 
panied by somatic symptoms which not only are very similar in all cases, but 
also give a characteristic syndrome. In the foreground of this, appearing at 
the beginning of all the phenomena during an attack, is the widespread peripheral 
vaso-constriction, subjectively expressing itself in paresthesias and a feeling 
of cold, objectively in a high-grade pallor. In the second place come heart 
symptoms, such as palpitation, a feeling of oppression, sometimes a tachycardia. 
To this are added disturbances in secretory activity of various glands, inhi- 
bition of salivary secretion and eruption of cold sweats. During the attack 
there is further found enlargement of the palpebral fissure and pupils, bright- 
ness of the eyes, arterial hypertonus up to 150 mm. Hg., and acceleration of 
the pulse up to 150 beats per minute, as well as a high-grade flaccidity of 
voluntary musculature and mimics. 

This syndrome, designated the somatic syndrome of anxiety, denotes a 
stormy excitation of the vegetative system; in its pure form an exclusive 
excitation of the sympathetic system, to which, especially towards the ter- 
mination of the attack, parasympathetic phenomena are added which are to 
be regarded as compensatory phenomena. In chronic anxiety there is usually 
. a mixture of sympathetico- and parasympathetico-tonic phenomena. Hyper- 
tonus and tachycardia are always demonstrable ; on the other hand, the pallor 
of the skin is often interchangeable with patchy or total flushing of the face 
and neck, and the akinesis is, as a rule, replaced by hypermotility ; further, 
mydriasis and hyperidrosis are usually absent. 

In the literature of the last fifty years the somatic accompaniments of the 
anxiety state have often been described as an inherent constituent of anxiety 
itself. Especial significance was assigned to the vaso-motor disturbances and 
the heart symptoms. 

Roller (62) was the first to point out that at the height of the anxiety affect 
we are dealing with excitation of the sympathetic system, and indeed with a 
vasomotor disturbance introduced from the medulla oblongata, giving constriction, 


or even closure of vessels. Hecker (35), who was the first to separate off the 
anxiety states from the picture of neurasthenia, and Freud (25), who marked off 
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anxiety state as a special syndrome, speak of an alteration of the function of the 
vasomotor apparatus. At the Neurological Congress of 1910, Oppenheim (56) 
communicated a great number of cases of anxiety attacks in which he could detect 
signs of a congenital weakness of the “ vasomotor-visceral apparatus ’’, and 
pointed out that anxiety had a somatic, not only a psychical origin, which rested 
on an unusual reaction of the vegetative system to ideas and sense impressions. 
Hatschek (33) stressed that vasoconstriction stood in the foreground of the vegeta- 
tive disturbance, which brought him to the assumption of an irritation of the 
sympathetic, with coincident vagus inhibition in an anxiety state. 

An exceptional position is taken up by David (17), who, when contrasting the 
anxiety phenomena as described by Freud and the Graves’ disease symptoms, 
draws the peculiar conclusion that in both diseases, while a few phenomena can be 
referred to increased sympathetic tone, most of them can be referred to increased 
parasympathetic tone. 


Dattner (16) described anxiety attacks which occurred in the course of 
anaphylactic shocks, which he regarded as allergic states, and was able to 
ameliorate by changes in the diet (pure vegetarian diet). In lengthy duration 
they could lead to psychoneuroses. He compares them to the vaso-vagal 
attacks of Gowers (31), the vegetative attacks of Paul Loewy (51), and to 
certain pseudo-anginal states. They differ from the attacks described above 
mainly in the considerable fall in blood-pressure, are regarded as parasym- 
patheticotonic, and can be influenced, like all anaphylactic phenomena, by 
adrenaline. 

A careful analysis of the somatic anxiety syndrome of chronic anxiety and 
of the acute state was undertaken by Euziére and Margarot (22) : 


They refer the feeling of cerebral anemia and pallor of the face to a vaso- 
constriction of the vessels of the head under the action of the cervical sympathetic. 
The parched throat feeling, the bitter mouth, the sudden lack of appetite, are 
explained by the inhibition of vaso-dilators of the tongue and salivary glands. 
The occurrence of tough saliva, rich in hard particles, is likewise explained 
by an inhibitory action on salivary secretion (sympathetic saliva). The shiver 
of cold and the goose-skin correspond to a peripheral vaso-constriction and 
contraction of arrectores pilorum, likewise dependent upon stimulation of the 
sympathetic. The cold sweats arise from increased secretory activity of the 
sweat-glands, with coincident strong vaso-constriction, while normal secretory 
activity is accompanied by parallel vaso-dilatation. There is here apparent a 
dissociation of this process, thus explaining the abnormal character of the sweat 
(sympathetic sweat). The heart palpitations, the rise in blood-pressure, the 
precordial distress and the feeling of oppression are signs of a predominance of 
the cardiac sympathetic over the vagus. Aschner’s reflex is either lacking or 
reversed (that is, pressure on the eyeball accelerates the pulse). Secretion of 
tears, polyuria and pollakiuria and diarrhoea are regarded as compensatory vagus 
phenomena, with the advent of which there is diminution and disappearance of 
anxiety. The motor inhibition and trembling are considered secondary*; lke 
the movements for flight, they correspond more to the idea of anxiety than to the 
anxiety itself. 


From a special consideration of the behaviour of the blood-pressure and 
the Aschner’s phenomenon (oculocardiac reflex), which in an attack of anxiety 


* The work of E. Franck, Nothmann and Hirsch-Kaufmann (24) (1922) has in the mean- 
time shown that the tonus of skeletal muscle is increased by the vagus and diminished bv the 
sympathetic; thereby the akinesis in anxiety can likewise be explained as a sympatheticotonic 
phenomenon. 
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is absent or reversed, they reach the conclusion that both in chronic anxiety 
and to a larger extent in the acute anxiety attack there is a high-grade sympa- 
theticotonia which, as a rule, is followed by an over-compensatory excitation 
of the parasympathetic, with the onset of which anxiety diminishes and dis- 
appears. This behaviour is contrasted with bronchial asthma, in which the 
vagotonic state during an attack of asthma is followed by over-compensatory 
sympatheticotonic reactions which are accompanied by anxiety. They assume 
that anxiety is mainly found associated with sympatheticotonia, and that it 
can be regarded as the subjective expression of a high-grade sympatheticotonic 
state. To a similar psychical influence the sympatheticotonic would react 
with anxiety, the vagotonic with asthma ; constantly a hyperfunction of the 
sympathetic, whether psychically or somatically conditioned, would precede 
the anxiety sensation. 

Larrivé and Dancenis (50), too, found in the anxiety attack itself signs of a 
sympathetic hypertonia, while with quietening of the patient and diminution of the 
anxiety affect they observed vagotonic symptoms. This corresponds to the 
view of W. R. Hess (37), who regards affect and excitation as a consequence of a 
shift towards the sympathetic side, sleep and restfulness as one towards the 
parasympathetic side. 

Other authors report a mixture of sympathetico- and parasympatheticotonic 
phenomena. We know already, from the observations of Knauer and Billigheimer 
(44) on the expression of fright and anxiety, that though in acute fright there is a 
pure excitation of the sympathetic, in fright neurosis the converse appearances 
set in in rapid succession. Laignel-Lavastine (48), who in a series of papers deals 
with the somatic phenomena of anxiety, reaches the conclusion that the major 
anxiety attacks are accompanied by sympatheticotonic, the minor by vagotonic 
events, but that mixed forms are also found. lTommasson (68), whose investigations 
will be more closely gone into later, found by means of the atropine test method 
(see below) that clinically identical events will take place with alteration both in 
the sympathetic and the parasympathetic system—that is, with absolute or relative 
svmpathetic hypertonia; that though sympatheticotonia was always in excess, 
the disturbance of the vegetative system would have its causation in one or the 
other system. 

From the observations, it follows that in the major acute anxiety attack 
there is present a violent excitation of the sympathetic system, which with 
gradual cessation of the attack is covered over and relieved by parasympathetic 
phenomena ; but that in chronic anxiety signs of excitation of the sympathetic 
and the vagus can alternate and interfere one with the other. Besides, there 
appear to be vagotonic states in which anxiety can likewise appear, probably 


through sympatheticotonic over-compensation. 


SOMATIC THERAPY OF THE ANXIETY ATTACK. 


From observation of the anxiety attack and the descriptions of the patients, 
the impression has been gained that the neurotic anxiety attack represents an 
occurrence emanating from the somatic side. Specially in support of this 
view is the fact that exact analysis of the attack constantly shows that it 
begins with somatic complaints and symptoms, and that only when these have 
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reached a certain pitch does the anxiety experience itself put in an appearance. 
So much so is this the case that many patients achieve a certain routine in 
that, when they observe the premonitory somatic sensations, they prevent the 
onset of the anxiety by manifold measures (medicines, physical procedures, 
withdrawal of the attention elsewhere). We further have the fact, which Freud 
has pointed out, that the neurotic anxiety attack itself cannot be influenced 
psychotherapeutically ; this is, in part, connected with the psychical separation 
of the patient from the external world. 

On the other hand, J. H. Schultz (64) in anxiety states of organic heart 
cases has achieved excellent results with psychotherapeutic suggestion, and 
has thereby even been able to improve the organic basis of the disease for a 
considerable period. Such patients put their anxiety in the foreground of 
their complaints, in contrast to the patient with major anxiety attacks, in 
whom one can only obtain information of the anxiety on searching inquiry. 
Now, since secondary anxiety states arising on an organic basis can readily 

be influenced from the psychical side, the converse is suggested, namely, that 
primarily neurotic anxiety states which are isolated from external psychical 
influences should be treated in a somatic manner. 

The treatment of acute anxiety states has hitherto been unsatisfactory. 
Oppenheim (57) and Hoche (38), for instance, repeatedly point to the ineffective- 
ness of all therapeutic attempts, which mainly consisted in pharmaco- and 
hydrotherapy. Opium derivatives were regarded sceptically, their effects being 
inconstant and only very transitory. The same disadvantages are shared by 
alcohol, which is taken by many patients suffering from anxiety states on 
account of its narcotic effect, and indeed really does possess a certain prophy- 
lactic and therapeutic action. It is well known that the large majority of 
chronic alcoholics, and especially of periodic alcoholics, are larval anxiety 
patients of different genesis. Bromides and other sedatives have proved 
themselves entirely ineffective. 

Drugs acting on the cortex, then, are unsuitable, and this supports the 
conception that the origin of anxiety has to be sought in the lower centres. 

We have attempted to treat the anxiety state primarily as a somatic disease. 
A drug was looked for with an action opposed to the somatic syndrome of 
anxiety—that is, one which dilates peripheral vessels, slows the heart-rate, 
lowers the blood-pressure, stimulates salivary secretion, dilates the pupil and 
increases muscular tone. Such a drug was found in the choline preparations. 

First the experiment was tried of giving, in a major acute attack, o'I c.c. 
of acetyl choline intramuscularly. Within 5 to Io minutes there was an ample 
flow of blood to the skin, a diminution of tachycardia practically to norma} 
and a disappearance of subjective bodily phenomena—that is, that the somatic 
syndrome of anxiety practically disappeared. At the same time the psychical 
anxiety state, on which it had been impossible to exert any influence, dis- 
appeared completely, and made room for a feeling of entire well-being. Such 
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an effect would last, as a rule, 3 to 4 hours, and on that account administration 
of the drug by injection is only suitable for checking the major acute attacks. 

For further treatment and for the treatment of the chronic forms of anxiety 
an oral method of choline medication was resorted to, and for this the pre- 
paration known as Pacyl, made by the Berlin firm of Wiernik (4-6 tablets 
per day), and the French preparation Hypotan (3-4 tablets per day), were 
employed. In the majority of cases, from a few hours up to two days after 
commencement of the oral treatment there was a gradual improvement, 
which in a short time led to a complete freedom from anxiety (cf. Table). Some 


Case. Ageandsex. Clinical diagnosis. Form of anxiety. Duration. Choline effect. 
I . 21 2. Anxiety neurosis . 4 major attacks . 2 months . Prompt. 
2 . 3 4 = EN ; Minor akinetic . 8years . en 

attacks 
3 . 409 . j u 3 Chronic anxiety . I$ „ ; is 
with exacerbations 
4 . 489 . an e : Ditto - Iyear . 5s 
5 . 3838. a og . Ditto, sometimes . I$ years . u; 
agitated 
6 . 369 . ii 5 . Major and minor .ı1$ „ j j3 
attacks with free 
intervals 
Tan GEO” — 3 a a Major akinetic . year . P 
attacks 
3.023492 . en nn 5 Minor attacks . 2 months . a 
with intervals of 
freedom 
9.2392. a PR i Chronic anxiety . 3 years . y 


with exacerbations ; 
some major attacks 


10 . 3092 . ir AR . Chronic anxiety . $year. nn 
with medium 
attacks 
Ir. 5946 . 5 : Minor attacks . 4 months . Free of anxiety 
within a week. 
12. 206. MR a . Major akinetic a yy ; Prompt. 
attacks 
13 . 33 . A ei $ Single major . 3 years . Pe 


attacks ; latterly 
almost daily 


14 . 36 F . Chronic anxiety . 2 p - Considerable 


with hysterical improveinent. 
colouring 
15 - 499 . Anxiety hysteria . Chronic anxiety - 6weeks . Improved. 
state with major 
attacks 

16 . 299 . s a i Ditto . I} years . n 

17 bd 31 J s ” ER) ® ” ° + year s 29 

18 . 3g. 3 er . Chronic anxiety, . 5-6 years . None. 


partly agitated, 
with exacerbations 
19 . 268 . 5 Br . Single, short, „if 2 i " 
agitated attacks 
20 . 419 . Anxiety neurosis . Chronic anxiety Fe cae . Free after 7 days. 


with depression state with some 
major attacks 
2I . 38 . Same .  Chronic agitated . $ year . Free from 
anxiety with anxiety. 


exacerbations 
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cases, after choline medication for several weeks, remained permanently free 
from anxiety, but in others it was observed that a few days or weeks after 
cessation of the medication, anxiety reappeared in a lessened form, only to 
disappear again after renewed choline treatment. For such cases an inter- 
mittent choline therapy seems indicated, in so far as in the meantime the 
fundamental cause of the anxiety has not been eradicated, through special 
measures to be discussed later, e.g. removal of sexual maladjustments. 

Fifty cases of anxiety states, of which about one-half could be thoroughly 
examined and observed, were treated with choline preparations. These were 
mostly cases which had had attacks of anxiety for months or years, and been 
treated continuously with narcotics and sedatives without result. In order 
to obtain controls for the pure choline action, any mental exploration which 
could have a suggestive influence was always avoided as soon as the 
spontaneous history given by the patient led to the diagnosis of anxiety state ; 
any further psychical and more exact bodily examination was postponed, so 
that one could convince oneself that the patients, who were generally accus- 
tomed to tablets of various kinds, were benefited by the therapeutic action of 
the medicine alone. 

In anxiety states occurring in the evening, Allonal (Roche) was occasionally 
given besides the choline preparations, it having been observed that it was the 
only effectively acting hypnotic in patients suffering from anxiety states. It 
is now believed that the efficacy of this preparation is to be referred not so much 
to its barbituric acid as to its amidopyrin content. For it had been previously 
observed by us that amidopyrin tended to reduce anxiety. From the nature 
of the anxiety syndrome this observation would be explained by the main 
accompanying symptom of anxiety, the peripheral vasoconstriction being 
counteracted in this way. Hot baths, we found, acted in the same way and 
probably also alcohol. 

In the course of the investigations the result was obtained that choline 
medication in the different anxiety states was of variable efficacy. It was 
always effective in pure anxiety neurosis, especially in those forms of it which 
had not yet undergone strong psychical fixation. It was only conditionally 
effective in anxiety hysteria—that is, the anxiety was mostly ameliorated, but 
was often replaced by other disturbing hysterical symptoms. It was com- 
pletely ineffective in the anxiety of compulsion neurosis, in psychotic anxiety 
states, as well as in anxiety caused by hypnosis and in post-hypnotic phobias. 

An explanation may lie in the fact that the choline syndrome is exactly 
opposed to the sympathetic anxiety syndrome and removes the latter 
in all its individual symptoms, its chief action apparently lying in peri- 
pheral vasodilatation. Further, there is probably no clinical syndrome in 
which there is such a hurricane excitation of the sympathetic system as in the 
acute anxiety state. According to Wilder (71), the vegetative drugs obey the 
rule that their inhibiting antagonistic action is greater in the proportion in 
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which excitation of the vegetative system is present. Choline preparations 
can therefore exercise their maximal parasympathetic action in akinetic 
anxiety, which represents the purest sympatheticotonic anxiety syndrome, 
while in the remaining syndromes, already changed through defence mechanisms 
in which vagotonic over-compensation or psychical fixation play a röle, it is 
not quite so certain or so rapid inaction. The choline effect is thus the greater, 
the more elementary the anxiety form, and the less, the more the anxiety has 
been psvchically elaborated. 

More exact analyses of sympathetic and parasympathetic components in 
anxiety states have been undertaken by Tommasson (68) in the course of 
experiments with manic-depressive patients. On the one hand by measuring 
the blood electrolytes, on the other hand by determining the relation between 
sympathetic and vagus tone by the atropine test method* of Daniélopolu 
and Carniol (13), he found in severe depressive states associated with 
anxiety a diminution of parasympathetic with increased sympathetic excita- 
bility (absolute sympatheticotonia), in milder cases a pure diminution of para- 
sympathetic excitability (relative sympatheticotonia). He was only able 
to ameliorate the latter cases with acetyl choline, while the former did not 
react at all to acetyl choline alone, but only when it was combined with ergo- 
toxin. In neurotic anxiety he likewise found sympatheticotonia either abso- 
lute or relative, and believes that parasympathetic inhibition is here of 
greater import than sympathetic excitation. In such cases acetyl choline 
acted well, while in absolute sympatheticotonia the ergot preparation gynergen 
was more effective. He accordingly disputes the validity of Wilder’s rule. 
Unfortunately no opportunity was presented to put this investigation to the 
test, but it can be assumed that in chronic anxiety states a combined acetyl- 
choline and gynergen treatment might possibly give more rapid results. 


Another series of therapeutic experiments seems to point in the same direction, 
although the various authors give other interpretations to the results of their 
experiments. Thus Dattner (15) treated neurotics of all kinds with doses of 
iodine and thyroid, and observed that anxiety disappeared in the first place. He 
considers the anxiety experience to be due to anoxamia of the tissues, and explains 
the success of his therapy through the effect of the iodine-thyroid on the capillaries. 
It may be assumed that such a therapy will lead to reduction of sympathetic 
hypertonia via the thyroid gland, and act in the same sense as choline therapy. 
From similar consideration Edith Klemperer (43) treated anxiety attacks with 
sodium thiosulphate, and Januschke (41) with caffeine and digitalis, the latter 
with the distinct aim of achieving dilatation of peripheral vessels and diminution 
of diastolic blood-pressure. Cossa (12) reports on the treatment of anxiety cases 


* This method consists in completely paralysing the parasvmpathetic by injecting atropine 
until there is no further rise of the pulse-rate. If, e.g., the initial pulse-rate was 72 per minute, 
"Ss mgrm. of atropine are injected intravenously and the pulse may rise up to 98. After 4 minutes 
another 1o mgrm. of atropine is injected; the pulse may go up to 128. If then another '5 mgrm. 
is injected and the pulse does not rise further there is a complete paralvsis of the parasym- 
pathetic, and we have the pure pulse-rate effect of the sympathetic without any inhibition of 
the parasympathetic. So the ‘‘ absolute svmpatheticotonia’’ is 128, and the inhibition 
power of the vagus is 128—72, i.e., 56. In this way it is possible to give measures of the sym- 
pathetic and the parasympathetic tone. 
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with the pancreas extract angioxyl, and recently Desruelles, Léculier and Gardien 
(18), as well as Claude, Dublineau and Dorolle (11), on the efficacy of the pancreas 
preparation vagotonine in psychotic anxiety. All these authors assume that the 
curative effect depends upon a vagotonization, and a removal of the peripheral 
vasoconstriction. Finally Schwartzmann (65), with his skeletal muscle extract 
myoston, which is said to remove angiospasm by acting on the vegetative centres, 
has obtained excellent results in anxiety states as well. The opportunity was 
presented to us in a few cases to perform experiments with the skeletal muscle 
preparation eutonon, and its efficacy can be confirmed, although it is never the 
equal of choline therapy. 


A summary of these results leads to the belief that preparations which 
shift the altered vegetative equilibrium towards the parasympathetic side, 
and especially those which have a peripheral vasodilatation action, can amelio- 
rate or remove anxiety states. 


ANXIETY AND HYPERADRENALISM. 


In view ot the fact that choline can be regarded as the physiological 
antagonist of adrenaline, it seemed desirable to investigate whether choline in 
anxiety compensates a hyperfunction of the adrenals. 

Cannon (7) has shown experimentally that in fear (as also in pain, asphyxia 
and cold) adrenaline is poured out. Gakkebusch, quoted by Kroll (29), came 
independently to the same result with clinical and experimental observations. 

A search in the literature for cases of hyperadrenalism with hyperfunction 
of the adrenal medulla revealed a case described in detail by Labbé, Pinel and 
Doumer (46) of a tumour of the adrenal medulla (paraganglioma), which was 
characterized clinically by attacks corresponding to the anxiety syndrome. 
Major and minor attacks were here reported. The former began with nausea, 
cold, numbness of the extremities, pallor of the face and extreme vaso-con- 
striction of hands and feet; there followed epigastric crises with vomiting 
lasting a few hours, as well as palpitations and tachycardia ; later there came 
vasodilatation of face and neck and cold sweats. With commencement of the 
attack there was regularly present a high-grade anxiety, which only towards 
the end changed into great fatigue. Besides, minor attacks without gastric 
disturbances were observed, which were characterized by an anxiety with 
peripheral vasoconstriction, followed by cold sweats and flushing of the face. 
During the attacks there was a tachycardia of 100 up to 130 per minute, a rise 
in blood-pressure up to 280 mm. Hg. maximum (as against 150 mm. in the 
interval), mydriasis, and a hyperthyroid-like tremor of the hands. 

Maranon (52), who studied the psychic effect of adrenaline injections in a 
great number of normal and abnormal persons, obtained, apart from the somatic 
sensations, in isolated cases only indefinite affective states without real affect ; 
the subjects had an impression of being frightened, excited or in a state of 
joyful anticipation ; sometimes these sensations continued and resembled 
previous affects. 
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In a few of the anxiety cases in which cure had been achieved we made an 5 
attempt to induce anxiety states by adrenaline injections. In view of the 
difficulty of making such experiments with ambulant patients, adrenaline 
intravenously was not risked, but we tried Dresel’s (20) subcutaneous adrenaline 
experiment. At the site of injection in every case there occurred a, distinctly 
visible high-grade vaso-constriction (anemic region of about an inch in size with 
contraction of the arrectores pilorum), so that the adrenaline was not absorbed, 
and neither changes in the circulatory system nor appearance of anxiety could 
be determined. Such a local adrenaline effect was described by Czepai in a 
type of patient not further characterized, and accepted as reason for the absence 
of the general adrenaline effect, and Dresel’s experiment was discounted on 
that score. In our cases o1 anxiety we believe that there is present a special 
sensitivity of the skin vessels to adrenaline, and, as control, clinical patients of 
all sorts were given subcutaneous adrenaline injections. All anxiety cases 
but only a few of the other cases gave the local skin reaction. Clinical 
observation of the anxiety attacks had led to the view that vasoconstriction 
of the skin vessels is a prominent feature, and so the adrenaline experiments, 
which were unfortunately not brought to a conclusion, may give additional 
confirmation that the main anxiety predisposition lies in an increased excita- 
bility of the vasoconstrictors of the skin. 

Both Cannon and the other authors who have dealt with this problem 
regard the pouring out of adrenaline in affective states as an accompanying 
symptom of these, which is co-ordinated with the other somatic appearances, 
and is, equally with them, a sequel of the excitation of the vegetative system. 
But, from the investigations of Cannon and Britton (8, Io), both with the 
‘“ pseudo-affective preparation” (1925) and the “ lasting preparation ” of the 
denervated heart (1927), in which, after adrenal extirpation, the non-appearance 
of heart acceleration in the rage affect was demonstrated, it does not necessarily 
follow that the pouring out of adrenaline does not precede the sympathetic 
excitation and is the cause of it, as well as of the somatic appearances produced 
thereby. Evidently the appearance of anxiety in adrenal tumours permits 
of this interpretation, and the investigations of Tommasson (68) seem to point 
in that direction. This question is of importance as regards the pure somatic 
derivation of certain anxiety states, which will be referred to later. 


SOMATIC GENESIS OF ANXIETY. 


The significance of the somatic processes in anxiety has been repeatedly 
discussed, on account of the prominence of somatic anxiety phenomena on 
the one hand and the lack of influence of psychotherapy on the other. The 
latter especially made Oppenheim (55) consider the abnormal excitability of 
the vasomotor and the visceral centres a main factor for the genesis of anxiety 
which, according to the procedure of Meynert and Kaan (42), he localizes in 
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the medulla oblongata (‘‘ Courage can sit gloriously in the cortex, whereas 
in the medella anxiety dominatingly reigns supreme ’’), and has emphatically 
maintained this point of view in a polemic against Dubois (21). Others have 
looked for an intoxication in anxiety states, such as Kowalewsky (45), who 
assumes an auto-intoxication with cerebral fatigue products, and Hecker (35), 
who reminded us of the observation, of Mariot (53), that the flavour of venison 
was connected with the fear of these animals while being hunted to death, and 
was to be referred to chemical substances arising in the cerebrum and causing 
the phenomenon of fear. 

Hecker (35) was the first to describe “ hidden anxiety states ’’ in which 
anxiety is at first not experienced, and pointed out that the appearance of a 
single anxiety symptom could, by irradiating on to the remaining vasomotor 
apparatus, lead to a complete anxiety attack. On the basis of these obser- 
vations, he regarded the somatic anxiety phenomena as primary and the anxiety 
affect itself as secondary, arising out of an appreciation of the bodily sensations. 

Freud (25, 26), when describing the anxiety neurosis as a special syndrome, 
entered explicitly upon the question of the somatic genesis of the disease. In 
all cases he found sexual disturbances which had in common that the sexual 
excitation was unrelieved. He holds the view that the libido, dammed up 
by the insufficient relief, can translate itself directly into anxiety. This purely 
dynamic theory of Freud was broadened by Reich (60) in 1927 to a physiological 
theory. Reich is of the view that a direct change of libido into anxiety is 
improbable, and thinks that, in prolonged sexual excitation without relief, 
hormones and other metabolic processes, which in the normal course of the 
sexual act are katabolized, have a toxic effect upon the vegetative system, 
causing a constant excitation of this, of which the psychical correlate is anxiety. 
Reich, from the psychical side, has reached the same result as was obtained by 
us through study of the somatic phenomena. 

Freud’s sexual theory of anxiety has, as is well known, met with the most 
extreme opposition in the neurological and the psychiatrical literature, and is 
only confirmed by a single non-analytical work known to us, that of Strohmeyer 
(67), who supports with an extensive case-material the Freudian doctrine, 
which, though based on a wide experience, makes no use of case-material. 
In practically all cases of neurotic anxiety examined, sexual damage, as described 
by Freud, could be demonstrated. It was found that anxiety never appeared 
at the first disturbance, but only when the disturbances had been acting for 
a lengthy period. There seems to be necessary for the phenomenon of anxiety 
a summation of the excitation processes localized in the sympathetic system. 
Anxiety vanishes when the disturbances which bring about the manifold lack 
of sexual relief are removed—that is, in undisturbed sexual relief anxiety 
disappears just as it does in choline medication. 

From Freud and others it is known that in the genesis of the anxiety 
syndrome both the amount of libido and also the volume of damming up of 


, 
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the latter play apart. Apart from the individual differences in the amount of 
libido, it is increased at the critical periods of puberty and the menopause as 
well as in the periodic phases of sexual life (menstruation), and can further be 
increased by exciting events (engagement, etc.) and imagination so to speak 
exogenously. The causations for the damming up of the libido are likewise 
manifold: lack of opportunity for intercourse, inhibitions from moral and 
neurotic reasons, coitus interruptus and other more or less neurotic causes 
leading to disturbances of the orgasm (certain forms of impotence, frigidity). 
Only the simultaneous action of several of these factors over a longer period 
can lead to anxiety states. So, for every case there is a specific structure, 
which in the further course of the disease, through psychical fixation, to be 
referred to later, makes the clinical picture more complicated. 

In illustration, a brief description of the constitution, sexual relations and 
treatment of 18 cases of anxiety will be given. Here it is remarkable 
that the greater number of anxiety neuroses occurred in women, while psycho- 
neuroses were more common in men. In every case the somatic anxiety 
syndrome, as described above, was more or less present. Practically all 
patients had been previously treated by the most varied methods without 
success. 

I. Cases 1 and 2 show development of anxiety on account of lack of 
opportunity for sexual intercourse with increased libido, in the first case from 
external, in the second from neurotic causes. 


CASE 1.—Woman, æt. 40, 6 years divorced. For 14 years almost daily minor 
akinetic attacks of anxiety. In the interval perfectly healthy. For some time 
increased libido, but no opportunity for satisfaction. Therapy: Pacyl treatment 
led to disappearance of the anxiety attacks within 2 days, and they did not reappear 
when pacyl was discontinued. At the end of the medical treatment the con- 
nection between anxiety and sexuality was discussed. Period under observation : 
I year. 

CasE 2.—Woman, et. 33, unmarried, housekeeper. Hysterical character. 
For 4 years constant anxiety-preparedness with minor attacks of anxiety, besides 
complaints of a constant feeling of cold, headache and disturbed sleep. Sexuality : 
Never had intercourse ; severe sexual inhibition. Therapy: After 10 days of 
pacyl treatment, anxiety and cold disappeared completely, without the patient 
having any further subjective feeling of an amelioration of the general condition. 


II. Cases 3 and 4 are examples of the appearance of anxiety as a consequence 
of increased libido at the menopause, with and without psychical elaboration. 


CasE 3.—Woman, et. 47, spinster. The previous night, without recognizable 
cause, severe anxiety state which gradually diminished during the next day. 
Sexuality: Menopause for 3 years, few climacteric disturbances. Therapy: 
After 3 days of pacyl, anxiety gradually receded; after a week also a resting state 
of anxiety-preparedness. After cessation of pacyl, anxiety set in once more. 

CASE 4.—Woman, et. 48, married. For 1 year, since the menopause, state of 
anxiety-preparedness with exacerbations; minor attacks from 3-5 minutes several 
times per day. Sexuality: During 26 years of marriage (5 births, 1 abortion) 
rarely attained satisfaction. Anxiety commenced in the month in which she did 
not see her menses for the first time. Psychically: Of hysterical character. 
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Therapy : After 8 days pacyl medication, free of anxiety ; 2 months later renewed 
mild anxiety attack, which after another week’s pacyl treatment did not recur. 
For 1 year free of anxiety; on the other hand headaches and giddiness set in, so 
that subjectively there has been no significant amelioration of the general condition. 


III. In cases 5-7 anxiety was conditioned through insufficient satisfaction 
as a consequence of coitus interruptus. 


CaSE 5.—Married woman, zt. 29. Daily for 3 weeks, about 3 agitated anxiety 
attacks of about half-an-hour duration. Has had no orgasm for about 4 weeks, 
although previously always completely satisfied, and no more libido. For a 
year, coitus condomatus has been replaced by coitus interruptus. Hysterical 
character. After pacyl therapy: After 3 weeks no further major attacks; anxiety- 
preparedness still present. After 6 weeks anxiety-preparedness has likewise 
disappeared, libido is present, orgasm has been attained again several times. 
Patient feels quite well; occlusive pessary is prescribed. 

Case 6.—Married woman, et. 33. For 8 years several times daily minor 
akinetic attacks of anxiety, setting in after a gynecological operation. Apart 
from the attacks, completely healthy. Patient volunteers that the attacks are 
like the commencement of anesthesia. Sexuality: Patient not herself frigid. 
On account of coitus interruptus does not attain orgasm. Therapy: After pacyl 
medication not a single further attack. After 1 week sexual relationships are 
discussed, coitus interruptus is forbidden, and occlusive pessary is prescribed.. 
Since I year is free of anxiety. 

Case 7.—Married woman, æt. 23. For 3 years chronic anxiety state (con- 
tinuous timidity), for 1 year when in bed in the morning major akinetic attack of 
5-10 minutes duration, frequently 2-3 attacks at brief intervals, in the last 6 
weeks daily. Sexuality: Has been married for 3 years; previously no sexual 
intercourse. During marriage, coitus interruptus; only rarely reaches orgasm, 
but is not frigid. Therapy: At once improved with pacyl; after a week, completely 
free from anxiety. After coitus interruptus had been forbidden, and an occlusive 
pessary been employed, anxiety ceased, though various hysterical complaints of 
headache, etc., remained. Period of observation: 1 year. In this case there had 
been a mobilization of hysterical mechanisms on account of the long duration of 
the anxiety. 


IV. In Cases 8-10 of anxiety neurosis there was damming up of the libido 
as a consequence of frustrated sexual excitation. 


Case 8.—Married woman, æt. 33. For 3 years complains of severe attacks of 
anxiety, at first only rarely, about once a week at night, lately daily. Sexuality : 
Patient spontaneously voices belief that anxiety is somehow connected with 
sexuality, as anxiety had appeared at the same time as erotic dreams. She has 
been married for 13 years; was on excellent terms with her husband, but did not 
achieve sexual satisfaction. Therapy: Without entering into psychical factors, 
received pacyl, after which not a single nocturnal attack took place, but at first 
there remained an anxious feeling during the day. Later the connection between 
anxiety and sexuality was discussed, and in the first place the fear was removed 
that the erotic dreams and the nocturnal excitation were harmful. She received 
pacyl for about 14 days, during which the anxiety-preparedness likewise disappeared 
completely. After cessation of the medicament, no more anxiety. Period under 
observation about 6 months. 

CAsE 9.—Unmarried woman, æt. 36. Commencement of illness ı$ years ago 
without obvious external cause. At first 4 times daily major attacks lasting 2 
hours with fear of death, later of lessened intensity. For 10 years has had friend 
with whom she lives. Achieves satisfaction with difficulty; recently orgasm has 
been rare. Since commencement of illness, without libido. Therapy: The day 
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following pacyl administration, free of anxiety; only some pain on the left side, 
which likewise disappeared after a fortnight. When the pacyl treatment was 
discontinued the same attacks reappeared, but disappeared after renewed pacyl 
medication. After 2 months the preparation was completely discontinued and 
the attacks did not reappear. Observed for a further 4 months: remained free 
from anxiety. 

CASE 10.—Woman, et. 38, married. For six months endogenous depression 
state at first with akinetic, later with agitated anxiety states of about 2 hours’ 
duration, lately every 4-5 days. Sexuality: Married for 9 years; during intercourse 
attains excitation, but never orgasm. Therapy: After pacyl medication no further 
anxiety state, with the exception of the time of the next menstruations, during 


which the anxiety could not be influenced with pacyl. Observation restricted 
to 10 weeks. 


V. In Cases 11 and 12 anxiety followed a severe sexual neurotic disturbance. 


CaSE 11.—Labourer, xt. 31. Since 4 months, at first severe akinetic anxiety 
attacks, then a state of chronic agitated anxiety. Sexuality: For about 5 
months psychical impotence, brought about by a long period of ejaculatio precox, 
the psychical causation of which has not been cleared up. The impotence was 
treated with a testicular extract (testifortan), whereby the disturbance was not 
ameliorated, but an anxiety state arose, which can be related to the increase 
of libido due to the testicular extract. Therapy: Pacyl treatment led to dis- 
appearence of the anxiety completely within a week. In its place arose severe 
hvpochondriacal ideas. He was sent to a sanatorium and improved a little. 
Psychotherapy of the impotence, the only rational treatment in his case, was not 
possible for economic reasons. 

CASE 12.—Married woman, et. 39. For 14 days major anxiety states. In 
between, state of anxiety-preparedness. Sexuality: Up to 1 year ago completely 
healthy, not frigid. 1 year ago, uterus operation for prolapse. Since then has 
vaginismus, perversion of libido with sexual refusal and aversion from own 
husband, without thereby the human relationships with him being troubled. 
Therapy: After pacyl treatment for 1 week disappearance of anxiety, but bad 
sleep and nervousness persist. After the connection between sexual disturbance 
and anxiety had been talked over, these symptoms also improved, without dis- 
appearing completely. On cessation of pacyl, anxiety was renewed; sexual distur- 
bances remained unchanged. Psychotherapy is indicated; so far has not been 
possible for economic reasons. 


VI. In Cases 13-16 illness from commencement was manifested as severe 
psychoneurosis, but was always connected with damming up of the libido. 


CASE 13.—Police-sergeant, æt. 26. Complains for 1$ years of anxiety states. 
The first and most severe attack (major akinetic anxiety attack of 1 hour duration) 
occurred when he heard on the radio of the collapse of a bridge, in which many 
persons lost their lives. The second attack occurred } year later on the way 
to his wedding. Thereafter, first at fortnightly intervals, then for ł year, 
almost every evening minor anxiety attacks; after these always a great feeling of 
fatigue. Psychical: Compulsion character. Only feels completely well when 
wearing his uniform; when in plain clothes always has feeling of insecurity. 
Sexuality : Married for 1 year; premarital intercourse for previous 3 years. For 
2 years, after every coitus, feeling of oppression and insomnia. Therapy: Pacyl 
at first proved ineffective. After giving eutonon (a skeletal muscle preparation) 
anxiety disappeared at first, but then reappeared; after this anxiety could be 
suppressed as long as pacyl was taken. 

CaSE 14.—Business man, æt. 25, married. Anxiety commenced 14 years ago: 
afraid that the tower of the church in which he was to be married would collapse ; 
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some months later further attack without visible external cause. For 4 vear 
(since his marriage) almost daily severe phobia states with anxiety. Sexuality: 
Previously had had many relationships. Since his marriage, without libido, often 
ejaculatio precox. Psychical: While previously he had very early on been in 
an independent position, he had now, after a long period of unemployment, a 
very subordinate post, which depressed him greatly. Finally he hired a boarding- 
house room under an assumed name, ordered typists to this who were looking for 
a post under pretence of engaging them for some film enterprise, asked them for 
references, and then only said, ‘‘ You will hear from me again’. Was arrested 
on suspicion of white slave traffic. He says, “ He only wanted to be boss once 
more ”’. Therapy: During pacyl treatment the anxiety states ceased for several 
weeks, but the phobic disturbances became worse, so that finally he was unable to 
go over bridges or to stand at open windows. Was introduced to psychotherapy. 

Case 15.—Mason, et. 52. For 1 year, following upon a fainting attack, 
probably psychical in origin, while he was engaged at his work, agitated anxiety 
states which alternate with states of extreme excitement. He is engaged in a 
bitter struggle with the authorities, over some money which is said to be his 
due: he could not, after all, live on the earnings of his wife. Sexuality: No 
intercourse for I year, because, he hints, he is now so ill. He refuses further 
questions on this subject. At a cautious reference to a possible sexual disturbance 
in the sense of an impotence which had preceded the general condition, he com- 
mences to grumble about his money affairs, and gets into a state of severe hysterical 
excitement. Pacyl completely ineffective. 

Case 16.—Manager, et. 37. For six months once or twice weekly, short attacks 
of palpitation, giddiness and feeling of oppression, sometimes with and sometimes 
without anxiety. The attacks appear in connection with repressed rage towards 
his chief, and that because the patient possesses a relatively independent position 
which allows him to have matters out with the chief, who has already been over 
him for 7 years, and whom he regards as incapable. It turns out that previously 
he had always great fear of his father, who was very severe, though without 
thereby getting into anxiety states. Sexuality: Married for 7 years; for 1 year 
diminution of the libido; admits that his wife no longer excites him, but declines 
extramarital intercourse, although other women attract him. Therapy: Pacyl 
completely ineffective ; introduced to major psychotherapy. 


VII. In conclusion two psychotic states with anxiety are reported in which 
choline therapy was completely ineffective. 


CasE 17.—Woman, æt. 38, married. For several years anxiety states in 
which she sees cats and mice. No alcoholism. Neurological findings nil. Com- 
plains of variable symptoms all over the body. Sexuality: Nothing known. 
Therapy : Pacyl completely ineffective. 

CASE 18.—Seamstress, married, æt. 35. For 7 weeks constant anxiety as if 
someone were behind her; severe depression with suicidal ideas. 10. years ago 
similar state for 6 weeks. The present illness followed on influenza. There is great 
restlessness, insomnia, loss of weight, constant weeping ; no neurological findings. 
Sexuality: nothing known. Therapy: Pacyl completely ineffective. Ameliora- 
tion with hospital treatment. 


It seems reasonable to assume that there is a somatic connection between 
the sexual dis urbances and the somatic processes which lie at the basis of the 
anxiety neurosis ; either we have to deal with hormonal-toxic processes (Reich), 
or relief processes from excitation in the vegetative system. In the exact 
analysis of the anxiety attacks it 1s noticeable that between the course of 
anxiety and sexual excitation there are certain resemblances and contrasts. 
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In the first stages of pleasure, as in anxiety, there is in the same manner a 
feeling of cold, oppression in the chest, palpitations and pallor as we know it in 
sympatheticotonic states. While in the anxiety state it is extremely un- 
pleasurably toned and continually rises to the sympatheticotonic anxiety 
discharge, the same sensations in the preparatory stages of pleasure are felt 
as agreeable and are sometimes designated as “ joyful anxiety ’’ ; the further 
course of the normal sexual excitation up to the orgasm corresponds to a 
parasympathetic excitation (cf. Cannon). On the other hand, Walthard (69) 
pointed out that, for the individual muscles and glands of the feminine genital 
apparatus, impulses, along sympathetic fibres, arising from the somatic as well 
as the psychical, act inhibitingly on the genital functions, and Cannon (7) 
reports the same for the erection. Erection is a parasympathetic function 
(sacral-autonomic system) ; in the acme there occur sympathetic innervations - 
which lead to the contraction of the seminal vesicles and the prostate, and to 
the subsidence of the engorged tissue—that is, the overwhelming of the sacral- 
autonomic system by sympathetic nervous discharges. In a number of cases 
it was observed that with slight or absent orgasm a special wakefulness and 
excitability is present after coitus instead of relaxation and fatigue, which 
points to the maintenance of a state of sympathetic excitation whose interfering 
action is the reason for the disturbance of normal relief of the excitation. 
So we can imagine that the somatic basis of anxiety can be found in the 
antagonistic sympathetic excitation during sexual excitation, and that their 
summation eventually leads to the anxiety state without hormonal influences 
playing a part therein. | 

Analysis of the individual anxiety attacks gave the result that the somatic 
sensations were present before the psychical, as Hecker (35) had already pointed 
out, and that only when the somatic disturbances had reached a certain climax 
did the anxiety phenomenon set in.* A few patients themselves related the 
commencement of the anxiety to the somatic sensations ; others, indeed, stressed 
the latter so much that the memory of the anxiety event practically completely 
receded behind them. Now it is probable that not all persons in whom the 
somatic anxiety syndrome appears experience anxiety. Max Herz (1909) 
(36) described a cardiac neurosis which he called phrenocardia, and this in 
its various symptoms, such as pallor, cold, tachycardia, dyspnoea and hyper- 
motility, resembles closely the anxiety syndrome described above. Herz 
relates this illness to the same causes as Freud does the anxiety neurosis, 
namely unsatisfied sexuality. Phrenocardia differs from anxiety neurosis in 
that the chief symptom is severe stabbing pain in the region of the heart, 
which Herz thinks is a spasm of the diaphragm, and in that the anxiety 
experience is lacking, or at any rate is not expressed as sueh. Herz stresses 
that in the illness described by him there is a psychic component both for 


* A patient described the attack with the words, ‘‘ The blood flows away and then all is 
strange ”’. 
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the genesis and the working off of the bodily reactions ; he therefore regards 
the unsatisfied sexuality solely as a psychical cause which leads to the somatic 
phenomenon described, without going into a dynamic derivation like Freud, 
or a functional somatic derivation like Reich. 

So there is the probability that phrenocardia, both etiologically and 
symptomatologically, so to speak represents anxiety neurosis without anxiety. 
We must conclude that the pathogenic agents, that is, the somatic phenomena, 
are here worked out psychically in a different way than in the anxiety neurosis, 
that for the genesis of the anxiety experience, besides the somatic syndrome, 
there must be given a certain psychical preparedness through the special 
structure of the personality. Schilder (63), who on the ground of Freud’s theory 
of anxiety assumes genesis of anxiety from damming up of the libido, considers 
that anxiety appears when the ego, that is, the personality as a whole, cannot 
master the somatic sensations. 

In all neurotic anxiety forms one has to deal therefore with interaction 
between soma and psyche, wherein the common somatic process is a state of 
vegetative excitation, the common psychical process is the anxiety experience. 
In the anxiety neurosis an agent resembling adrenaline seems to be effective, 
and by paralysing its action on the vegetative system the cause of anxiety 
itself can be removed. When in this manner the state of vegetative excitation 
is removed, the psyche is deprived of the somatic experience which it works 
out as anxiety. In this sense choline therapy can be considered a rational 
somatic therapy of anxiety neurosis, on condition, of course, that the 
predisposing causes of the anxiety neurosis, that is, the disturbance of the 
course of the sexual relief, is removed. Choline therapy interrupts a vicious 
circle from the somatic side, which cannot be broken, as described above, from 
the psychical side. 

Different relations are at play in anxiety states originating from ideas, 
those aroused in psychoses and hypnosis, as also in secondarily fixated anxiety 
neurosis in which anxiety is brought into being likewise by ideas or to a certain 
extent as a conditioned reflex ; also in primary anxiety hysteria, which in its 
structure resembles the latter very closely. ‘As indicated above, such anxiety 
states cannot at all or only very incompletely be influenced by choline medi- 
cation. What these anxiety states have in common is that here anxiety is 
sustained through continuous psychical impulses, while in anxiety neurosis 
there is a somatic disturbance of function which can also be removed from 
the somatic side. 

‘ The theory that all affects have their centre in the basal ganglia and 
that they reach consciousness in the cortex cannot be touched upon here. 
The well-known experiment of Sherrington (66), in which after transection of | 
the spinal cord and of the vagus nerve, that is, of all connections between 
central and visceral organs, there were no evident alterations in emotional 
behaviour of the test animal, the observations of Cannon and Britton (8) 
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mentioned above -with the decorticized cat (with the “ pseudo-affective 
preparation ’’), and by Cannon, Lewis and Britton (Io) with the fully sympa- 
thectomized animal, which led to an analogous result, as well as the experi- 
mental demonstration of the presence of an affect centre in the lower posterior 
thalamic region by Bard (2), do not permit conclusions about the affect 
experience itself. 

Angell (1) describes in detail James’s (39) affect theory in the following 
manner, in defence against the criticisms levelled on the basis of these experi- 
ments: “ A sensory stimulus leads to a cortical or thalamic excitation with 
immediate reflex motor and glandular reaction, the kinesthetic and organic 
sensations reaching consciousness in the cortex secondarily. This whole 
process represents the affect.” In anxiety neurosis we must assume that the 
first part of this process is replaced by the purely somatic process which has 
been described. 


ON THE BIOLOGICAL SIGNIFICANCE OF ANXIETY. 


Pure anxiety, seen in the major anxiety attack, is the feeling of displeasure 
itself, incomprehensible and a complete riddle to the victim himself. Just 
as unintelligible appear the phenomena of the somatic expression of the 
anxiety. 

At the height of the attack we observe that the patient is almost completely 
shut off from the external world. There is a contraction of the function of 
the sense-organs, and a general motor inhibition which prevents the assumption 
of any relationships with the outside world. Blood flows away from the 
periphery, which Lange (49) designates as the cause, Weber (70), the constant 
accompaniment of displeasure affects. In the acetyl-choline experiments it 
could be observed repeatedly that together with the motor and vasomotor 
disturbances anxiety disappeared, while frequently part of the remaining 
bodily symptoms, palpitation, giddiness, feeling of oppression, was maintained 
further. It is to be concluded that the anxiety experience is closely bound 
up with the former. 

In agreement with Weber one must assume that the displeasure syndrome, 
both biologically and in its psychical expression, signifies a turning aside from 
the external world, withdrawal into the interior of the body—that is, flight 
and shutting off from the threatening surroundings—with the purpose of 
offering the least possible surface of attack (Ribot (61)). It may be called the 
“ barrier syndrome ”. Analogies from the animal kingdom are in the with- 
drawal of the pseudopodia in protozoa, certain reflexes of feigning death, the 
rolling up of the hedgehog when danger threatens (Reich). In all these cases 
we have to deal with affect reactions against threatening influences from the 
outside world, with somatic reactions, exogenously caused, which are ex- 
perienced as affects. 

In endogenous anxiety the mechanism is somewhat different. The somatic 
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anxiety sensation is identified by the consciousness with previously expenenced 
sensations of fear. Darwin (14) and Preyer (58) observed fear as the earliest 
affect in the child, and Freud and Rank (59) regard the experiences of the 
child during birth already as the prototype of the anxiety. It represents the 
primitive reaction of the helpless to danger. 

In the anxiety attack the psychical correlate of the isolation syndrome is 
experienced as a loss of relationship to the external world, as a loss of the 
objects, and that is the experience which lies at the bottom of the feeling of 
annihilation in the anxiety attack. K. Goldstein (30) interpreted the anxiety 
in patients with brain injury as actual anxiety through loss of part of the 
capacities of mastering the outside world. The patient with brain injury 
becomes calmer when with his remaining capacities he has built up a new 
kind of mastership over the surroundings ; if he is put before a new problem 
to which he is not equal, anxiety appears in every case. In these cases the 
anxiety is the correlate of the partial object loss conditioned by the brain 
defect. | 

In the neurotic anxiety patients, anxiety arises as a correlate of a still 
further-reaching object loss on account of a physically’ conditioned with- 
drawal from the external world, just as dying is the psychological equivalent 
of a loss of the experience of the world. The fear of death experienced in the 
anxiety attack is the experience of the impending loss of the identification of 
the ego which realizes itself by means of objects. When there is no outside 
world, the subject ceases to exist ; when the ego is separated by a barrier 
from the external world, then the world is lost to the ego; and this may be 
the significance of the feeling of annihilation which is the basis of the 
anxiety—a feeling of impending destruction of the whole being or his 
personality, fear of death or of insanity. 


SUMMARY. 


As a state of neurotic anxiety is not to be influenced by the usual pharmaco- 
and psychotherapy, an attempt was made to find out the genesis of this state 
of anxiety. It was found that at the commencement of the illness it is always 
possible to find the “ major anxiety attack ’’ which is composed of a number 
of vasomotor sensations, tachycardia and intense paralysis of the motility 
and of the psychic apparatus, combined with acute fear. Such attacks are 
very seldom to be observed because the patient cannot move during the 
attack, and, besides that, does not speak about it. They rarely occur in the 
same patient again with the same violence, since, as the anxiety is unbearable, 
mechanisms of defence are mobilized at once. Owing to these latter there 
arise the modified syndromes of “ agitated anxiety attacks ’’, of the “ chronic 
anxiety state ’’ with exacerbations, and with incidental graver attacks, and 
the “anxiety equivalents’’ of Freud. Clinically, one has to differentiate 
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the anxiety neurosis, in which the anxiety overtakes the patient like an infec- 
tious disease, and in which neurotic symptoms are not to be observed in the 
intervals, and the anxiety hysteria, in which the hysterical disposition can be 
demonstrated, and the attacks are determined by psychical processes (e.g., 
are caused by suppressed aggressions). 

The investigations started with the anxiety neurosis, and especially the 
major anxiety attack. In the latter case the somatic anxiety syndrome is 
most clearly developed, and is composed of intense vasoconstriction of the 
skin (paresthesias, sensation of cold, pallor), tachycardia up to 150, inhibition 
of salivation, cold sweating, mydriasis, arterial hypertony up to 150 mm. 
(of mercury), and an intense relaxation of the voluntary muscle system. This 
syndrome indicates a stormy excitation of the sympathetic system, which 
may be combined at the end of the attack with parasympathetic phenomena. 
It was found that this syndrome could be removed by choline preparations, 
which by their stimulating effect on the parasympathetic nerve produced an 
effect exactly the opposite to the anxiety syndrome: by an intramuscular 
injection of o'r c.c. acetyl-choline the anxiety attack can be stopped also in its 
psychical effects, and even chronic anxiety attacks can disappear after a few 
days by oral administration of the choline preparations pacyl or hypotan. 
It appeared that the effect of choline is greater if the anxiety experience is 
more elementary, and smaller if the anxiety is worked through in a psychical 
manner. 

The removal of anxiety by a drug with only a peripheral action led to the 
supposition that the fear of an anxiety neurosis arises primarily in a somatic 
way. Various clinical and experimental observations led to the hypothesis 
that the vaso-constriction of the skin plays an important part here (vaso- 
neurotic anxiety), and that the character of the anxiety syndrome, corre- 
sponding to the adrenaline effect, may be traced back to a primary action of 
the adrenal glands. Since in all cases observed there was found some sexual 
damage, such as the inhibition of normal relief, and since the anxiety could 
be removed both by the prevention of this and by choline medication, this 
confirms Freud's theory of the damming up of libido, and Reich’s theory of 
the origin of anxiety being due to a sympathetic-toxic action of the sexual 
hormone. » 

The fact of peripheral somatic removal of anxiety seems to have great 
theoretic importance for the question of the relation between psychic and 
somatic events in anxiety. Clinical observations showed that in an anxiety 
neurosis the vaso-constriction of the skin is of primary significance—a pheno- 
menon which is understood as the “ barrier syndrome ”. The psychic corre- 
lation to this is experienced in the anxiety attack as a loss of connection with 
surroundings, and this experience is the origin of the feeling of annihilation in 
the anxiety attack, as K. Goldstein has proved in the anxiety in cases of 
brain injury. The fear of death which is experienced in the anxiety attack 
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is understood to be the experience of threatened loss of identification by the 
ego which becomes realized by means of the objects. 

The heart neurosis described by Max Herz as phrenocardia, which not 
only shows the same somatic syndrome as the anxiety neurosis, but at the 
same time is traced to unsatisfied sexuality, allows the supposition that this 
disease is a kind of “ anxiety neurosis without anxiety ’’, and that therefore 
the pathogenic agent is here worked through psychically in a different way 
to that of the anxiety neurosis. In order that anxiety should arise there 
must then be, apart from the somatic events, also a psychic readiness through 
the individual structure of the personality. In neurotic anxiety conditions 
there is a reciprocity between soma and psyche, the common somatic condition 
being a state of sympathetic excitation, the common psychic condition being 
the anxiety experience. Choline treatment removes the somatic experience 
from the psyche where it was worked through as anxiety, and in this way a 
vicious circle which usually cannot be interrupted by action on the psychic 
factor is interrupted by action on the somatic factors. 

The somatic genesis of neurotic anxiety can be designed in the following 
way: There is always a disturbance of the course of sexual irritation to be 
found. This disturbance results either from sexual abstinence caused by 
external or neurotic reasons, or from neurotic sexual hypo-zsthesia while 
relatively great libido is present, and leads, with a certain sympatheticotonic 
disposition, to a strong excitation of the sympathetic system. At this point 
the mechanism can be interrupted by choline medication. According to the 
working through of the state of sympathetic excitation there results either 
the syndrome phrenocardia, or, with corresponding psychic preparedness, 
the anxiety neurosis. If this continues for some time it can become fixated 
and psychically worked through so that anxiety can then also be issued by 
the psyche. 

It was possible to ascertain in nearly all cases that the ailment had started 
with an actual anxiety neurosis, and that by drug treatment or abolition of 
the sexual disturbances, one can prevent the manifestation of the psycho- 
neurosis. The somatic neurosis only lasts for a certain time, some wecks 
or months, and then becomes built over in a psychoneurotic manner so that 
then it may only be treated by a long-continued psycho-therapy. In the 
cases of anxiety hysteria this psychoneurotic projection is existent from the 


beginning and is to be treated by psychotherapy. Psychotherapy, then, 


has to treat the neurotic sexual abstinence and hypo-esthesia as sources of 
anxiety neurosis, and its secondary fixation. 
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THE authors consider that protein or pyretic therapy should have a more 
scientific basis, and for several years have carried out experimental work on 
the behaviour of blood complement in patients undergoing this form of 
treatment. 

Observations and serial complement estimates were made on forty patients 
receiving protein injections, the requisite number of controls being used. 
Altogether, a thousand complement readings were co-related with the patients’ 
mental and physical condition. 

The preliminary results of this investigation are offered with the knowledge 
that the work is still in the experimental stage. 

For many years the work of Bordet, Von Behring, Ehrlich and many 
others on specificity in therapeutics overshadowed the findings of earlier 
workers in non-specific therapy. The latter received little consideration, 
possibly because their opinions were in conflict with orthodox theories of 
immunity. 

The advances made in the strictest specificity have held firm in many 
diseases, but not in all; in the latter non-specific methods have given satis- 
factory results. Many diseases fail to respond to either form of treatment. 

An incredible amount of work has been done in investigating the mechanism 
of immunity, but the biological reactions to disease are so subtle and compli- 
cated that even immunologists are hesitant and moderate in their opinions. 
Nevertheless, much of their work is of value to the therapeutist, even if he 
must, for practical purposes, accept a somewhat elementary concept of the 
bodily defences. 

The reactions in non-specific therapy suggest that in the mechanism of 
immunity there are some specific factors, while others are non-specific, and 
that under certain conditions the specific factors are latent until released or 
augmented by stimulation of the non-specific mechanism. On this thesis, the 
natural defences, once stimulated, will attempt, with varying degrees of success, 
to wall off or drive out all pathological conditions. A mild stimulus may 
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abort or hasten a simple inflammatory state, while a violent one giving the 
desired therapeutic result, may also cause an unexpected and undesired reaction 
at a latent focus of infection, such as a tubercular nodule, which breaks down. 
This thesis might also explain why some patients are better in health after an 
illness, while others are worse—the illness in the latter playing the part of a 
non-specific agent. (See diagram.) 

It has also been observed that, in the treatment of some conditions, one 
non-specific agent is superior to another. In short, the defensive mechanism 
may respond to agents, specific, para-specific and non-spécific. 


Non-specific Chronic Latent 
stimulus. disease, disease, 


) EB Bl 


Specific Immunological Factors. 


Common Immunological Factors, 


The immunological mechanism may be stimulated non-specifically by absorption of 
protein from a raw surface, by the therapeutic use of proteins or active virus and by 
an attack of acute disease. According to the quality, intensity and duration of the 
non-specific stimulus (A), a desired result may or may not be obtained in chronic 
disease (B). A violent and prolonged stimulus at (A) may give a satisfactory result 
at (B), but may, in addition, give an unexpected and undesired reaction at a latent 
focus of infection (c), thus activating, e.g., an endocarditis, meningitis, tuberculosis 
or pneumonia. In short, the patient may be better after treatment, but on the other 
hand may be worse. Each activated focus in turn becomes a non-specific stimulus. 


Even in so-called “ passive immunity ”, e.g., in the use of antidiphtheritic 
serum, the older preparations, containing a larger amount of the whole serum, 
and giving, in addition to the specific action, a non-specific reaction, are con- 
sidered by some authorities superior to the concentrated specific antitoxic 
sera (I2). 

The technique, complications and limitations of specific methods are fairly 
well known, but the position is not quite so clear with regard to non-specific 
agents. 

In chronic illness, unresponsive to specific treatment, one may administer 
palliatives, or join the radicals who endeavour to obtain results by the injection 
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of proteins, mixed proteins, split proteins, protein derivatives, colloidal pre- 
parations, hetero-vaccines, or finally by the use of living organisms, such as 
those of relapsing and malarial fevers. The last procedure is not looked upon 
with favour by many members of the profession. 

The object of this paper, however, is not to discuss the merits or demerits 
of protein therapy, but to suggest, for further investigation, technique involving 
the use of the more violent forms of protein shock. 

It would appear that the method in general use at present is to give the 
patient a “ pyretic shock ’’, and if nothing happens, to launch a series of 
more violent shocks. The series of shocks may be interrupted by the physician 
in his wisdom, and sometimes by the impending collapse of the patient. 

In the malaria therapy of general paralysis, 40% of the deaths occur within 
the first two months after inoculation (13). 

It cannot be denied that by this rule-of-thumb method gratifying results 
have at times been obtained, but the possibility of complications should not 
be under-estimated. After all, the'non-specific agent is used merely to stimulate 
the body to make another and possibly more successful effort to defend itself. 

Since we are dealing with living tissue, a point of maximum stimulation 
will eventually be reached, after which further attempts at stimulation can 
only lead to exhaustion and trouble. 


Factors INFLUENCING SHOCK REACTION. 


It is unreasonable to expect all patients to react in exactly the same manner 
to a non-specific stimulus. The reaction will be modified, aggravated or compli- 
cated, by such factors as the substance used, rate of absorption, dose, method 
of administration, number of injections, previous use of the same agent, disease 
or diseases from which the patient is suffering, temperature, chronicity, age 
and general physical condition of the patient, and possibly by a great many 
biological factors less apparent, but equally important. i 

The effects immediately following the use of a non-specific agent have 
been recorded from time to time by experienced investigators, such as Van 
den Velden, R. Schmidt, Starkenstein, Petersen and Diollken. A short 
summary of some of the findings is of practical interest. Generally the 
condition of the patient at first becomes worse, then better. Nervous irrita- 
bility, pain, delirium, glandular activity (2), nitrogen excreted (3), blood- 
pressure (4), diuresis (5), permeability of blood-vessels, and tissue cells (6), 
blood-sugar (7), lymph flow (8), blood-platelets (9) and fibrinogen are increased 
and then diminished, while temperature, leucocytosis and weight are diminished 
and then increased. The complement may also be diminished and then 
increased (10). The findings are conflicting with regard to agglutinins, 
opsonins, precipitins, antibodies (II) and antibacterial substances. In fact, 
nearly all these findings have been questioned, and some put in the reverse 
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order. The point which should be observed is the marked tendency for the 
reaction to be diphasic in character. Some of the reactions are rapid in 
onset, superficial and transitory, while others appear to be deeper and more 
sustained. 

It has been suggested that the first or negative phase is irritative and 
exogenous, while the second or positive phase is endogenous, and is more or 
less the physiological process of repair (12). Since pyretic treatment is used 
frequently, especially in mental hospitals, one feels that in some respects a 
more definite technique is required. The literature on protein therapy is 
helpful in the selection of proteins beneficial in certain conditions, but infor- 
mation regarding the degree of general reaction necessary and the point at 
which biological stimulation should cease is not altogether satisfactory. 

If the antibody-complement-antigen reaction be accepted, where in simple 
language the complement is a ferment-like substance which permits the anti- 
body to fix the antigen, the complement might be used as an indicator of the 
behaviour of the non-specific or common mechanism of immunity. For a 
considerable number of years the authors have recorded hundreds of comple- 
ment readings relative to the mental and physical condition of insane patients. 
The complement estimation was made by recording how much of the patient's 
serum (containing complement) would permit a known quantity of hemolytic 
serum (immune body) to hemolyse a known quantity of sheep's corpuscles. 
The figures in the accompanying graphs indicate the smallest amount of 
paticnt’s serum which (in a water-bath at 37° C. for an hour) permits five doses 
of immune body to hemolyse completely I c.c. of a 3% suspension of sheep's 
washed red blood-corpuscles. 

When the patient examined appeared well, physically and mentally, the 
quantity of patient’s serum required for this test (and for what at present will 
be called “ normal ’’) was between 0'06 c.c. and 0°07 c.c. The figures at the 
side of the graphs indicate from above downwards the amount of patient’s 
serum uscd for each test. The graphs therefore indicate the rise and fall in 
the complement titre. (The normal] daily (10) variation, according to Cadman, 
is about 10%.) 

It would appear that the behaviour of serum complement is not so erratic 
as some of the text-books might suggest. A single complement reading is of 
much the same value as a single temperature reading—that is, a normal reading 
is not necessarily an indication of health. A graph, however, is helpful. It 
sometimes happened that no complement could be found in the patient's 
serum, and although this condition was compatible with life, it was not so 
with health. 

In the therapeutic use of such different agents as the patient's scrum, 
typhoid-paratyphoid vaccine (T.A.B.) and malaria, the complement titre at 
a certain point in the proceedings passed into a negative phase. Sometimes 
the negative phase was preceded by a positive phase, and sometimes by a 
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repetition of previous readings. Again, during the negative phase it appeared 
impossible to sustain the complement titre by further use of the same agent. 
It was also noted that when the complement became highly concentrated (i.e., 
less than 0:06 c.c. of serum for the test), the patient usually experienced a 
sense of well-being or euphoria. 

The first complement chart extends over a period of thirty days, and indicates 
the behaviour of complement after the therapeutic use of the patient’s own 
serum. 

The case is that of a young female, zt. 20, suffering from “ toxic confusion ”’. 
She had a raised temperature, and was in a state of extreme terror and excite- 
ment. The first two complement readings were low (0°12 and 0°08). Ten c.c. 
of the patient’s serum were given subcutaneously, and in 24 hours the titre 


ce 


cc] DAYS: 5 


I l 


Patients Serum. 


Graph extending over period of 30 days, and indicating the influence of three injections of 
the patient’s serum on the complement titre. The titre passes into a negative phase 
followed by a rise, then a secondary negative phase. This reaction is frequent even 
without the third injection. 


remained the same (0°08). Another 12 c.c. of serum were administered, and 
within 48 hours the complement passed into a negative phase (0'17). During 
this phase the temperature rose, and the delirium and excitement became 
more intense. Three days later, the complement rose to 0'07 and remained 
there for three days. A further 15 c.c. of serum were given, and six days later 
the complement rose above “ normal’ (0°05). After another six days, the 
titre had dropped to 00g and remained there for the following ten days. While 
the titre was above “ normal ” the patient appeared bewildered, but lost her 
terror and smiled constantly. With the secondary fall the violence of the 
delirium passed, and although mildly confused, the patient took food, slept 
well, and looked better physically. 

The second and third charts show unsuccessful attempts to raise the 
complement titre in the negative phase. The cases are those of our colleague, 
McCully, also working at this hospital. Typhoid-paratyphoid vaccine (T.A.B.) 
was used in increasing quantities in order to maintain the intensity of the 
shocks. The average temperature produced was about 103'5°. The shocks 
were given at intervals of 48 hours. 

The second chart is that of a male dement, æt. 50, who had developed an 
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attack of confusion. The first complement reading was low (0°13), but after 
five shocks the titre gradually rose to 0°08 on the 18th day, then dropped 
suddenly to 0'22. On the 18th day a second series of five shocks was com- 
menced. The titre continued to fall, and vanished after the fourth shock on 
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Chart, 2 N 


Graph extending over a period of 60 days, and indicating the influence of two series of 
T.A.B. shocks on the complement titre. The first series caused a slight rise, followed 
by a negative phase. The second series of shocks not only failed to maintain the titre, 
but exhausted the patient. 


the 24th day. During the next twenty-one days nine tests were made, but 
no complement was recorded. On the 48th day the complement reappeared 
at 0:08 ; four days later it rose above “ normal ” and remained there for three 
days (0°05), during which time the patient had a mild euphoria, which vanished 


13 T. A.B. Shocks 


Graph extending over a period of 60 days, and indicating the influence of two series of 
T.A.B. shocks on the complement titre. The first series gave a short negative phase, 
then a prolonged rise followed by a secondary negative phase. The second series of 
shocks not only failed to maintain the titre in the secondary negative phase, but 
exhausted the patient. 


with the complement on the 58th day. On the 6oth day the complement 
reappeared at 008. The first series of shocks produced a slight rise, then a 
sudden negative phase. The second series of shocks failed to maintain the 
complement titre and exhausted the patient. 

The third chart shows an unsuccessful attempt to maintain the titre in 
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the secondary negative phase. The type of patient was similar to the last. 
T.A.B. vaccine was used in both series of five shocks. The first series produced 
a fall from o'I to o 15, then a rise to 0°06 on the 8th day. During the following 
week the titre was above “ normal’’ (0°04), the patient being euphoric. On 
the 18th day the titre fell to 0:06, and the second series of shocks was com- 
menced on the 20th day. The titre gradually fell to 0'28 on the 55th day. 
The second series of shocks failed to maintain the titre, and only exhausted 
the patient. 

The fourth chart is of interest, as it demonstrates the behaviour of the 
complement when a series of five malarial rigors ceased spontaneously. The 
blood Wassermann reactions are also indicated. 


i \ \ | | Chart. 4. 


MALARIA. 


BLOOD 
WASSERMANN. 


Graph extending over a period of 30 days, and indicating the influence of malarial rigors 
on the complement and blood Wassermann titres in a case of G.P.I. The malarial 
rigors ceased spontaneously and the complement passed into a negative phase, followed 
by a rise, then a secondary negative phase. Patient withstood the treatment well, 
and a remission was precipitated. 


The patient was an ex-soldier, æt. 50, suffering from a tabetic form of 
general paralysis. Duration of symptoms about four years. He was tabetic 
in gait, tremulous in face, hands and speech, and was disintegrated and facile 
in personality. He had a malarial history, but no attacks for many years. 
He was infected therapeutically with malarial blood. He had five rigors at 
intervals of 48 hours and extending over a period of nine days. At the first 
rigor the blood Wassermann was +6, and the complement fairly high at 0'07. 
Six complement readings were made during the rigors and the readings remained 
between 0'07 and 0:08. On the gth day the patient had the last rigor, after 
which the complement titre fell, giving the low reading of o 3 on the 15th day. 
On the zoth day the titre had risen again to o 07. On the 24th day it dropped 
slightly to 0'14, the Wassermann improving to +4. On the 26th day complement 
rose above “ normal ’’ to 0:05 and remained there for the next five days, the 
Wassermann again improving to +2. The patient during this period was 
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euphoric. Seven days later, the patient was more subdued and the complement 
was found to be at 0'07. The patient, however, passed into a state of remission. 
He improved both mentally and physically, and his speech and gait were almost 
normal. He said that he had regained the power and control of his limbs. 
He was discharged from hospital, and five months later two complement and 
Wassermann readings were made: 0'07, Wassermann +4; 0°07, Wassermann 
+4, respectively. The patient withstood the treatment quite well, and at no 
period did he give any cause for anxiety. 

The fifth chart demonstrates the behaviour of the complement titre and 
blood Wassermann in a case of general paralysis, treated with malaria by the 
rule-of-thumb method. The patient was supposed to get about a dozen shocks. 

The graph shows the complement titre, and through it runs the malarial 
temperature chart. The perpendicular lines below indicate the corresponding 
blood Wassermann reactions. 

In the Wassermann test it should be remembered that what is supposed 
to be estimated is something in the nature of the patient’s ‘ specific antibody ”’ 
or defence against syphilis; and the article of faith is that the greater the 
Wassermann reading, the more intense is the patient’s infection. This is 
much the same as estimating a country’s enemies by the size of its army — 
which, of course, may or may not be good reasoning. 

In this case, however, tests were made over a period of 66 days, and the 
greatest possible care was observed in the technique, many of the readings 
being verified by repetition. Thirty-eight complement estimates and thirtv- 
seven Wassermann end-readings were made. 


The patient was a miner, æt. 37, suffering from general paralysis. Duration 
of symptoms stated to be about four months. He was fat and pale; his cere- 
bration was slow and his speech hesitant and tremulous. He was confined to 
bed because he was sullen, irritable and resistive. 

Ist day: During nine days before treatment, five complement and four blood 
Wassermann tests were made. The first, fourth and fifth complement readings 
showed no complement, while the second and third gave low readings—o:3, 0°32 
respectively. The four Wassermann readings remained at +20. 

loth day: On the roth day patient was infected with malarial blood, 5 c.c. 
intravenously and 5 c.c. subcutaneously. 

12th day: Within 36 hours he developed a temperature—103-4°. There was 
no rigor and no evidence of malaria. The blood injections were held responsible 
for this reaction, and under its stimulus the complement, at temperature 103-4), 
rose quickly to 0:09, while the Wassermann increased to +26. It is dithcult to 
explain why the Wassermann titre should have increased. Possibly it was a 
defensive increase. 

I4th day: On the r4th day the temperature remained normal. Complement 
rose again to 0-07, and Wassermann shortened to +12. 

15th day: On the 15th day temperature remained normal. Complement 
remained at 0-07, and Wassermann dropped to +14. 

ızth day: On the 17th day the first malarial rigor occurred—temperature 
103:0”. At temperature Ioo’ (rising) complement rose above *“ normal” to 
0:05. Patient was euphoric. Wassermann shortened to +12. 

18th day: On the 18th day at temperature 97°5° and before the second rigor 
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complement again rose to 0-04, the patient stating that he was “ feeling fine ”. 
Wassermann increased to +14. Then followed the second rigor. Temperature 
102.0”. 

roth day: On the roth day at temperature 97°, and before the third rigor, 
complement dropped to 0:05. Patient was still euphoric. Wassermann increased 
to +22. 

2oth day: On the 2oth day there was no rigor and the patient looked well 
and bright. 

21st day: On the 21st day at temperature 98°, and before the fourth rigor, 
the complement dropped to o-og. Wassermann improved to +12. The fourth 
rigor was severe, and at the height of the temperature, 104-6°, complement and 
Wassermann readings remained the same, namely o-og and Wassermann +12. 
The patient looked well and his pulse was good, but he had completely lost his 
euphoria. 

22nd day: On the 22nd day, and before the fifth rigor, which was not severe, 
complement dropped to 0-1; Wassermann remained at +12. Patient stated 
that he felt “ not too bad ”, and could “ stick it’’. His pulse was good. 

23rd day: On the 23rd day the sixth rigor occurred, and was rather severe— 
temperature 104°. 

24th day: On the 24th day, at temperature 96-4°, and before the seventh 
rigor, there was a sudden fall in complement to 0-3; Wassermann increased to 
+14. The seventh rigor was not severe—temperature 100°. Patient looked 
well enough and his pulse was good, but he said he “ felt tired and fed up ”’ 

25th day: On the 25th day at temperature 96-4°, and before the eighth rigor, 
the complement completely vanished; Wassermann remained at 14+. The 
eighth rigor was severe—temperature 105°, and after it the patient looked rather 
tired, but his pulse was good. Readings at this point showed no complement, and 
Wassermann shortened to +12. 

26th day: On the 26th day it was debated whether the treatment should be 
continued or not. The patient looked refreshed after a sleep and his pulse was 
good. He complained of feeling tired. There was no complement, and the 
Wassermann had suddenly increased to +23. From the clinical aspect, however, 
it was decided that he was well enough to stand another rigor. The rigor was not 
severe—temperature 103-4~—but with the rising temperature the patient’s condition 
rapidly became critical. Readings showed no complement, and a Wassermann 
shortened to +20. Quinine was administered freely. 

27th day: In spite of the continued use of quinine, the patient had the roth 
rigor, during which he almost collapsed—temperature 103°4°. Readings showed 
no complement, and Wassermann shortened to +16. Fortunately the rigors 
ceased, and during the following twelve days there was a total absence of comple- 
ment, tests being made on several occasions, when no complement could be 
discovered in the following quantities of patient’ s serum : 3'0, 3'0, 3°5, 3°5, 3°5, 1°0, 
3'0, 3'0, 10, 30 and 3°5 c.c. 

The negative complement phase, therefore, commenced on the ıgth day, and 
extended to the 41st day. During this period there were 16 days in which there 
was a total absence of complement, while many of the Wassermann readings stood 
at a higher level than before treatment commenced. It is difficult to explain the 
increased Wassermann in the negative phase. It might be a defensive increase, 
but it is also possible that the anti-syphilitic mechanism was in abeyance. 

On the 41st day the complement reappeared with a low reading, 0:3, rising to 
0-6 on the 47th day. On the 53rd day the titre fell to 0-3 and the patient com- 
plained of not feeling well, but had no definite complaint. On the 55th day the 
titre rose again to 0'09, after which it continued to fall, until it vanished again on 
the 66th day. 

Meanwhile, between the 41st and 66th days twelve Wassermann readings were 
“ made. On the 41st and soth days the readings were + 28 and + 26, but on these 
occasions the control tubes indicated that the patient's serum was anticomple- 
mentary. Investigation revealed that the anticomplementary factor in both 
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instances was equivalent to two doses of complement, thus leaving the Wassermann 
readings at + 26 and + 24 respectively. Of the other readings, three stood at 


+ 22, six at + 20, while on the 64th day the Wassermann suddenly increased to 
+ 28, and on the 66th day it fell to + 10. 


During the negative phase the patient was in a state of extreme exhaustion. 
He recovered slowly at first, but rapidly with the reappearance of the complement. 
Within the 66 davs the patient had passed into a state of remission from his general 
paralysis, and treatment was continued with tryparsamide. 


It is suggested that in this case the pyrexial treatment should not have gone 
further than the fourth rigor, since the complement titre showed definite signs 
of falling. Pyrexial shocks may or may not be dangerous in the negative 
complement phase, and again they may or may not be necessary, but until 
we have more knowledge on these points, it seems unreasonable to give further 
shocks in the negative phase. The impatient physician, anxious for a 
favourable clinical response, is tempted to increase the number, proximity and 
violence of the shocks. An examination of complement readings after protein 
stimulation suggests that time is required for some of the biological reactions 
to take place. If the complement titre swings, it seems to do so on a wave- 
length which is anything from one to four weeks. Other factors are probably 
swinging in different wave-lengths, as, forexample, the malarial temperatures 
and the blood Wassermann in the accompanying charts. Incidentally the 
high temperature so eagerly sought in this form of therapy cannot be the 
whole story. 

In general paralysis therapeutic risks may be legitimate, but in other 
conditions such as puerperal confusion, where the patient is usually exhausted, 
greater care should be exercised, especially in the use of T.A.B. vaccine, which 
is particularly toxic. 

Non-specific methods of treatment do give results in the most unexpected 
cases, so the technique of the therapy is worthy of further investigation. The 
degree of violence required presents difficulties. Violence may not be neces- 
sary in many cases. Warren Crowe works on a minimal stimulus, and rightly 
points out that there is a difference between a “ response ” and a “ reaction ”’ 
to treatment. Again, if violence is used there is difficulty in recognizing the 
point of maximum physiological stimulation. Until this difficult question is 
settled, it is suggested that during a series of pyrexial shocks the complement 
titre should be recorded. If a sudden or persistent fall is observed, then the 
treatment should cease meantime, or at least be carried on with extreme 
vigilance. 

We offer our thanks to Dr. A. M. Dryden, Medical Superintendent, for the 
privilege of carrying out the investigations at his hospital. 
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Clinical Notes and Cases. - 


VARIATIONS IN BLOOD SUGAR IN A CASE OF DEPRESSION 
WITH DIABETES MELLITUS. 


By E. W. ANDERSON, M.D., M.R.C.P., 


Medical Director, Cassel Hospital; late Assistant Medical Officer, 
Maudsley Hospital. 


SOME apology may at first sight appear.to be needed for burdening yet 
further the literature on blood sugar in the psychoses. The following obser- 
vations, however, require recording, in that they illustrate certain aspects of 
the relation of the behaviour of the blood sugar level to changes in mental 
state which are as yet obscure. 

Many observations have been made on the behaviour of the blood sugar in 
different groups of psychoses. In a complete review of the literature up to 
1930, Wilder states that in schizophrenia many cases frequently show a raised 
value, but in others the value is normal. He quotes observations of, amongst 
others, Heidema and Wuth. Similarly in other psychoses, e.g., in depression, 
he reports marked falls in the blood sugar level, quoting again different 
observers, including Mann in this country. 

The following case, however, demonstrates a more immediate relationship 
between the behaviour of the blood sugar at a given time and the mental state 
at the same time. 


A. P. W—, male, æt. 52, wasadmitted to the Maudsley Hospital on May 31, 1934. 
He had been referred by his doctor on account of severe depression following the 
serious illness of his wife some three months before. He had suffered from diabetes 
mellitus for nine years. 

The family history showed one paternal aunt to have suffered from “ melan- 
cholia ’’, and the paternal grandfather was alcoholic. With regard to his personal 
history, childhood was uneventful. He seems to have had a good school record, 
and entered the service of a bank, in which he was at the time of admission. He 
was a hard-working and conscientious man with somewhat narrow interests. He 
had been married twenty-three years and had one son et. 21. His wife developed 
cancer, and entered a nursing home three months before his admission. He had 
been formerly a moderate drinker but after his wife’s departure drank more 
heavily. Beyond his diabetes there had been no serious illness. The diabetes 
had been well controlled by insulin (40 units a day) and diet. 

On admission he was depressed and agitated; he said the police were after 
him, the bank was dismissing him, neighbours shunned him and talked about 
him. He stated his bowels had not been open for some weeks. There was no 
sign of intellectual deterioration. 

Physically, his radial arteries were somewhat thickened, his heart-sounds rather 
poor in quality. Blood-pressure 110/92. He had a severe diabetes mellitus, but 
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was free from diabetic stigmata. Other systems normal. Wassermann reaction 
negative. Blood sugar 220 mgrm.%. 

He was put on diabetic diet and insulin (40 units a day), but this failed to 
control his diabetes, and on June 11 there was a heavy output of ketones and he 
was on the verge of coma. He was seen by Dr. Lawrence, of King’s College 


CHART I. 


No mental change 


12-30 2-30 450 
p.m. 


Hospital, who put him on emergency treatment—insulin 60 units a day and sugar 
—and in twenty-four hours he was out of danger. For a week or so he progressed 
quite well, but on June 18 he had a hypoglycemic convulsion, epileptiform in 
character, in which he appeared to have auditory hallucinations. (This was ob- 
served by a member of the medical statt.) The next day he again had premonitory 
symptoms. He seemed anxious and had a rapid pulse. He was given 5 grm. of 
carbohydrate but two hours later the symptoms reappeared. This time, however, 
the psychic state was different. He appeared lively, talked easily, admitted that he 
no longer felt so depressed, claimed some insight and discussed his diabetic condi- 
tion intelligently—in fact superficially his bearing would have passed for normal. 
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The dietary was now augmented by protein, and the insulin was reduced from 
60 units to 52 units per day. The improvement noted was transitory, and thirty- 
six hours later he was again very depressed. A week later he developed paranoid 
ideas (into which he had a fleeting insight), in an anxious setting, and thought 
others were talking about him. So far the paranoid element had not been marked. 


CHART II. 


July 27th 


On the night of June 27 he became “ noisy and restless’, attempted to get 
out of bed, but unfortunately there were no further details of this phase. On 
July 15 he was noted as “ brighter, is taking his diet better and is more active ”. 
These clinical phenomena suggested the desirability of making frequent records 
of his blood sugar and concomitant continuous observations of the mental state. 
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Accordingly preliminary records of his blood sugar variations on his ordinary thera- 
peutic dosage of insulin (30 units a.m., 22 units p.m.) were taken. The first record 
was on July 23. Hourly blood sugar readings were taken and the mental state 
observed continuously. Chart I shows the fluctuations of his blood sugar. During 
this period no change in the mental state was observed. This was repeated on 
July 27 and on July 30, and readings were taken every hour from Io a.m. until 
Io p.m. on the 27th and until 9 p.m. on the 30th (Charts II and IIT). A chart 
showing considerable divergence from the first was obtained. During this period 
of eleven hours no change in the mental state, which was that of an apathetic 
depression, was observed. (Venous blood was taken in each case.) 


CHART III. 


July 30th 
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It was now decided to induce an artificial hypoglycemia. Accordingly on 
August 17, at 8 a.m. 48 units of insulin were given instead of the usual 30. The 
blood sugar (venous blood) was taken at hourly intervals again from 10 a.m. until 
5 p.m. (Chart IV), and the mental state observed continuously as before. This 
time, changes were observed. At 10.30 a.m. there was a definite increase in motor 
restlessness ; he was anxious and tense and asked to be helped. At this time 
he was clear and in touch. There was no somatic evidence of hypoglyczmia, as 
on the previous occasions a month or so before. At 11 a.m. he was somewhat 
calmer but still perplexed. At 12 noon he became very anxious and apprehensive, 
restless and flushed, feared being sent to another ward, and wanted to go home. 
Subsequently no material change occurred in the mental state for the rest of the 
period of observation. 

The experiment was repeated on August 27. This time capillary blood was 
employed, and 45 units of insulin were given at 8 a.m. There is a slight difference 
in the curves between capillary and venous blood which is irrelevant for present 
purposes (cp. Curves IV and V). At 10.30 a.m. he became, as before, more tense 
and anxious, saying, “ I feel anxious; I don’t know what it is; I want to go home”, 
He was what is usually called “ retarded ”, sticking to one topic, and had difficulty 
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in giving vent to his thoughts. There were no somatic concomitants. There was 
no essential change in his condition until 12.25 p.m., when he became flushed and 
perhaps just a little more agitated; he looked drawn and ill at ease. If the chart 
is examined here a further falling in the blood sugar level will be seen, achieving 
its maximum at ı p.m. At this time he was much more flushed, was sweating a 


CHART IV. 


ptt tT TT BE EN 
Fi UN DE A BD 


Insulin 48 units at 7.45 a.m. 


little, but was less restless, though the so-called “ retardation ° was much more 
marked and he could only give a mumbled, unintelligible grunt. At 2.15 p.m. he 
was much calmer, but still spoke in barely audible fashion—he was no longer 
flushed. At 3.30 p.m. he was much more agitated (coinciding with a further drop 
in the blood sugar), he was flushed and restless, wanting to get out of bed (this 
had not been previously observed the same day), wanted his bed moved to the 
open air, said some papers had arrived which demanded his attention (actually 
he was concerned at this time over some business connected with the will of his 
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wife, who had died after his admission). The ‘retardation ” had disappeared. 
At 4 p.m. he was calmer, and remained so for the rest of the day. Unfortunately 
it was impossible to obtain further specimens of blood that day. 

The experiment was repeated for the last time on September 3, after 50 units 


CHART V. . 


August 27th, 1934 


Insulin 45 units at § a.m. 


at 8 a.m., and again using capillary blood (Chart VI). This time at 10.15, although 
tense and anxious, there was no restlessness, but he had difficulty in getting words 
out. This was his usual mental state. At 11.10 a.m. he was agitated, fidgety 
and restless, said ‘‘ I don’t know what to do’, and seemed distressed. No somatic 
features. At I2 noon patient was flushed and very restless, rather more so than 
one hour earlier, again worrying over the documents he had to sign. (During 
this period a fairly rapid drop in the blood sugar level was observed.) At 12.30 
the mental state was still the same, but he was less flushed. At 1 p.m. less restless; 
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CHART VI. 


September 3rd, 1934 


3.30 p.m. more apprehensive, asked what I was going to do to him, etc.; 5 p.m. 
little essential change, still apprehensive, anxious and inhibited. 


CONCLUSION, 


When the foregoing results are examined, certain conclusions emerge. 
First, associated with a fall in the blood sugar there is an increase of anxiety 
and restlessness, such as Guttmann and Scherer also observed in their case; 
indeed in many respects the total clinical picture in both cases presents many 
points of similarity, except that in Guttmann and Scherer’s case the presence 
of hypochondriacal ideas at that age (sixteen) must be regarded as unusual, 
although the author has seen a severe hypochondriacal depression with bizarre 
bowel ideas and typical “involutional’’ content in a girl of twenty. The 


434 VARIATIONS IN BLOOD SUGAR. 


hypoglycemic seizure was epileptiform and auditory hallucinations were 
present. This was of familiar form. The second point which seems to emerge 
with some consistency from the experiments is that it is not the level of the 
blood sugar which matters—different levels were found at different times of 
the day (see Charts I and II) without any change in the mental state, but the 
rapidity of fall and also subsequent fluctuations which may occur. 

With regard to the rapidity of fall, the maximum level, it will be seen, was 
reached much earlier with the excessive dose of insulin than in the earlier 
curves (I, II and III). 

The author is indebted to Dr. Edward Mapother, Medical Superintendent 
of the Maudsley Hospital, for permission to carry out the experiments and to 
publish the result ; to Dr. Mann for friendly co-operation in carrying out the 
blood sugar estimation; and to Prof. Mayer-Gross and Dr. Erich Guttmann 
for much valuable assistance and many suggestions. 


References.—(1) Guttmann and Scherer, Z. Neur., 1930, 1x, p. 397.—(2) Heidema, (3) Mann, 
S. A., (4) Wuth, quoted by Wilder, L., ibid., 1930, pp. 1 ct seg. 
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A CONFUSIONAL STATE ASSOCIATED WITH INFECTIVE 
ENDOCARDITIS. 


By Davip SHaw, M.D., B.S.Lond., 
Assistant Medical Officer, Gravlingwell Hospital, Chichester. 


Mrs. X—, a widow, æt. 28, was recently admitted to Graylingwell Hospital 
as a voluntary patient. 


Family history as far as could be made out was negative. 

Past history and personality.—She was described as a cheerful, steady girl, 
who had married at 21, and had unfortunately lost her, husband some few months 
after marriage. More recently she appeared to be somewhat unstable emotionally 
and, in spite of serious organic disorder, had been energetic and over-active in her 
pleasures and amusements, and had taken alcohol freely. There was no previous 
history of “ nervous breakdown ”, fits or paralysis. Eighteen months ago she 
had a severe attack of rheumatic fever with endocarditis, and about six weeks 
before admission had an attack of “ influenza ’’. 

Present illness.—Her present illness commenced, according to her parents, 
some six weeks before admission and was attributed by them to the attack of 
influenza, and also to domestic worries. She gradually became weak, dull and 
drowsy, persistently complained of headaches and had lost considerable weight. 
Insomnia and constipation were other marked features during this time. More 
recently, however, mental symptoms had been more in evidence. She had become 
more confused and disorientated, and was generally dull, drowsy and semi-stuporose, 
although her state of consciousness and alertness seems to have fluctuated very 
much from time to time. Often she would appear brighter mentally, but she was 
facile and emotional and would talk freely about her symptoms, describing peculiar 
pains which seemed to rush from the head and focus themselves on the root of 
the nose “ like a ball of fire ’’, which dispersed in flames, giving her instant relief 
from her pain. 

On admission.—She was a tall and very thin woman with poor, flabby muscu- 
lature and a sallow complexion, almost cafe au lait. Her temperature was 100:4°, 
pulse 92 and respirations 22. She looked “‘ toxic ”’ and dehydrated. There were 
sordes about the gums and her tongue was dry and red. There was a diffuse 
purpuric rash on the trunk and limbs, particularly marked on the forearms, which 
had almost a flea-bitten appearance. In addition there was a small bruised area 
on the sacrum and some discoloration over both buttocks. A cough was present : 
the chest moved fairly well ; the note was good, but scattered rhonchi were audible 
in the left lung. The apex-beat was in the sixth intercostal space about 1 in. 
outside the midclavicular line, the cardiac impulse diffuse and forcible. There 
was a loud blowing systolic murmur over the mitral area conducted outwards 
for a short distance. The pulse was rapid, regular, and raised in tension. The 
liver and spleen were not palpable. 

The urine contained a heavy cloud of albumen but no sugar or blood. The 
pupils were dilated and sluggish: there was asymmetry of the face, the left side 
was paretic, and occasional irregular twitchings of the right facial muscles, particu- 
larly the orbicularis palpebrarum, were observed. The muscles of the arms and 
legs were poor in tone and power, the tendon reflexes generally were diminished 
and flexor plantar responses were obtained. There was analgesia of the distal 
parts of the limbs. 
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Mentally.—She appeared vacant and dull, and was confused in manner and 
conversation. She was listless, her reaction to questions was poor, her memory 
defective, and she was partly disorientated. Her judgment and reasoning powers 
were impaired and she showed no insight into her condition. During the course 
of the illness she was generally euphoric, and would often reply when questioned 
as to how she felt, ‘‘I feel splendid’’. She was rather facile and emotionally 
unstable, and appeared to be somewhat retarded mentally. 

A diagnosis of septic endocarditis was made and her further progress was as 
follows: During the week following admission her general condition was more 
or less unchanged. She was running a remittent temperature ranging between 
99'2--I103°. She was markedly asthenic and often incontinent of urine, and fresh 
crops of the purpuric rash were noted. She complained of headache at times, but 
was, for the most part, dull, listless and confused. However, the degree of con- 
fusion varied greatly ; at times she appeared semi-stuporose ; at other times she 
was restless, talkative and emotional. 

On the morning of the eleventh day after admission there was an alarming 
collapse. She had just taken some fluid nourishment, when she suddenly became 
semi-comatose. The pupils were small, reacting freely to light. and the corneal 
reflex was present. Some twitching of the right facial muscles was observed, the 
limbs were flaccid and paretic, diminished tendon reflexes were obtained, and a 
double extensor plantar response was present. 

There was marked albuminuria, but no other abnormality was observed in 
the urine. 

Later the same day she regained consciousness and again declared that she 
felt ‘‘ splendid ”’. She passed a comfortable night and the following day appeared 
slightly improved, although still confused and disorientated. In the evening, 
however, she complained of severe occipital pain; nausea and retching were 
present, and she lapsed quickly into a comatose condition and died. 

Post-mortem findings : 

The lungs both showed marked cedema and congestion. 

The heart was considerably enlarged, weighing 630 grm. The right auricle 
and ventricle were both dilated, the tricuspid and pulmonary valves thin and 
atrophic, and the myocardium pale, fatty and rather friable. The left ventricle 
was considerably hypertrophied ; the mitral valves were shrunken and scarred, 
and were the seat of crumbling vegetations extending to the adjacent endocardium 
of the left auricle, which over an area of almost 2 sq. in. was ulcerated and eroded 
by hemorrhagic friable vegetations. There were numerous small hemorrhagic 
infarcted areas in the walls of the small intestine. 

The kidneys were both very much enlarged and were pitted and lobulated. 
The capsules were thin, stripped fairly easily, and many small white infarcts 
were present. 

The spleen was rather larger than normal and was very soft and almost diffluent. 
A number of small infarcts were present. 

The brain.—There was extensive subdural haemorrhage over the occipital 
region of the brain and the pia arachnoid was very congested. In each occipital 
lobe there was an area of hemorrhage about the size of a walnut and extending 
back to the posterior pole of the hemisphere and, in the case of the left side, the 
hemorrhage showed some early organization and an attempt at encapsulation. 
There was, further, a small hemorrhagic area in the right lobe of the cerebellum. 


DISCUSSION, 


This case is interesting as showing the development of a confusional state 
associated with septic endocarditis. In the light of the post-mortem findings, 
the extensive area of ulcerative endocarditis, the damage to the brain and 
widespread area of infarction, it appears highly probable that her dulled 
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mental state, her emotional instability and incontinence, were due to repeated 
small embolic hemorrhages in the frontal lobes and hemispheres generally, 
and possibly in the thalamus. It suggests, too, that the confusional states 
which sometimes occur in advanced cases of endocarditis (apart from septic 
endocarditis) might be explained on this physical basis of repeated embolic 
hemorrhages in the brain, not large enough or situated in the necessary 
position to cause the usual sudden marked physical lesions of hemiplegia, etc., 
but sufficiently destructive to damage the associational paths subserving the 
higher centres of cerebration. 

My thanks are due to Dr. C. Ainsworth, the Medical Superintendent, and 
Dr. Sidney Nix for permission to publish this case. 
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Medico-Legal Notes. 


REX v. PERCY CHARLES ANDERSON. 


THIS case was tried at Lewes Assizes, before the Lord Chief Justice, on 
March 7, 8 and 9, 1935. 

The accused, a motor mechanic, æt. 21, was charged with the murder of 
Edith Constance Drew-Bear, whose body was found in a water-tank on a golf- 
course. It was alleged that, after firing some revolver shots into the girl's 
body, he had killed her by strangulation. On the evening of the alleged 
crime he boarded an omnibus, dripping wet and without his jacket, waistcoat 
and shoes. He was stated to have told the police that he had quarrelled with 
the deceased girl because she accused him of smiling at another girl. The 
statement continued: “ Then I got a pain through my head. I started 
swimming for my life. I cannot remember any more from the time I sat down 
with my young lady until I found myself in the sea.” The facts of the case 
appear to have been admitted, and the defence relied upon an allegation of 
“insanity ”. 

Dr. E. W. Lindeck, police surgeon, of Brighton, gave evidence for the 
prosecution. Cross-examined, he said that it was possible to have an epi- 
leptic condition which produced a complete “ black-out ’’ of the memory. A 
state of maniacal excitement might replace the ordinary epileptic fit. Persons 
in such a state might commit acts of most brutal violence, and be oblivious of 
the injuries sustained by others or by themselves. There was a condition 
known as masked epilepsy. A feature of this was that the person so affected 
might commit acts of ungovernable fury, and subsequently perform a number 
of other acts automatically ; he would be unconscious of what he was doing 
and of why he was doing it. Judging from the published reports, Dr. Lindeck 
did not connect such an epileptic condition with the accused man. 

Sir Bernard Spilsbury described the injuries sustained by the dead girl. 
There were five bullet-wounds. A scarf had been tightly tied around the neck, 
passing twice round, and a second scarf had been placed over the first and 
fastened loosely with a pin. He found no evidence, in the injuries, of maniacal 
attack. 

Dr. J. Nicholl, medical officer of Lewes Prison, stated that he had found no 
evidence of insanity during the time that Anderson had been under his obser- 
vation. Dr. H. A. Grierson, senior medical officer of Brixton Prison, had 
examined Anderson. He agreed that conditions of masked epilepsy and of 
epileptic equivalents occurred. But, beyond the man’s own statement, he 
found no reason to think that Anderson suffered from epilepsy. 
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Anderson, giving evidence, repeated in substance what he had stated to 
the police, maintaining that he had no recollection of what happened after 
the deceased girl had spoken to him about the other girl. “ A blankness 
seemed to come over him.” He had taken off his shoes, jacket and waistcoat 
when he found himself in the sea. l E 

Anderson’s mother stated that her sister had died in an epileptic fit. 
Anderson was the youngest of eleven children. He had lately “ been very 
queer about the eyes; they were glassy, and dark and staring ”. (Vague 
assertions of this kind are not infrequent in such cases.) 

The Lord Chief Justice summed up strictly on the lines of the McNaghton 
criteria. He laid stress upon the legal assumption that every man is presumed 
to be sane until the contrary is proved. The onus of establishing insanity 
lay with the defence. One or other of the two propositions in the McNaghton 
criteria must be “clearly proved’’. The learned judge called attention to 
the fact that, after recovery from the alleged blank period, the accused man 
made no inquiry after the deceased girl, although everyone else supposed 
that the couple were on most friendly terms. 

The jury returned a verdict of ‘‘ Guilty ’’, and sentence of death was passed. 

The case is of interest and importance. It is, of course, not disputed that 
epileptic conditions exist, in which crimes of violence may be committed, 
with subsequent amnesia. But such a defence must be treated with the 
utmost caution, unless there 1s evidence, independent of the crime, for believing 
that the accused person does, in fact, suffer from epilepsy. Otherwise, such a 
defence might be set up in any crime; and such a defence has been rather 
frequently, and perhaps too frequently, raised during the past few years. 

M. HAMBLIN SMITH. 


REx v. JAMES ROBERT VENT. 


THE accused ın this case was charged with the murder of a woman named 
Clementina Balchin. When arrested, he made a statement to the police, in 
which he gave a full account of the crime and ascribed it to jealousy. When 
arraigned at the Central Criminal Court, before Mr. Justice Talbot, he pleaded 
“ Guilty ”. Evidence was given by Dr. H. A. Grierson, senior medical officer 
of Brixton Prison, that Vent was sane and fit to plead. The plea was accepted, 
and sentence of death was passed. 

A plea of “Guilty’’ in a murder case, although not unprecedented, is not 
usual. The subsequent proceedings were still more curious. Vent applied 
for leave to appeal against his conviction, and this application came before 
the Court of Criminal Appeal on March 4, 1935. The grounds of appeal had 
been settled by Vent without legal assistance. In them he stated that his 
reason for committing the crime was that he was out of work and miserable, 
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that he had been drinking, and that the woman kept “ throwing in his face " 
something about another man. It was urged, on his behalf, that a jury should 
have been empanelled to try the issue of his fitness to plead. The Court 
refused the application for leave to appeal. The presiding judge, Mr. Justice 
Avory, said that the course taken at the trial was the only one which could 
have been adopted under the circumstances. It was only when some doubt 
existed whether an accused person had appreciated the nature of his plea, or 
the consequences resulting therefrom, that a jury should be empanelled to try 
the issue of fitness to plead. In this instance no such doubt had existed. 
Mr. Justice Avory pointed out, however, that it still remained possible for the 
Home Secretary to take such steps, in the direction of further consideration 
of Vent’s mental condition, as might appear to be indicated. 

Eventually a medica] inquiry was ordered to be held under Section 2 of the 
Criminal Lunatics Act, 1884. The medical practitioners who conducted this 
inquiry certified Vent to be insane, and he has been removed to Broadmoor 
Criminal Lunatic Asylum. M. HAMBLIN SMITH. 


= REX v. LEONARD ALBERT BRIGSTOCK. 


THIS case was tried at Maidstone Assizes on February 19, 1935, before the 
Lord Chief Justice. 

The accused, æt. 33, was a stoker petty officer in the Royal Navy. He was 
charged with the murder of Chief Petty Officer Deggan by cutting his throat 
with a razor on board a ship in Chatham Dockyard, on January 6. It was 
alleged that Brigstock had a grievance against Deggan, because the latter 
had brought some accusation of a breach of naval discipline against Brigstock. 
The accused man was stated to have said to another petty officer, “ 1 have cut 
the C.P.O.’s throat ’’’. He had a razor in his hand at the time. Later, when 
charged with the crime, he said, “ I did not know what I was doing. I did 
not do it maliciously, not so far as I know’. 

The facts of the case do not seem to have been disputed, and the defence 
was that of “insanity ”. The prisoner’s wife related a dream of which her 
husband had told her, in which he had seen a huge black man, the “ devil's 
mate ’’, who was molesting her. Two of the prisoner’s brothers gave evidence 
of singular conduct on his part ; the details of this conduct were not reported. 
No medical evidence appears to have been called for the defence—a somewhat 
significant omission. On the other hand, Dr. H. A. Grierson, senior medical 
officer of Brixton Prison, stated that he had kept Brigstock under observation, 
and had found no signs of mental disorder. He could find no evidence that 
Brigstock was insane at the time of the crime. 

The jury returned a verdict of “ Guilty ”, and Brigstock was sentenced 
to death. M. HAMBLIN SMITH. 
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Occasional Notes. 


CLINICAL PSYCHIATRY SUB-COMMITTEE. 
REVISION OF CLINICAL FORMS. 


The following revised Enquiry Form has been adopted by the Clinical 
Psychiatry Sub-Committee for use in mental hospitals. 


ENQUIRY (HISTORY) FORM. 


The Medical Superintendent will be obliged by your kindly furnishing answers 
to the following questions, regarding : l 
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The giving of this information is of the greatest importance in helping the 
doctors to understand the case, and so in promoting recovery. The facts should 
be stated without reserve, and will be treated as strictly confidential. - 


The help of other relatives should be obtained, if necessary, in filling up the 
form, and the replies will be still more valuable if the assistance of the family doctor 
can be obtained. 


If you are unable to answer the questions in Sections I or 2, please make an effort 
to complete Section 3 at least. If your information is lacking on any point, please 
give the name and address of some other relative who might be able to supply it. 


Name and address of informant : 
Relationship to the patient : 


Name and address of any other relatives 
who might give further information : 


Name and address of family doctor, or of 
any doctors or hospitals under whose 
care the patient has been recently : 
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SECTION 1: The Patient’s Family. 


QUESTION. 


. How old were the parents at marriage ? 
Had either been previously married ? 


Were they in any way related ? 


. If parents (or either parent) are deceased, give cause of death: 


. Give the names and ages of their children (i.e., the patient and his/her brothers 
and sisters) in their proper order, and include, if possible, miscarriages and 
stillborn children. Was the patient a twin ? 


. State the occupation (present or past) of the parents, and their circumstances. 


5. Have either of the patient’s parents, or any of his/her brothers or sisters, or any 


of his/her grandparents, uncles, aunts or cousins, shown any of the following : 


(This is especially important in the case of relatives with whom the patient 
has actually lived.) 


(a) Any kind of nervous disorder. 

(b) Any kind of mental trouble ; if so, where treated. 
(c) Fits or convulsions of any kind. 

(d) Weakmindedness at any age. 

(e) Oddity or eccentricity of any kind. 

(f) Intemperance, i.e. drink, or the taking of drugs. 
(g) Consumption or tuberculosis. 

(h) Any other chronic or lasting bodily disease. 

(i) Suicide. 


(7) Tendency to crime. 
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SECTION 2: Personal History. 


QUESTION. 


PRE-NATAL. 


. What was the state of health of his/her mother before his/her birth ? Was 
the birth difficult in any way ? 


INFANCY (up to 3 years). 
. Was the patient easy or difficult to manage as a baby ? 


. Did he/she have any illnesses or injuries at this time (including fits or con- 
vulsions) ? 


. At what age did he/she begin to (a) walk, (b) talk ? 


CHILDHOOD (up to 12 years). 
. What was his/her disposition as a child ? 


. Was he/she looked on as in any way difficult, unusual or backward ? 


7. What schooling did he/she have, and what standard or class did he/she reach ? 


8. Did heshe suffer from any nervous trouble, such as night terrors, sleep-walking, 


bed-wetting, St. Vitus’s dance, etc. ? 


9. Did he/she have any illnesses or injuries during this time ? 


10. Were his/her home surroundings happy ? Was his/her upbringing unusual in 
any way ? 
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SECTION 2: Personal History. 


QUESTION. 


PRE-NATAL. 


1. What was the state of health of his/her mother before his/her birth ? Was 
the birth difficult in any way ? 


INFANCY (up to 3 years). 
2. Was the patient easy or difficult to manage as a baby ? 


3. Did he/she have any illnesses or injuries at this time (including fits or con- 
vulsions) ? 


4. At what age did he/she begin to (a) walk, (b) talk ? 


ZUR a a nn ee in Ő 


CHILDHOOD (up to 12 years). 
5. What was his/her disposition as a child ? 


6. Was he/she looked on as in any way difficult, unusual or backward ? 


7. What schooling did he/she have, and what standard or class did he/she reach ? 


8. Did he ‘she suffer from any nervous trouble, such as night terrors, sleep-walking, 
bed-wetting, St. Vitus’s dance, etc. ? 


9. Did he,she have any illnesses or injuries during this time ? 


10. Were his/her home surroundings happy ? Was his/her upbringing unusual in 
any way ? 
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SECTION 2—continued. 


QUESTION. 


ADOLESCENCE (from 12 to 18 years). 
11. What was her/his disposition during these years ? Did it change in any way ? 


12. What was his/her occupation ? And was he/she successful at it ? 


13. What were his/her interests or hobbies ? Did he/she have friends of his/her 
own or opposite sex ? Was he/she friendly or shy with the latter ? 


14. Did he/she have any special difficulties relating to sex, or any abnormal habits ? 
15. What were his/her home surroundings like at this time ? 
16. Did he/she have any illnesses or injuries during this time ? 


17. For women: At what age did she first menstruate ? 


LATER LIFE. 


18. What has been the patient’s work at various times, and average earnings ? 


19. Has he/she had any difficulties connected with his/her work ? 
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20. 


2I. 


22. 


23. 


24. 


25. 


26. 


27. 


OCCASIONAL NOTES. [April, 


QUESTION. 


If now unemployed, state for how long and the reason ? 


What is the patient’s usual disposition ? Is it always the same, or does it 
alter from time to time ? Is he/she generally regarded as in any way odd, 
eccentic or peculiar ? 


What are his/her usual interests or hobbies or ways of spending his/her spare 
time ? 


What are or have been his/her habits in regard to drink ? Has he/she ever 
been addicted to drugs ? 


Has he/she ever had any serious trouble resulting from a love affair, or has 
he/she had any special difficulties connected with sex ? 


If the patient is or has been married, give the date and his/her age at the time. 
If widowed, divorced or separated, give dates and age in each case. 


Has the marriage been unsatisfactory in any way ? 


Give particulars of the patient’s children, giving their names and ages, and 
including stillbirths and miscarriages in their proper order. 
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SECTION 2—continued. 


20. 


2I. 


22. 


23. 


24. 


25. 


26. 


27. 


QUESTION. 


If now unemployed, state for how long and the reason ? 


What is the patient’s usual disposition ? Is it always the same, or does it 
alter from time to time ? Is he/she generally regarded as in any way odd, 
eccentic or peculiar ? 


What are his/her usual interests or hobbies or ways of spending his/her spare 
time ? 


What are or have been his/her habits in regard to drink ? Has he/she ever 
been addicted to drugs ? 


Has he/she ever had any serious trouble resulting from a love aflair, or has 
he/she had any special difficulties connected with sex ? 


If the patient is or has been married, give the date and his/her age at the time. 
If widowed, divorced or separated, give dates and age in each case. 


Has the marriage been unsatisfactory in any way ? 


Give particulars of the patient’s children, giving their names and ages, and 
including stillbirths and miscarriages in their proper order. 
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SECTION 2—continued. 


QUESTION. 


27a. How many are now alive ? What did the others die of ? 


28. Have any of the children shown any of the conditions mentioned in question 5 ? 
Give full particulars. 


29. What bodily illnesses has the patient had ? Give particulars, and where or by 
whom treated. 


30. What has been the general state of his/her health during recent years ? 


31. For women: Have the periods been regular ? If they have now ceased, state 
since when. 


32. If the patient suffers or has suffered from fits, convulsions, faints, or attacks 
of any kind: 


(a) At what age did they start ? 


(b) When did they cease; or, if they still continue, how often do they 
occur ? = 


(c) Are they specially frequent at any particular time ? 


(d) Describe exactly what happens in one of these attacks. 


1935.] OCCASIONAL NOTES. 45I 


SECTION 2—continued. 


FOR USE OF MEDICAL 
ANSWER. OFFICER ONLY. 


452 OCCASIONAL NOTES. (April, 


SECTION 2—continued. 


QUESTION. 


33. Has the patient had any previous nervous or mental trouble of any kind ? 
If so, give as many particulars as you can, and mention whether he/she was 
treated in any hospital or institution. 


SECTION 3: The Present Mental Illness. 


QUESTION. 


34. When were signs of nervous or mental trouble first noticed, and what were 
they ? 


35. Describe as fully as you can the course of the illness. 


36. Has his/her sleep or his/her appetite for food been affected ? 


36a. Has he/she suffered from severe headache or other pains ? 


37. Has he/she been untidy or otherwise strange in habits ? 
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The Present Mental Illness. 
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SECTION 3—continued. 


38. 


39. 


40. 


4I. 


42. 


QUESTION.. 


Has he/she expressed any strange ideas or performed any strange actions ? 
Give particulars. | 


Has he/she ever attempted to injure himself/herself or anyone else, or spoken 
of doing so? 


What finally led to his/her going into hospital ? 


‘How has his/her bodily health been since his/her mental trouble began? Is 


he/she now suffering from any bodily disorder to your knowledge ? 


Do you know of any possible cause for his/her mental illness ? 
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Part II. —Reviews. 


Twentieth Annual Report of the Board of Control. H.M. Stationery 
Office, 1934. 


This report is, as usual, issued in two parts. Part I begins with the question 
of existing and required accommodation. This introduces statistical matter, 
to which the lay newspaper reviewer turns at once, in order that he may 
compile notes, alarmist or reassuring, upon the increase of ‘‘insanity’’. But 
the question is firmly bound up with financial considerations which cannot be 
ignored. The aggregate number of patients in excess of the authorized bed 
space fell during the year from 1,717 to 843. This improvement, however, 
is mainly due to the opening of the new Middlesex hospital at Shenley; and 
there is still a serious shortage of accommodation in certain areas. Such a 
shortage retards admissions, and so leads to an apparent reduction in the 
incidence of mental disease. The total number under care in public mental 
hospitals increased during the year by 1,348—a figure which is below the 
quinquennial average. The Board regrets that more extended use is not made 
of boarding-out. This system may obviate the necessity for capital expendi- 
ture. But much care is needed to ensure success. Patients and guardians 
must be selected with great discrimination, and the assistance of trained social 
workers is absolutely essential. l 

Good progress is reported in the provision of separate admission hospitals. 
These should be situated well away from the main buildings, and there are 
advantages in giving the admission hospital a name of its own ; such a nomen- 
clature tends to minimize the connection with an institution too often asso- 
ciated in the public mind with permanent mental disorder. Assuming that 
all new admissions are received into the admission unit, provision must be 
made for the isolation of noisy and excited patients, preferably by means of 
single rooms at the extreme ends of the building. | 

Progress in the working of the Mental Treatment Act has not been as rapid 
as could have been wished. But there is a slow improvement in the number 
of voluntary admissions to public mental hospitals, the year showing an increase 
of 666 as compared with 1932. There has also been a gratifying increase in 
the number of out-patient clinics, and this must ultimately be reflected in a 
growing voluntary admission-rate. The local distribution of these clinics is 
still, however, very uneven ; and it is most desirable that additional centres 
should be provided in rural areas, and that sessions should be held at hours 
convenient to those who desire to attend. The extra work which these 
clinics entail for the medical staff is duly recognized. 

Attention is given to occupation therapy, of which the Board highly 
approves. For such treatment to be successful, adequate training of the nursing 
staff is essential, and this involves a complete change of outlook towards the 
nursing of mental cases. Choice of employment must be determined primarily 
by therapeutic rather than economic considerations. We cannot but feel that 
a considerable degree of uncertainty and confusion still exists on the subject. 
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As regards parole, there is a marked divergence in different hospitals. 
The Board believes that it is better to err on the side of giving too much rather 
than too little freedom. “ Safety first ’’ is not the best motto for a mental 
hospital. Interchange of patients between hospitals in adjacent districts is 
recommended, in the interest as much of the patient as of the institution. 
There are some wise remarks on the answering of inquiries from patients’ 
relatives. Care taken on this point may avoid many complaints. 

There was a fall in the number of cases of dysentery reported. and a small 
decrease in the incidence of tuberculosis. The enteric group of infectious 
diseases showed a rise, but this was largely due to an epidemic at one hospital. 
The solution of the problem presented by the “ carrier” depends upon 
improvements in bacteriological technique as well as upon general sanitary 
measures. 

Service in a mental hospital involves special physical dangers, which are 
not always sufficiently appreciated by the public. It is with great regret 
that we note the murder of a male nurse by a patient. 

The number of patients in registered hospitals shows a small decrease. 
Not quite 32°, of the admissions were upon order and certificates ; but the 
percentages for individual hospitals exhibit wide variations. There is a definite 
decrease in the number of patients resident in licensed houses ; 54°5°% of the 
admissions were voluntary patients. 

Passing to the section of the Report which deals with mental deficiency, 
there is noted a disturbing diminution in the number of cases notified by local 
education authorities. In this respect, as in that of the accommodation 
provided for mental defectives, there are still great divergences in different 
localities. The most important event of the year was the opening of the new 
Hertfordshire colony at Cell Barnes. The actual cost of building worked out 
at just under {300 a bed—a sum much below the cost of constructing a new 
mental hospital. It is both cheaper and more satisfactory to build on a clear 
site than to add buildings to an adapted country mansion. It should be the 
aim of local authorities to reduce to a minimum the number of defectives who 
need to be detained permanently in an institution, and the report discusses 
the different ways in which this objective may be achieved. It is of interest 
to note that experience at the Royal Eastern Counties’ Institution shows it to 
be exceptional for a licensed patient to be recalled to the institution on account 
of sexual misconduct. There is still an undue number of defectives detained 
in mental hospitals. An excellent analysis is made of the connection between 
mental deficiency and crime. The number of mental defectives who commit 
criminal acts is so small that, in this respect, no special problem is involved. 
The figures should prove an antidote to the exaggerated statements which are 
often made on this head. But a large proportion of the offences actually 
committed by defectives are of a sexual character, and are serious in their 
social results. This fact provides yet another argument for the intensive 
mental examination of all sexual offenders. 

Part II describes in detail the scientific research work carried out during 
the year at the institutions within the purview of the Board. There is a 
marked preponderance of physiological and bio-chemical as compared with 
psychological work. Without wishing, in the slightest degree, to depreciate 
the value of the former class of work, and while remembering that much of it 
represents routine clinical investigations which must be performed, the com- 
parative paucity of strictly psychological research is (judging from the report) 
very disappointing. 

LXXXI. 30 
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Miss Mary Dendy, who will be remembered as the first woman Commissioner, 
died during the year. A graceful appreciation of her life and work is given. 
It is pleasing to learn that the Sandlebridge Colony will be known, in future, 
as the “ Mary Dendy Home’’. 


Mortality among Patients with Mental Disease. By BENJAMIN MALZ- 
BERG, Ph.D. New York: State Hospitals Press, Utica, 1934. Pp. 234- 


This book describes an investigation into the mortality-rates of patients 
in the mental hospitals in the New York Civil State for the three years 
commencing July I, 1928, and terminating June 30, 1931. 

Following introductory remarks, the mortality-rates from physical processes 
are discussed without reference to the mental conditions. Chapters then 
follow dealing with the causes of death in dementia præcox, manic-depressive 
psychoses, psychoses with cerebral arterio-sclerosis, general paralysis and 
alcoholic psychoses. 

The data are compared with those of the general population. Approxi- 
mately 25 percent. of deaths in the mental hospitals were subject to autopsies, 
and doubtful classifications of psychoses and causes of death were discussed at 
staff conferences. The data are consequently more accurate than those of 
the general population. The total deaths from all causes occurring in the 
mental hospitals during the period under reyiew were 12,613. 

At early ages, the death-rate from all causes was much greater amongst 
the mental hospital patients than amongst the general population. From 15 
to Ig years of age the rate was 24°3 times as great, whereas at 85 years and over 
the rate was only 1°6 times as large. Similar proportions occur in each sex. 

Of the total deaths amongst the mental cases, 33 per cent. were due to 
diseases of the heart, 11°9 per cent. to pneumonia (all forms), 101 per cent. to 
general paralysis, 9°5 per cent. to tuberculosis (all forms), 8°9 per cent. to diseases 
of the arteries, and 6°I per cent. to nephritis. 

The author finds that pulmonary tuberculosis is the leading cause of death 
in dementia pr&cox, diseases of the heart in the manic-depressive conditions 
and in cerebral artcrio-sclerosis. In the latter, deaths from diseases of the 
arteries were less than half as frequent. In the alcoholic psychoses, diseases 
of the heart are also the most prominent cause of death. 

The work in this book is a painstaking study of the subject purely from the 
statistical view-point. No reasons are suggested for the variations in the death- 
rates from those of the general population, nor for the variations between the 
ditferent rates associated with the various mental conditions. The author 
gives the figures without arranging or sorting them in order to make an attempt 
to determine the reasons for the variations. 

The work must have involved a considerable amount of labour, and can be 
recommended to all those who are interested in the study of the causes of death 
amongst sufferers from mental disorders in institutions. 

G. DE M. RUDOLF. 


Psychology and Psychotherapy. By WILLIAM Brown, M.D., D.Sc., 
F.R.C.P. Third edition. London: Edward Arnold & Co., 1934. Pp. 

vii + 252. Price 12s. 6d. 
If one had to criticize any particular statement in this work, it would be 
Dr. Brown’s claim (in the Introduction) that it is “synthetic rather than 
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eclectic’’. The reviewer would call it rather a comprehensive collection of 
essays. Even as such we must notice that less than a page is devoted to the 
psychoses and their treatment. Briefly characterizing the principal psychotic 
syndromes, the author remarks: “‘ All these forms of mental illness are markedly 
hereditary.” ‘‘It is sufficient for our purpose to enumerate them here and 
pass on, as they give little scope to psychotherapy.’’ The reviewer must 
protest against such controversial opinions being presented with such an 
economy of evidence and argument. 

For Dr. Brown, the fundamental conception of psycho-pathology is “ dis- 
sociation ’’ and his centre of interest (consequently) is hysteria, if not the 
psvcho-neuroses of war. Accordingly the more recent developments of psycho- 
analvtic theory are presented as interpolations rather than as integral parts of 
Dr. Brown’s exposition of mental development and process. 

The reviewer feels that Dr. Brown has unduly sunk his own opinions in 
his desire to give his readers a “ fair sample ” of current psycho-pathological 
theory. Babinski, Janet, Breuer, Freud, Adler, Jung, MacDougall, Dejerine, 
Morton Prince, Spearman, Shand, James, etc., form a very weighty jury ; 
but, without more precise directions from the judge, they seem unlikely to 
present any “ agreed ” verdict to the student of psycho-pathology. 

Dr. Brown’s wide learning and genius for exposition offer us in this text- 
book rather a survey of opinion and of practice than any new or personal 
contribution. Ian D. SUTTIE. 
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Part III.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


On the Spinal Nucleus of the Phrenic Nerve [Zur Kenntnis des spinalen Phrenicus 
kernes). (Acta Psychiat. et Neur., vol. ix, p. 253, 1934.) Kristenson, A. 


The author examined the spinal cord of a patient on whom unilateral avulsion 
of the phrenic nerve had been performed 18 months previously. The number 
and position of ganglion cells in the anterior horn of the third and fourth cervical 
segments showing pigment atrophy was then determined on serial slides. 63°, of 
cells (just over 1100 could be counted on the whole) were situated in the fourth 
segment. The cells do not form a continuous column, but small groups, most of 
which are found in the central and medial parts of the anterior column. In the 
third segment they are more dorsally situated than in the fourth. S. L. Lasr. 


Experimental Research on the Anatomy of the Central Acoustic System. (L’Encc- 
phale, vol. xxix, p. 432, July-Aug., 1934.) Meyjes, F. E. P. 

The object of this study is twofold. One aim is to determine the existence of 
some system of cortical representation of hearing, and the other is to examine the 
possibilities of centrifugal impulses. 

The experiments were carried out on rabbits. 

The existence of a centrifugal set of fibres representing the whole auditory 
cortex and running to the deeper parts of the homolateral internal geniculate 
body was determined. 

The anterior part of the I.G.B. is the most important, and the temporal cortex 
is represented serially from front to rear of the ganglion. 

No centrifugal fibres run to the supragenicular nuclei. 

The posterior brachium contains only a few such fibres, which cannot be further 
traced. 

There is some temporofugal outflow towards the corpus Luysii. The conclu- 
sions drawn are rather theoretical, and consist essentially of the view that the 
centrifugal fibres of the auditory system constitute part of a primitive visuo- 
auditory attention pattern, connected up with basal ganglion function. 

W. McC. HARROWES. 


Newer Results in the Comparative Anatomic Investigation of the Midbrain of 
Mammals, particularly its Structure in Man. (Journ. of Nerv. and Ment. 
Dis., vol. xxxt, p. 14, Jan., 1935.) Grünthal, E. 

The hypothalamus shows an anterior and posterior main group of nuclei which 
always remain unchanged. The wealth of nuclei in the intervening zone of lower 
mammals decreases in the ascending series to a considerable degree. The few 
nuclei which can be found with certainty in the whole mammalian series inclusive 
of man are characterized by their fat content. 

There are three different types of hypothalami in the mammalian series. Bv 
far the most complicated is seen in the lower groups as far as and including the 
rodents. Carnivora, ungulates and lower apes show a somewhat comparable 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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medium development. Anthropoids and man stand alone with an extremely 
simplified hypothalamus. There is the same progressive enlargement of the pallidum 
corresponding to the development of the cerebrum, as there is in the nucleus ruber 
and the nucleus dentatus. The index, length of hypothalamus to length of cere- 
brum, decreases with the greater degree of development of the mammal. For the 
Didelphvs the index is -3, for rodents about -2, for carnivora 'I6, for the lower 
apes and also for the gibbon it is -11 to -ı2, for the orang and gorilla it is ‘104 to 
‘109; for the chimpanzee and man only does it lie below -ı with -08 to -og, so that 
the chimpanzee appears to be the animal closest to man. 

The writer would correlate this development of the hypothalamus with the 
predominatingly instinctive behaviour of the lower mammals. The variable part 
of the hypothalamus of the chimpanzee resembles almost completely the hypo- 
thalamus of man, but hardly at all that of the lower apes. The nucleus supra- 
mammillaris, demonstrable among all lower animals, is absent from both 
chimpanzee and man. 

The chimpanzee has the double division of the grey matter surrounding the 
third ventricle, present in all lower mammals. This is composed of a central part 
of small cells and a peripheral part of large cells. The nucleus pedamenti lateralis, 
present in all mammals, is also still present in the chimpanzee. In both of these 
characteristics it is a lower animal; their absence alone distinguishes the hypo- 
thalamus of man from that of the chimpanzee. 

The nuclear wealth of the thalamus rises significantly as far as the lower apes, 
and in them it possesses the richest organization. In Didelphys the cerebrum is 
twice the length of the thalamus, in the apes and man it is about five or six times. 
In the chimpanzee and in man the number of the thalamic nuclei suddenly falls 
about one quarter from 49 to 36, by the disappearance above all of a caudal 
nuclear group and of a large number of small nuclei lying in the midline. 

The form of the thalamic structure in the chimpanzee is almost identical with 
that of man. Man alone lacks a dorsal nucleus, which, although stunted in the 
chimpanzee, is always present in lower animals. In man the lateral pulvinar 
nucleus increases extraordinarily in size as contrasted with the chimpanzee. The 
number of pulvinar nuclei is greater in man as compared with the chimpanzee. 

G. W. T. H. FLEMING. 


2. Psychology and Psychopathology. 


An Introduction to the Theory of Instincts [Introduction à la theorie des instincts}. 
(Rev. Fr. de Psychanal., vol. vit, p. 217, 1934.) Bonaparte, M. 


A course of eight lectures given at the Psycho-analytical Institute of Paris. 

1. The sexual perverstons.—In order to emphasize the broad Freudian concep- 
tion of the sexual instinct this lecture is devoted to its deviations. First it 1s 
pointed out that in the normal individual certain non-genital activities (oral- 
eroticism, voyeur-exhibitionism and sado-masochism) occur as preliminaries to 
the sexual act. Also that as a result of external frustration various deviations 
from the normal aim may take place. 

Secondly, the perversions are classified: deviation from the normal object ; 
anatomical transgressions and deviation from the normal activity. Here also 
various theories (degeneration, abnormal constitution, infantile sexual trauma, the 
bisexual and hormonic theories) are reviewed. 

Thirdly, in the psychoneuroses, it is explained that according to the Freudian 
doctrine, symptoms are the disguised expression of repressed and perverse urges, 
the psvcho-neurosis being the obverse of a perversion. 

Finally summing up the psycho-analytical view-point, it is stated that perversions 
are not due exclusively either to an abnormal constitution or to specitic traumatic 
events. Every human being is born with certain perverse predispositions, manifest 
in infancy and childhood, and which subsequent events may reinforce or enfeeble. 
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These predispositions are partial impulses which normally become co-ordinated 
under the supremacy of the genital impulse, and taken together constitute sexuality. 
If one of these partial impulses gains expression at the expense of the rest, perversion 
results ; on the other hand, if one of the component impulses is unsuccessfully 
repressed psycho-neurosis will occur. In either case the genital has failed to 
exert its primacy, and the individual regresses to a phase of infantile sexuality. 

2. Infantile sexuality.—The psycho-sexual evolution of the infant is found to 
commence at birth with oral eroticism. Later the anal zone takes priority, and 
other portions of the body to a greater or lesser degree may also serve as areas of 
discharge for infantile libido. Should any of these be unduly accentuated, they 
may predetermine character anomalies, perversions, psycho-neuroses, or subli- 
mations. 

Finally, between the fourth and fifth year, the phallus, derived from the 
genital tubercle common to the two sexes, assumes its supremacy. It is at this 
period also that psychical sexuality attains its summation in the infantile (Edipus 
complex. 

This early florescence of infantile sexuality, finding itself impeded in all 
directions, is then gradually repressed. Objective realization, on account of the 
incest taboo and organic insufficiency, is inaccessible. Even auto-eroticism, to 
which the child is reduced, produces no satisfaction or terminal pleasure. Real 
knowledge of adult sexuality, an object of ardent curiosity to the child, is also 
inaccessible; he has no knowledge of the seminal fluid or vagina. Infancy is 
only a paradise in the memory of adults, one of the results of infantile amnesia. 

For the above reasons infantile sexuality soon declines and the latency penod 
is established. This, in our civilization, is more or less automatic—an hereditary 
predisposition, though accentuated by education and identification. But, just as 
play prepares the way for social activities, so infantile sexuality, according to the 
manner in which it evolved, prepares the way for adult sexuality, after it has 
been reanimated at puberty. | 

3. Alterations at puberty.—Following the latency period there is, at puberty, a 
reawakening of sexuality largely due to internal organic excitation (maturation of 
the gonads), and possibly also from psychogenic excitation and external stimulation. 
It is at first a period of reveries and phantasy, only later progressing to reality. 
Regarding the love object, this is always a parent-surrogate, and as a rule at 
puberty, narcissistic drives being paramount on account of the incest and castration 
complexes, the first objects are homosexual. It is pointed out that the girl, on 
account of her passivity, frees herself less early from (Edipien-fixation. 

Much of this lecture is devoted to a study of libido tension. It is shown how 
it is composed of displeasure only satisfied by orgasm coupled with a sense of 
pleasure partly satisfied by preliminary infantile eroticism, kissing, etc., which, 
paradoxically, heightens tension and increases the desire for end pleasure. 

A further section 1s devoted to the libido theory. Part of the libido is concen- 
trated on the self (narcissism) and a part on the external world. Libido can be 
transferred from object to ego and vice versa. By the process of identification 
secondary narcissism is built up. Finally, the sexual evolution of the male and 
female at puberty is traced. Differences are biological, psychological (activity 
and passivity) and sociological. In the male at puberty phallic sexuality is 
reactivated, but in the female there is regression from phallicism (clitoris eroticism) 
to cloacal-vaginal sexuality. STANLEY M. COLEMAN. 


The Influence of Distraction upon Mental Test Performance. (Psychol. Clinic, 
vol. xxii, p. 213, 1933-34.) Brown, A. W., Lyon, V. W., and Stein, S. 

Two types of distraction were used, ‘‘sensory’’, consisting of noises of various 
kinds, and “ ideational’’, i.e., meaningful material. As measured by mental 
test performance, mental efficiency does not seem to be greatly impaired by either 
form of distraction; there is, indeed, fairly strong evidence that the so-called 
distractions act as an incentive to greater mental activity. The amount of 
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improvement under the distractions seems, however, to decrease with increased 
duration of the distractions. While the distractions appear to produce greater 
effort, and, consequently, to increase the actual amount of work done, they also 
tend to increase the number of errors. M. HAMBLIN SMITH. 


The Differential Limen for Matching Spectral Colours by Subjects with Normal 
Colour Vision. (Journ. Compar. Psychol., vol. xviii, p. 437, Dec., 1934.) 
Benedict, A. A., Gorham, J. E., Higgins, G. C., and Lauer, A. R. 

Two series of experiments, using 21 subjects, were made to ascertain the 
amount of error made in matching colours. Different points in the spectrum were 
chosen as stimulus bands. A marked tendency to under-estimate green was 
found at lowered intensities. In the longer wave-lengths the reverse holds true. 

M. HAMBLIN SMITH. 


Visual Acuity and its Relation to Brightness in Chimpanzee and Man. (Journ. 
Compar. Psychol., vol. xviii, p. 333, Dec., 1934.) Spence, K. W. 

The chimpanzee has about the same order of visual acuity as that of man. The 
acuity of one of the two animals tested was about the same as that of the human 
adult control, and definitely superior to that of a five-year-old child control. In 
both human and chimpanzee subjects the visual acuity varied directly as the 
logarithm of the brightness of the test objects. Chimpanzees do not appear to 
be definitely superior in visual acuity to monkeys. M. HAMBLIN SMITH. 


Auditory Perceptibility: Acuity and Dominance. (Psychol. Clinic, vol. xxii, p. 
220, 1933-34.) Turtmyer, E. B., and Nathanson, Y. 

It is necessary for the clinical psychologist to determine the degree of auditory 
perceptibility, if he is to make a correct diagnosis. The methods usually employed 
are unsatisfactory. An improved method is described in this article. With 
regard to vocational guidance, it is pointed out that impaired hearing is not always 
a disability; it may be an asset. Many of the difficulties experienced by the deaf 
are social and psychological rather than vocational. M. HAMBLIN SMITH. 


Capacity of Monkeys to Solve Patterned String Tests. (Journ. Compar. Psychol., 
vol. xviii, p. 423, Dec., 1934.) Harlow, H. F., and Settlage, P. H. 

Monkeys are capable of solving complicated pattern string tests, but marked 
individual differences exist. Specific and generic differences are not proved by this 
investigation. Monkeys are markedly superior in these tests to all non-primate 
animals. There is no evidence that anthropoid apes are superior to monkeys in 
this respect. There is no demonstrable correlation within the primate order, 
excluding man, of the level of cortical development with the capacity to solve these 
tests. M. HAMBLIN SMITH. 


Sex Behaviour of the Rat after Removal of the Uterus and Vagina. (Journ. Compar. 
Psychol., vol. xviit, p. 419, Dec., 1934.) Ball, J. 

The sex tract, exclusive of ovaries and Fallopian tubes, was removed from six 
rats between the ages of 26 and 36 days. Four of the animals exhibited typical 
sex activity when subsequently placed with males. It is plain that these organs 
are not essential in the production of the condition known as “‘ heat ’’. This does 
not exclude the possibility that these organs may play some part in the psycho- 
biological mating of the intact animal. But it is apparent that the hormone 
responsible for the ‘‘ heat” behaviour pattern affects some other part of the 
organism in producing this changed reactive condition. M. HAMBLIN SMITH. 


The Effect of Verbal Suggestion on Output and Variability of Muscular Work. 
(Psychol. Clinic, vol. xxii, p. 248, 1933-34.) Manzer, C. W. 
The problem studied was the effect of telling the subject that his task was 


‘easy ’’, ‘‘ medium ”' or “ hard ’’, when the task was, actually, of uniform ditficulty. 
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The work consisted of pairs of maximal contractions on a Smedley hand dynamo- 
meter. With men subjects, the suggestions ‘‘easy’’ and “ medium ” cause a 
reduction in output. The suggestion ‘‘ hard ” causes an increase in work. With 
women subjects, the suggestions “‘ easy ” and “medium ” cause no significant 
reduction in output. The suggestion “‘ hard ” causes an increase. With subjects 
of both sexes, variability of output is increased by all three suggestions; ‘‘ easy ”’ 
increases variability most, while ‘‘ hard ’’ causes the smallest variability. 
M. HAMBLIN SMITH. 


Psycho-physiology of Suicide [Psycho-physiologie du suicide]. (Ann. Méd. Psych., 
vol. xiv [ti], p. 384, Oct., 1934.) Courbon, P. 

Suicide, a defence reaction against a painful affective state, is fundamentally 
conditioned by an aggressive impulsiveness, a true suicidal temperament, depending 
upon the biological constitution of the subject. 

Conscious elements of the affective state, which assist in setting in motion 
this reaction, are: a disgust of living, resulting from environmental frustration 
to the satisfaction of primordial desires, and an indifference to death, resulting 
from the representations which the individual has formed for himself of that 
state. 

The pre-eminence of the above two tendencies over their antitheses, the love 
of life and fear of death, does not depend upon the nature of their objects, moral, 
altruistic or egoistic sentiments, but upon the biological constitution, which 
renders the individual more or less susceptible to moral, altruistic or egoistic 
inducements. Biologically, therefore, there is no difference whether the act is for 
ethical reasons, sacrifice or other motive. 

The affective state, setting in motion the suicidal reaction, is often accompanied 
by anxiety, and in such cases physical distress is a somewhat obscure additional 
incitement. This is especially the case in persons of a psychasthenic or cyclo- 
thymic constitution. In such cases, however, suicide is not the consequence of a 
lucid choice. Irresolution, doubt and uncertitude, the essence of anxiety states, 
interdict the faculty of choice, and such a suicide is a pathological reaction. 

In other cases the affective state is unaccompanied by any sign of anxiety or 
mental disorder. Suicide is the consequence of a lucid decision. But this decision, 
not being that made by the majority of people under similar conditions, is an 
abnormal, though non-pathological, reaction. 

The social factor has no part in determining pathological suicide. It may 
perhaps count for much in non-pathological cases: firstly, if society condemns 
this tendency ; again, according to the representation of death which it prescribes. 

Between pathological and non-pathological suicide there is every gradation. 

STANLEY M. COLEMAN. 


Education of Parents and Intelligence of Children. (Psychol. Clinic, vol. xxii, 
p. 263, 1933-34.) Nemzek, C. L., and Finch, F. H. 

Reports the result of a research conducted at the University of Minnesota. 
A positive relationship was found between the amount of parental education and 
the I.Q. of offspring. How these findings hold for the population in general is 
unknown since the cases examined were largely from the upper part of the scale, 
both in education and intelligence. There are some suggestions that the observed 
value may be below that typical of the general population. The correlations were 
consistently higher for the fathers than for the mothers ; but there were difterences 
in variability in education which must be taken into account. 

M. HAMBLIN SMITH. 


Footnote to an Allegory of Bellini. (Psychoanal. Rev., vol. xxi, p. 361, Oct., 1934.) 
Goitein, P. L. 

In this paper the writer presents a further penetrating psycho-analytical study 

of an artistic creation—Bellini’s allegorical picture in the Ufħzi at Florence. 
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Ludwig's theory that it is an illustration of a French medieval allegory, the 
Pelerinage del’ Ame, by Guillaume de Guilleville, is refuted. The “Allegory of the 
Tree of Life ” is interpreted as a ‘‘ sublimation of an illegitimate child; an effort 
to rectify the false graft on the family tree; and to find, through the mother’s 
doubtful fruit, some salvation and forgiveness for her, in his own artistic creation ”’. 
STANLEY M. COLEMAN. 


The Problem of Constitution in Psychopathology. (Psychoanal. Quart., vol. iii, 
L. 339, July, 1934.) Zilboorg, G. 

Hereditary predisposition is to be looked for only in the invariable elements 
which make up the whole, not in the variable whole ; these elements, when dealing 
with psychopathological problems, are the various instinctual (mostly pregenital 
and component) trends. They consist, however, even at an early age of two 
cathexes, the congenital one and the one engrafted by parental predisposition. 

In the two psychotic cases described, it is demonstrated that it is not the clinical 
entity that is inherited, but certain pregenital instinctual characteristics running 
through several generations (in the one case excessive oral and in the other, anal 
traits). These cases also show the impossibility of determining the respective 
importance of direct heredity and the process of identification due to post-natal 
influence. STANLEY M. COLEMAN. 


Body Symbolization and the Development of Language. (Psychoanal. Quart., vol. 
iti, p. 430, July, 1934.) Kubie, L. S. 

The growth of knowledge and language in the infant depends upon states of 
instinctual tension. This tension is a body function, and early learning concerns 
itself almost entirely with bodily things (parts, products, needs and feelings). 
Since all further knowledge must relate itself automatically to that already known, 
it must have special points of reference to bodily things. Therefore, as the outside 
world is apperceived, each new unit comes to have special significance with relation 
to various parts of the body, i.e., representing parts of the body by analogy, at 
first consciously, later unconsciously. This “ body language ” is used freely in 
early childhood, but subsequently occurs chiefly in dreams, twilight states, in 
delirious reactions and in symptom formation. 

The examples given indicate that indirect or symbolic representation of the 
body can be classified into two general types. In the one, representative objects 
are drawn from the outside world, and it is suggested that the type of symbol 
used may be correlated with different personality types or with different neurotic 
structures. In the second group, one part of the body is substituted for another, 
and this can occur either towards or away from a zone of instinctual tension. 

STANLEY M. COLEMAN. 


A Psycho-analytic Theory of Hallucinations. (Psychoanal. Rev., vol. xxi, p. 372, 
Oct., 1934.) Coriat, J. H. 

In hallucinations, as in dreams, a regressive process is the most essential part 
of the psychical work. In psychosis, as a result of regression, the ego breaks off 
its relation with reality ; it withdraws or regresses its cathectic tendencies, and 
because of this anti-cathectic mechanism the repressed unconscious material 
penetrates into consciousness. This material in its turn becomes the reality of 
the ego and as a consequence hallucinations develop. 

The ultimate sources of hallucinations are either from memory traces precipi- 
tated in the id, or from the self-condemnations of the introjected super-ego. It is 
suggested that hallucinatory vividness is only produced as a result of the mechanism 
of condensation. 

Hallucinations, like the symptom formation of the conversion hysterias, may 
be called materialization phenomena, since their essence consists in the realization 
of a wish. The symptoms of conversion hysteria are repetitions of unconscious 
phantasies in bodily terms ; hallucinations are repetitions of unconscious material 
in sensory terms. . STANLEY M. COLEMAN. 
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Childish Inferiority Feeling and its Compensations [Das kindliche Minderwertig- 
keitsgefühl und seine Kompensation). (Internat. Zeits. f. Indiv. Psychol., 
April-June, 1934.) Holub, A. 

This article, the author states, was written to supplement the attempt by 
various educational and medical workers to draw up a form, upon the answers to 
which diagnosis and therapy could be based. The article is also intended to 
demonstrate that treatment by individual psychology does not aim only at removing 
feelings of inferiority, and that ‘‘ compensation ” and ‘‘ over-compensation " do 
not always imply nothing but a struggle for power. It is not the symptom alone, 
but the goal also that must be understood. JANE I. SUTTIE. 


Is the Life-Style Determined by the Environment ? [Wird der Lebensstil eines Menschen 
von der Umgebung bestimmt ?). (Internat. Zeits. f. Indiv. Psychol., Aprii- 
June, 1934.) Davis, A. 

A short sketch of the early life of Annie Sullivan Macy, the teacher of Helen 
Keller. The author considers that Miss Macy’s interest in the mute, deaf and 
blind child is not to be referred to environmental influences in her own childhood, 
but to her innate courage, etc., all of which she, however, refers to the influence 
upon Miss Macy of her tubercular but undefeatable mother, who died when the 
former was a child. It seems difficult to consider Miss Macy’s mother as other 
than part of her childhood environment, or ignore the passionate interest ın a 
blind child as something related to Miss Macy’s own trachoma in childhood. 

Jane I. SUTTIE. 


An Attempt at a Graphic Representation of Modes of Psychic Activity [Versuch 
einer graphischen Darstellung psychischer Bewegungsarten). (Internat. Zetts. 
f. Indiv. Psychol., April- June, 1934.) Sicher, L. 

The author endeavours to express the conception of the ‘‘ normal ”’, the neurotic, 
suicidal, psychotic and criminal ‘‘ types” of mind by simple diagrams. The 
central idea is that there is an ideal ‘‘ whole ” or “ perfection ’’ towards which all 
human striving is directed, without of course reaching it. This ‘‘ whole” is 
represented as a circle, and the various emotional attitudes to life are represented 
by variously modified diagrammatic approximations to, or aberrations from, the 
“ideal ’’ diagram by means of other circles, sectors, etc. 

The use of such diagrams might, it is suggested, obviate misunderstandings 
between the patient and physician on points of psychological theory. 

JANE I. SUTTIE. 


The Psychopathology of the Teacher [Zur Psychopathologie des Erziehers). (Internat. 
Zeits. f. Indiv. Psychol., April- June, 1934.) Stern, E. 

The writer points out that if the children are to be courageous, self-reliant, 
friendly, social and tolerant, then so must their teacher be. It is urgent that 
teachers should have chosen their profession for appropriate motives, and not, 
as so often, because of an unrecognized need to dominate, to exercise an authonty 
not otherwise justified by one’s personality, etc. It is impossible for every teacher 
to be analysed, but at the very least those teachers with strongly marked patho- 
logical traits should be rejected, or should endeavour to overcome their problems. 

JANE I. SUTTIE. 


Physical Manifestations of Psychic Disturbances [Körperliche Auswirkungen 
seelischer Störungen). (Internat. Zeits. f. Indiv. Psychol., April-June, 
1934.) Adler, A. 

All organ inferiority corresponds with psychic conditions, and is the expression 
of the response the individual makes to the demands of life. It is the emotional 
attitude of the individual to life that determines everything. All appropriate 
organ functioning depends upon the degree of one’s psychic and emotional identi- 
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fication with human evolutional processes; any emotional conflict with those 
processes may lead to physical expressions of that disharmony. 
JANE I. SUTTIE. 


Illness and Psyche [Krankheit und Psyche]. (Internat. Zeits. f. Indiv. Psychol., 
April-June, 1934.) Holub, A. 

The main thesis of this article is that an illness never really changes a per- 

sonality, but that the personality colours any illness. The emotional significance 

of illness in general, and of individual symptoms in particular, is illustrated by a 


great number of appropriate cases. The emotional determination of accidents is 
also dealt with. JANE I. SUTTIE. 


On the Genetic Relations of Certain Obsessional-neurotic Character Traits (Integrity- 


complex). (Journ. of Nerv. and Ment. Dis., vol. lxxxi, p. 43, Jan., 1935.) 
Bruél, O. 


The author from his own observations confirms the fact already established 
that sadistic impulses and parsimony are both found together in the obsessional 
neurosis. He quotes from the Danish language phrases and modes of speech in 
common use clearly illuminating the above relationship. He draws a comparison 
between the inhabitants of Jutland and Scotland, both living in barren and stern 
countries. G. W. T. H. FLEMING. 


On the Pathology of the Image of the Self [Sur la pathologie de l'image de sot]. (Ann. 
Md. Psych., upl. xiv [ii], pp. 519 and 744, Nov. and Dec., 1934.) Van 
Bogaert, L. 

A series of cases in support of the theory that there is in the mind a somatic 
image of the body, a postural configuration, independent of superficial and deep 
sensibility. This plays an important though unperceived röle in the appreciation, 
which each individual has of himself. Normally unconscious, it takes on, under 
certain conditions, the character of a very painful reality. The conservation of 
this image of the self is closely associated with the functions regulating posture 
and equilibrium. It is especially concerned with bilateral activities, and any 
disorder modifies the capacity to carry out movements requiring symmetrical 
innervation. 

The sulcus within the angular gyrus, more especially the right, is believed to be 
particularly concerned with postural configuration, lesions in this region being 
associated with diminished consciousness of the self and with impoverished action. 
On the other hand, in some cases of thalamic lesion the image of the self, or a part 
of it, is appreciated as a painful and foreign shadow. 

Cases cited include two of phantom limbs following amputation ; a case of 
phantom legs in the gynecological attitude following spinal anesthesia for rectal 
fistula ; two cases of phantom limbs in hemiplegics ; two examples of anosognosia ; 
two cases in which the disorder of the unity of the somatic self is accompanied by 
visual excitement (hallucinations) and lateral rotation; one case of rectal cancer 
in which the somatic self is projected as a double, and two cases of advanced 
depersonalization. STANLEY M. COLEMAN. 


The Influence of Psychologic Factors upon Gastro-Intestinal Disturbances: A 
Symposium. (1) General Principles, Objectives, and Preliminary Results. 
(Psychoanal. Quart., vol. iii, p. 501, Oct., 1934.) Alexander, F. 


The gastro-intestinal tract, according to its three main functions of intaking, 
retaining and eliminating, is especially suitable for the expression of three elemen- 
tary instinctive tendencies, if their normal expression through the voluntary 
motor system or through the sexual apparatus is inhibited through inner conflicts. 
With reference both to the somatic symptoms and to the typical psychologic 
conflict situation involved three groups are isolated : 


468 EPITOME. [April, 


The first group, the gastric type, includes a wide range of patients with minor 
subjective disturbances, and also severe cases of peptic ulcer. What is found to be 
characteristic is, not a certain personality type, but a typical conflict situation 
which may develop in very different personalities. This typical conflict situation 
is the rejection of strong oral-receptive tendencies on account of their incompati- 
bility with the aspirations of the ego for independence and activity. Consciously, 
the gastric type avoids dependence and assumes the exact opposite, independence 
and activity, over-compensations reactively increasing the unconscious urge for 
the former. Analysis demonstrates a deep oral regression to the parasitic situation 
of the infant, rejected and repressed owing to its incompatibility with the attitude 
and ideals of the adult ego. The specific reasons for the ego’s rejection are a 
narcissistic injury caused by the infantile claims, and manifested in a sense of 
inferiority on the one hand and by guilt and fear on the other. 

This intense wish to be loved, to depend upon others, being rejected by the 
adult ego, only the regressive pathway remains open: the wish to be loved becomes 
converted into the wish to be fed. This repressed urge mobilizes the innervations 
of the stomach, which are, since the beginning of extra-uterine life, closely associated 
with the most primordial form of receiving something, namely, with the process 
of receiving food. These innervations serve as a continuous stimulus to the 
stomach, and finally lead to its dysfunction, with chronic hypermotility and hyvper- 
secretion, since this stimulus has its origin in emotional conflicts entirely indepen- 
dent of the physiologic state of hunger. Experimental and clinical evidence is 
quoted in support of these assumptions. 

The second group, the colitis type, is characterized by constipation alternating 
with painful diarrhoea, with cramps and often mucous evacuations. This type, in 
contradistinction to the gastric type, easily accepts a dependent position, readily 
gives up work, and lacks the drive and ambition characteristic of the gastrıc 
patient. The colitis patient, like the compulsive neurotic, is able to receive, to 
make demands on others and be supported by them, provided he pays for it in 
the form of painful evacuations. In his unconscious there is the same oral- 
receptive and acquisitive tendencies, but both the fear and sense of inferiority 
are lacking. This is because the physiologic symptom, diarrhoea, has a symbolic 
restitutive value. It is assumed that, as in the gastric cases, the peristaltic 
function of the intestines, under the permanent psychic stimulus of the wish to 
eject and to give, becomes independent of the normal physiologic regulation. 

-In the third group, the constipation type, a pessimistic attitude toward 
receiving help from others or depending upon them seems to prevail. Consciously 
the typical attitude is,“ 1 do not take or receive, and therefore I do not need to 
give ”. The deeper dynamic factors responsible for the chronic inhibitory stimuli 
leading to constipation are, (1) the rejection of the obligation to give on account 
of fear of loss (castration fear), and (11) the inhibition of anal sadistic impulses 
(to give spitefully in a destructive way). STANLEY M. COLEMAN. 


The Evolution of Culture. (Int. Journ. of Psycho-anal., vol. xv, p. 387, Oct., 1934.) 
Roheim, G. 

It is through a series of complicated mechanisms of dealing with anxiety that 
our civilization has developed and is developing. In this paper various systems, 
through which human culture has developed, are described. For example, the 
people of Manus and Duau withdraw all cathexis from the genital to the anal 
organization; they substitute property for love. In the still more primitive 
people of Central Australia it is different. Nobody accumulates property ; there 
is nothing to distribute. Group masturbatory ritual, the phallic phase of develop- 
ment with stress laid on the male genital and with the exclusion of women, is the 
basis of society. The group-ideal is the old man, the keeper of the tjurunga 
(phallus), the leading actor of the ceremony (primal scene), the repository of 
traditional knowledge. 

In each primitive society the id-aims and the ego undergo modifications, but 
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these are not due to the pressure of reality. They are defeats in the struggle with 
the super-ego; they are due to the biological fact of a prolonged infancy. The 
author suggests that all the troubles and cataclysms, all the neurosis and unhap- 
piness, all the peculiar psychotic mass movements so characteristic of our civili- 
zation, result from this complicated series of attempts to deal with infantile 
aggression and anxiety libidinal trends and ego defence mechanisms evolved in 
consequence of delayed maturity. STANLEY M. COLEMAN. 


The Psychology of the Person who Stutters. (Psychoanal. Rev., vol. xxii, p. 25, 
Jan., 1935.) Dorsey, J. M. 

Personality maturity depends upon the satisfactory balance of action systems 
of the organism stressing ‘‘take-in’’ (tolerance), ‘‘ give-out’’ (creativity) and 
“ hang-on ” (loyalty) functions. The creative elements in the speech act stress the 
genesis of stuttering in an under-emphasis of urethral libido cathexis. The 
repetition-compulsion elements in the speech act stress the maintenance of stut- 
tering as arising from an over-emphasis of anal libido cathexis in a person of 
relatively under-emphasized urethral libido cathexis. Personalities present 
predisposition towards the development of stuttering to the degree that their 
“ give-out” (creative) characteristics function inferiorly in relation to their ‘‘ take- 
in” (tolerance) and ‘‘ hang-on’’ (loyalty) characteristics. The coincidence of 
over-emphasis of anal-libido cathexis with stuttering makes the prognosis worse. 

The much higher incidence of stuttering in males is traceable to the fact that 
in man the mouth assumes more unique meaning as a creative organ than it does 
in woman. The immaturity of personality development noted in practically all 


stutterers appears to be related especially to their lack of genital primacy of libido 
cathexis. l STANLEY M. COLEMAN. 


Personality in the Light of Psycho-analysis. (Psycho-anal. Rev., vol. xxii, p. 36, 
Jan., 1935.) Schilder, P. 

Personality is the sum total and inner unity of all psychic processes of an 
individual. Super-ego, ego and id are not independent entities, but the product of 
isolating analysis revealing the structure of personality. Character is an attempt 
to bring the living drives into a more or less rigid organization. Its formation is 
dependent upon (i) the primary impulses; (ii) the reaction against these impulses— 
(a) suppression, (b) changing to the contrary; (111) symbolic transformation ; 
(iv) various levels of ego-ideal and super-ego formation. 

Character is only a temporary stabilization which does not represent the deeper 
inner unity of the individual, which is plastic and adaptable. In every character 
study it is important to determine how far the individual is bound to its rigid 
forms, or how far it is possible to go back to the deeper sources of personality 
which allow a real adaptation to reality. STANLEY M. COLEMAN. 


3. Psychiatry. 


The Importance of Sexual Assault on Children under the Age of 14 in causing 
-Mental Diseases and Abnormalities of Character [Die Bedeutung sexueller 
Attentate auf Kinder unter 14 Jahren für die Entwicklung von Geisteskrank- 
heiten und Charakteranomalien‘. (Acta Psychiat. et Neur., vol. ix, p. 351, 
1934.) Rasmussen, A. 

This paper consists largely of a collection of material; out of 54 girls who had 
been the victims of a sexual offence, 3 had become psychotic, 4 are described as 
nervous, I as hysteric ; in 2 we find psychopathic reactions, 2 were mental defectives, 
3 had illegitimate children (years later), and 3 lived as prostitutes. The rest, as 
ascertained by questioning doctors, friends, etc., showed no signs of mental or any 
other abnormality. S. L. Lasr. 


470 EPITOME. [April, 


A Study of a Pair of Uniovular Twins, who Diverged in Respect of Schizophrenia 
[Ein einetiges, bezüglich Schizophrenie diskordantes Swillingspaar]. (Acta 
Psychiat., et Neur., vol. ix, p. 541, 1934.) Wagers, F. 

One of the twins has recurrent attacks of a psychosis, which the author diagnoses 
as schizophrenia; the other twin, who has had a number of similar somatic and 
. psychic traumas, remains normal. The author discusses the possibilities of 
regarding a psychic trauma which the twins did not share, perhaps venereal 
infection or an unknown exogenous somatic process, as an exciting cause for the 
schizophrenia of the twin affected. S. L. Last. 


Contribution to our Knowledge of Exogenous Paranoid States [Beiträge zur Kenntnis 
der exogenen paranoiden Zustände). (Allg. Zeits. f. Psychiat., vol. cii, p. 
284, 1934.) Dretler, J. 

The author describes 13 cases of symptomatic psychoses (e.g., in septic tonsil- 
itis, typhoid fever, etc.), and 7 cases of epidemic encephalitis who passed through 
paranoid states. He. notes the interesting fact that he did not succeed in finding 
predisposing causes. Heredity did not seem to play any part, and the pre-morbid 
personalities did not show any paranoid trends. This seems all the more remark- 
able, as the content of the delusion in the symptomatic psychoses referred as a rule 
to experiences which the patient had had before the onset of the illness. The 
delusions appeared when consciousness was altered. The prognosis is good, the 
mental symptoms lasting in the symptomatic cases 5-14 days only, but one to 
several years in encephalitis cases. There was a definite relationship between 
appearance and disappearance of the delusional states and the somatic symptoms. 

S. L. Last. 


Suicides and Homicides in their Relation to Weather Changes. (Amer. Journ. 
Psychiat., vol. 91, p. 669, Nov., 1934.) Mulls, C. A. 

The mental changes produced by severe storms are well known. This has a 
definite bearing on suicides and homicides : a depressed mental state is responsible 
for the former; uncontrollable irritation is a causal factor in the latter. Weather 
is much more important than economic conditions. Suicides and homicides are 
most frequent in districts where pressure and temperature changes are severe and 
common. The findings indicate that the wide shifts in temperature and pressure 
which accompany North American storms may play a considerable part in producing 
mental instability. Suicide cases must not be looked upon as always mentally 
deranged; but they represent that section of the population which admits its 
inability to cope with the mental stress of life. M. HAMBLIN SMITH. 


The Muller Delusion. (Amer. Journ. Psychiat., vol. 91, p. 594, Nov., 1934.) 
Stone, S. 


William Miller, about ninety years ago, preached the approaching end of the 
present dispensation. His preaching occasioned much stir in New England, and 
the excitement thereby produced accounted for nearly one-fourth of the current 
admissions to the New Hampshire State Hospital. Clinical reports of these cases 
are given. The predominating manic-depressive make-up of the patients lends 
support to Kraepelin’s thesis when he placed the periodic paranoias in the manic- 
depressive group. M. HAMBLIN SMITH. 


The Briggs Law of Massachusetts. (Amer. Journ. Psychiat., vol. 91, p. 585, Nov., 
1934.) Overholser, W. 

This law, enacted in 1921, provides for the examination of certain classes of 
offenders by neutral and impartial experts. The resulting report is available to 
both sides ; and the right of either side to bring in other experts is seldom exercised. 
Many expensive trials, with battles of opposing experts, have been avoided, and it is 
claimed that much has been done in the direction of educating members of the 
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bench and the bar. Of the total number of cases examined, 1:7% were found to 
be insane and 9:3% to be mentally defective. M. HAMBLIN SMITH. 


Alzheimer’s Disease. (Amer. Journ. Psychiat., vol. 91, p. 485, Nov., 1934.) Roth- 
schild, D. 


Five cases are reported, and the literature is reviewed. There is support for 
the view that the clinico-pathological picture is a somewhat heterogeneous group, 
with a different ztiology in individual cases. Although the possibility cannot be 
excluded that the disease may, in most instances, be caused by the factors operative 
in senile dementia, yet a close relationship between the two conditions is less 
frequent than has hitherto been supposed. M. HAMBLIN SMITH. 


Emotional States of General Paresis. (Amer. Journ. Psychiat., vol. 91, p. 625, 
Nov., 1934.) Schube, P.G. 


A study of 300 cases is given. It is urged that the general paretic is, usually, 
not merely a case of cerebral syphilis, but a case of cerebral syphilis plus a psychosis 
or psychoneurosis. Treatment should be directed not only to the cerebral syphilis, 
but also to the abnormal emotional state. M. HAMBLIN SMITH. 


Dynamic Aspects of Cardiovascular Symptomatology. (Amer. Journ. Psychtat., vol. 
91, p. 561, Nov., 1934.) Wolfe, T.P. 

Of all psycho-somatic relationships, those bound up with the cardio-vascular 
system have remained closest to the threshold of consciousness. The affect most 
closely connected with the heart is anxiety. As anxiety may also produce cardiac 
symptoms, we are dealing with a vicious circle. It is possible that psychic factors 
may exert a fatal influence even in the case of a sound circulatory system ; this 
may explain certain deaths under anæsthetics. It may be that hypertension may 
have a purely psychic origin, and that arterio-sclerosis may be the effect rather 
than the cause of hypertension. It is noted that muscular relaxation may be more 
than a symptomatic aid to psycho-therapy. M. HAMBLIN SMITH. 


Physical Mental Relationships in Illness. (Amer. Journ. Psychiat., vol. 91, p. 541, 
Nov., 1934.) Dunbar, H. F. 


We are emerging from a period of parallelism in medicine, and are becoming 
interested in problems of psycho-somatic interrelation. We are learning to distin- 
guish mechanism and cause, and to bring each into a dynamic scheme. Among 
patients in whom the organic diagnosis is quickly made, the psychic component is 
often a complicating factor. In many instances the physical symptom represents 
the patient’s last defence, and when it is taken away he is forced to relinquish 
completely his hold on reality. A complete picture from the organic angle and a 
complete picture from the psychic angle must be considered, not separately, but 
superimposed—that is, as a unity. M. HAMBLIN SMITH. 


Neuroses Associated with the Gastro-Intestinal Tract. (Amer. Journ. Psychiat., vol. 
gl, p. 529, Nov., 1934.) Daniels, G. E. 

It is a misnomer to think in terms of specific organ neuroses. But certain 
organs lend themselves particularly well to neurotic expression, and the gastro- 
intestinal system is often affected. Distinction may be drawn between narcissistic, 
transference neurotic, and physio- or actual neurotic reactions. For treatment 
purposes, it is most necessary to determine the narcissistic and transference elements. 

M. HAMBLIN SMITH. 


The Anamnesis of the Toxic Goitre Patient. (Amer. Journ. Psychiat., vol. 91, p. 521, 
Nov., 1934.) Conrad, A. 


The toxic goitre patient’s emotional life is easy to study because of the insta- 
bility of the control, especially of the autonomic functions. Emotional pathology 
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can be delimited by watching the patient while the history is being taken. Strong 
mother-fixations are often found, and there is often a fear of not attaining the 
mother’s standard. The author is in favour of reducing thyroid function by 
physical means, even when calm has been temporarily re-established by psycho- 
therapy. On the other hand, the patient whose endocrine instability has been 
Overcome by operation deserves the added comfort which can be supplied by 
psycho-therapy. M. HAMBLIN SMITH. 


Dementia in Childhood [Demencia infantilis]. (Arch. de Neurobiol., vol. xiv, p. 549, 
1934.) Albo, W. L. 

Cases of dementia in childhood and those of youthful schizophrenia throw much 
light upon the anatomical conception of the cerebral pathology of schizophrenia. 
We must remember the great frequency of undetected tuberculous lesions in 
childhood, and the discovery of the bacillus of tuberculosis in the blood and cerebro- 
spinal fluid of schizophrenics. The relation between the hebephrenic syndrome 
and tuberculosis has been defended by many workers. Dementia in childhood is 
the resultant of auto-intoxications or infections, especially the infection of tuber- 


culosis. The paper is illustrated by two clinical observations. 
M. HAMBLIN SMITH. 


4. Neurology. 


Acute Delirious Hæmorrhagic Encephalitis [L’encephalite psychosique aiguë hésmor- 
rhagique]. (Ann. Med. Psych., vol. xiv [ii] p. 359, Oct., 1934.) Marchand, 

L., et Courtois, A. 
The hæmorrhagic form of acute encephalitic psychosis was found at autopsy in 
11 out of the 106 cases examined. Hæmorrhagic foci are usually multiple, and are 
located in the cortex and subcortical regions. They are secondary to thrombosis 
of the small meningeal veins, and are agglomerations of perivenous and pericapillary 
punctiform hæmorrhages. There is acute softening of the nervous tissue involved. 
Clinically this complication of acute delirious mania is manifested by either a 
sudden coma or by localizing signs (hemiplegia, monoplegia or convulsion); the 
cerebro-spinal fluid is xanthochromic. This form is closely allied to the hæmor- 


rhagic encephalitis complicating infectious fevers of children and adults. 
STANLEY M. COLEMAN. 


Hallucinations of Tongue Movement in Epidemic Encephalitis (L’Encéphale, vol. 
xxix, p. 483, July-Aug., 1934.) Golant-Ratnor, R. 

This is a clinical communication regarding a female, æt. 27, suffering from chronic 
encephalitis lethargica, who stated that her tongue began to * sing, to play and to 
talk of itself.” Amongst other things it significantly remarked, “ Let us pray to 
God—but God does not exist in the Republic; the proletariat and the Soviet are 
attacking Him ”, and also ‘‘ God loves the Trinity ”. Sometimes her tongue 
would speak inaudibly, but she knew what it said by the positions it took up. 
Also she developed the idea of the independent existence of the tongue, and would 
carry on conversations with it. The mental representation of tongue movements 
changing over from a somato-psychic level to a more allo-psychic one is then 
compared by the author with the echo of thought. In conclusion the author 
expresses the opinion that this symptom is indicative of dissociation and delusion 
formation. Perhaps it would be better expressed as simply schizophrenic, using 
the word in its etymological sense. W. McC. HARROWES. 


The Etiology of the Narcoleptic Syndrome of Gelineau. (L’Encéphale, vol. xxix, 
p. 476, July-Aug., 1934.) Wenderowic, E. 

There is a growing tendency to regard narcolepsy as constitutional. Clinically, 

however, it has been observed as a symptom-complex in epidemic encephalitis 
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which at once raises the possibility of exogenous causes. Narcolepsy has also been 
noted in association with malaria, disseminated sclerosis and head injury. Conse- 
quently the author felt justified in reversing the original statement, and querying 
the actual existence of idiopathic narcolepsy. Two cases are quoted. In one, 
vaccination produced narcolepsy; in the other vaccination produced no reaction, 
except some increase in the severity of a pre-existent narcolepsy. These 
vaccinations were against typhoid fever, and the author lays some stress on the 
possibility of this as a possible cause of the syndrome. He agrees with L’Hermitte 
and Wilson in considering narcolepsy to be a group of symptoms produced by all 
sorts of agencies in the presence of a certain organismal predisposition at present 
unknown. Doubt is thrown on the hereditary factor. W. McC. HARROWES. 


The Pyknolepsies. (Amer. Journ. Psychiat., vol. 91, p. 679, Nov., 1934.) Jelliffe, 
S. E., and Notkin, J. 


In 1906 Friedmann drew attention to a syndrome in which there is a short, 
partial interruption in thinking and speaking processes and in voluntary move- 
ments. It occurs in children, but the physical and intellectual development is 
not supposed to suffer. The term pyknolepsy has been applied to the system- 
complex, but it is clear that a number of groups exist. It is reasonable to assume 
that we are dealing with the old problem of general epilepsy. Probably there is 
a metabolic factor which is responsible for the frequency of the attacks. 

M. HAMBLIN SMITH. 


Lesions of the Third Left Frontal Convolution without Aphasia [Las lesiones de la 
tercera frontal izquierda sin afasia]. (La Semana Aled., vol. xli, p. 1771, 
Dec. 6, 1934.) Victoria, M. 


Consideration of a number of these ‘‘ negative cases ” furnishes unanswerable 
arguments against the theory which attempts to explain motor aphasia by a 
localization strictly confined to the third frontal convolution, especially to the foot 
of that locality. Motor aphasia (the term “ motor ” is regarded as objectionable) 
cannot be exclusively explained in this manner. There is damage to other cortical 
and subcortical areas. Every theory of the aphasias must take these considerations 
into account, under pain of erecting its conclusions upon data which are at variance 
with experience. M. HAMBLIN SMITH. 


Tabetic Salivary Crises [Crisis salivares tabeticas). (La Semana Méd., vol. xli, 
p. 1619, Nov. 22, 1934.) Montanaro, J. C., and Hanin, J.L. 


The silence of writers on this matter is due to the extreme rarity of the condition. 
During an extensive experience over many years, the authors have observed only 
two true cases. The salivary crisis is an equivalent of the gastric crisis; it may 
be attributed to a functional hyperesthesia of the gastric mucous membrane 
originating a reflex which stimulates, by way of the pneumogastric nerve, the 
bulbar parasympathetic nuclei. In a case described in the paper, pilocarpine was 
found to act as a palliative. M. HAMBLIN SMITH. 


Visual Hallucinations in the Course of Peduncular Syndromes [Les hallucinations 
visuelles au cours des syndromes pedonculaires). (Ann. Méd. Psych., vol. xiv 
11], p. 556, Nov., 1934.) L’Hermitte, J. 


In a series of cases with vascular, inflammatory or toxic lesions, involving the 
region of the cerebral peduncles, there were found a double group of symptoms: 
on the one hand the classical neurological syndrome, and on the other, psycho- 
pathological symptoms, more precisely visual hallucinations of an autistic character. 
In every case the hallucinatory disorder developed pari passu with the neurological 
syndrome, i.e., increase, diminution and disappearance of the latter were accom- 
panied by corresponding changes in the former. Some disorder of the sleep rhythm 
was regularly present as a part of the syndrome. It was also noted that the 
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hallucinations, incoherence and the slight clouding of consciousness were definitely 
dream-like in quality. 

The sleep-regulating centre is located in the involved region of the brain, and 
it is suggested that visual hallucinations, in the course of a peduncular syndrome, 
result from a dissociation of the hypnic function, i.e., the organic lesion determines 
the liberation of autistic thinking, leaving intact or nearly intact the function of 
consciousness. STANLEY M. COLEMAN. 


5 Pathology and Biochemistry. 


Dehydrases and Hydrogen Donators in the Brains of Anasthetized and Hypnotized 
Animals, and Comments on a Theory of Animal Immobilization. (Klin. 
Woch., vol. xiti, p. 1177, 1934.) Waelsch, H. 


During both anesthesia and hypnosis in animals, there are changes in the brain 
characterized by a decrease in the time required for the reduction of methylene- 
blue by brain fragments in vitro. HARRY EAGLE (Chem. Abstr.). 


The Influence of Uric Acid on the Permeability of the Hamato-Encephalic Barrier. 
(Arch. farmacol. sper., vol. lviii, p. 60, 1934.) Brunelli, B. 


Uric acid, injected in solution with lithium carbonate and glucose, increases 
the permeability of the hemato-encephalic barrier for trypan blue and neoarsphena- 
mine in white mice. Lewis W. Butz (Chem. Abstr.). 


The Effect of Cerebral Lipoids on the Basal Metabolism in General Paresis ; Oxida- 
tion-veduction in General Paresis. (Amer. Journ. Syph. and Neur., vol. xviii, 
P. 373, 1934.) Hoverson, Emil T. 


In general paresis there is a tendency on the part of the basal metabolic rate 
to show marked variations. Fever therapy does not affect a normal basal metabolic 
rate, which, however, is obtained by injection of cerebral lipoids, apparently by 
stabilizing and controlling the oxidation-reduction processes. A person may 
maintain or even gain body-weight when his basal metabolic rate is increased. 

B. C. BRUNSTETTER. 


The Coincidence of Mental Disturbances and Ketosis. (Nederland. Tijdschr. Genees- 
kunde, vol. lxxviii, ii, p. 2319, 1934.) Rombouts, J. M. 
In a variety of psychiatric conditions, sudden exacerbations are associated with 
acetonuria and acetone in the expired air, although glycosuria is not observed. 
R. BEUTNER (Chem. Abstr.). 


Respiratory Metabolism in Paralysis Agitans, with Special Reference to the Experi- 
ments with Certain Drugs. (Journ. Chosen Med. Assoc., vol. xxiv, p. 549 
[English abstr. 47-50], 1934.) Pak, P.N. 


A study of basal metabolism of a case of paralysis agitans and the effect of 
scopolamine, morphine, adrenaline, pilocarpine and atropine on the basal meta- 
bolism. S. TASHIRO (Chem. Abstr.). 


Appearance, Distribution and Disappearance of Uranin in Cerebro-spinal Fluid. 
(Zeitschr. ges. exptl. Med., vol. xciv, pp. 429-35, 1934.) Jorns, G. 

The differences in the concentration of the dye at various levels of the cerebro- 
spinal canal are due to specific secretory and resorptive powers of the cells lining 
the sections. Circulation of the fluid is relatively unimportant. 

Mitton Levy (Chem. Abstr.). 
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Further Observations on the Colloidal Carbon Flocculation Test in the Spinal Fluid. 
(Journ. of Lab. and Clin. Med., vol. xx, p. 314, Dec., 1934.) Schube, P.G. 


The writer now uses four tubes instead of six. He tested the fluids from 552 
cases, and found the test positive only in the fluid from cases of neuro-syphilis. In 
all others it was negative. There was no relationship between the test and the 
fluid protein, proteose, sugar, chlorides, pH or cell-count. The writer considers 
the reaction depends on the fact that in the neuro-syphilitic fluids there is insufficient 
free negative electrical charge to neutralize the positive electrical charges of the 
oxalic acid. When colloidal carbon is added to this mixture, its free negative 
electrical charges are neutralized by the positive changes of the oxalic acid, and 
the carbon flocculates out, leaving a clear supernatant fluid. The protective 
qualities of the protein in the spinal fluid are made inert by the addition of distilled 
water to the mixture. G. W. T. H. FLEMING. 


Changes in the Central Nervous System resulting from Convulsions due to Hyper- 
insulinism. (Arch. of Int. Med., vol. liv, p. 694, Nov., 1934.) Grayzel, D. M. 


The author experimented on fourteen rabbits. Those which did not have 
convulsions showed no lesions, those with slight convulsions showed minimal or 
no changes in the brain, and those which had severe convulsions one or more times 
showed anatomic lesions in the central nervous system. The greater the 
number and the more prolonged the convulsions, the more severe were the lesions. 
The lesions of spontaneous encephalitis were ruled out. The milder lesions con- 
sisted of zones containing shrunken hyperchromatic cells with corkscrew processes. 
The more severe lesions showed in addition zones of necrobiosis. The cells parti- 
cularly involved were the pyramidal cells of the third and fifth cortical layers. 
The writer points out that Popper and Jahoda consider that insulin contains a 
component which directly affects the central nervous system so as to produce 
convulsions. G. W. T. H. FLEMING. 


Brain Changes in Chronic Alcoholism and Korsakov’s Psychosis. (Journ. of Nerv. 
and Ment. Dis., vol. lxxx, p. 629, Dec., 1934.) Warner, F. J. 


The writer presents seven cases of chronic alcoholism. He reviews the patho- 
logical findings in each case, and then sums up by stating that there is no constant 
localization of the pathological changes observed in the cortex and striatum, in 
the striatum and diencephalon, and in one instance there was a Wernicke’s encepha- 
litis with typical distribution. G. W. T. H. FLEMING. 


Is the Ascorbic Acid Content of the Suprarenals and Liver under the Control of the 
Nervous System? (Biochem. Journ., vol. xxviii, p. 2039, No. 6, 1934.) 
Beznak, A. B. L., and Hariss, Z. 


The authors found that the ascorbic acid content of the suprarenals of cats 
and of the liver of guinea-pigs, as estimated by the 2-6 dibromophenolindophenol 
method, shows nochange during stimulation or degenerative section of the splanchnic 
nerve. Perfusion of these organs with adrenaline or acetylcholine in Ringer 
solution causes no change in their ascorbic acid content. It is concluded that the 
ascorbic acid content of the different organs and transport in the organism are 
not under the control of the nervous system, and that neither the suprarenals nor 
the liver act as a store of vitamin C. G. W. T. H. FLEMING. 


Glycolysis in Brain Tissue. (Biochem. Journ., vol. xxviii, p. 2229, No. 6, 1934.) 
Ashford, C. A. 

The author found that the glycolytic rate is three or four times higher in sliced 
brain tissue than in chopped, this fact depending on the intact cell structure. The 
rate is reduced when bicarbonate buffer and 5% carbon dioxide are replaced by 
phosphate buffer of the same pH. Inorganic phosphate was liberated rapidly 
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from sliced tissue in the bicarbonate buffer. This liberation was less in the presence 


of glucose than in its absence, but was hardly affected by concentrations of fluoride ° 


which inhibit glycolysis. Brain slices were able to produce lactic acid from pyruvate 
+ d-glycerophosphate only to a very small extent. Inhibition of: glycolysis in 
brain-tissue by small concentrations of d-glyceraldehyde was confirmed. The 
nature of the intermediate steps in brain-glycolysis is unknown. Methylglvoxal 
is now looked on with suspicion. G. W. T. H. FLEMING. 


Adenylic Acid in the Central Nervous System. (Klin. Wochenschr., vol. xiii, pp. 
1422-24, 1934.) Riebeling, C. 


A preliminary report. The preformed ammonia in brain-tissue is 0-5 mgrm. 
%, increased to 8 mgrm. °% by the addition of bicarbonate. If the latter Increase, 
caused by autogenous enzyme, is prevented, and if one adds instead a specitic 
adenylic acid deaminase, the brain ammonia increases to 6 mgrm. %, indicating 
that the bulk of the ammonia in the brain is present as adenylic acid. The libera- 
tion of ammonia from a brain-tissue suspension is markedly inhibited by the 
addition of 0-007 N. sodium chloride. Harry EAGLE (Chem. Abstr.}. 


6. Pharmacology. 


Diffusible and Non-diffusible Calcium in Blood and Cerebro-spinal Fluid of Cats 
Intoxicated with Bulbocapnine and of Human Beings under Bromide Treatment. 
(Journ. Pharmacol., vol. li, p. 435, 1934.) Katzenelbogen, S., and Czarski, 
2: J: 

Contrary to previous hypothesis, the diffusible serum calcium chiefly makes up 
the decrease in total blood calcium during bulbocapnine intoxication, although this 
change is not reflected in the calcium content of the cerebro-spinal fluid. Irr 
normal cats and in human beings with low blood-bromine concentrations the cerebro- 
spinal calcium concentration is essentially equal to the diffusible blood-calcıum 
concentration. Bulbocapnine intoxication in cats and bromism in human beings 
are accompanied primarily by a drop in diffusible blood calcium, and by an altera- 
tion in the normal balance between diffusible blood calcium concentration and 
cerebro-spinal fluid calcium concentration. T. H. RIDER (Chem. Abstr.). 


The Effect of Some Narcotics upon the Sedimentation of Red Blood-cells. (Tohoku 
Journ. Exptl. Med., vol. xxiii, p. 279, 1934.) Hino, Makoto. 


Anesthesia for 60 minutes with ether, solaesthin, chloroform, avertin, nitrous 
oxide or ethyl chloride causes a delayed sedimentation rate in rabbits. This is 
followed by a period of accelerated sedimentation, reaching its maximum three 
hours after the anesthesia, except for avertin and chloroform, in which the maximum 
is not attained for nine hours. Values return to normal in 12-24 hours. 

; Harry EAGLE (Chem. Abstr.). 


Ethyl Alcohol and Strychnine Antagonism. (Journ. Pharmacol., vol. lii, p. 30, 1934.) 
Gold, H., and Travell, J. 


Alcohol is antagonistic to strychnine in the cat, dog, rabbit and frog. Preferably 
given in large oral doses followed by small intravenous doses, alcohol protects cats 
against 5-9 lethal doses (intravenous) of strychnine, is approximately equally 
effective in dogs and somewhat less effective in rabbits. The survival of animals 1s 
due primarily to protection by alcohol against paralysis of respiration. Retiex 
hyperexcitability is not abolished, and violent tetanus and convulsions may occur 

for hours. Convulsions may produce death due to a vaso-depressor reaction. 

T. H. Riper (Chem. Abstr.). 
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Barbiturates. (Journ. Pharmacol., vol. lit, b. 70, 1934.) * VII: Experimental 
Analysis of Barbital Action. Koppanyt, T., and Dille, J. M. 

Rabbits acquire the ability to oxidize barbital, whereas cats and dogs retain 
the drug in brain-cells’and show cumulative depressive reactions on repeated doses. 
Albino rabbits are more susceptible to the toxic effects of barbital than coloured 
rabbits. T. H. RIDER (Chem. Abstr.). 


Poisoning by Dial; Treatment by Strychnine ; Cure. (Medico-Legal Crim. Rev., 
vol. ii, p. 275, 1934.) Laignel-Lavastine and Bidou, S. 
Description of a case of acute intoxication by 1 grm. of dial followed by recovery 
on treatment with strychnine (o-ıı grm. administered altogether). 
A. PAPINEAU;COUTURE (Chem. Abstr.). 


7. Criminology. 


Is there a Relation between Kleptomania and Female Periodicity in Neurotic Indi- 
viduals? (Psychol. Clinic, vol. xxii, p. 232, 1933-34.) Middleton, W.C. 
Genuine case#of kleptomania are exceedingly rare. The condition is subject 
to wide variation in definition and is amenable to unscientific diagnosis. The 
author had a patient, of ample means, who was often guilty of stealing during her 
menstrual periods, but apparently at no other time. A questionnaire was sent to 
a number of psychiatric specialists, asking the question indicated in the title. The 
replies indicated that menstruation does not appear to play a primary causal role. 
The general physical and psvchical disturbances incidental to menstruation may 
be exciting factors. In this sense, kleptomania finds facilitated expression during 
the premenstrual and menstrual periods. Kleptomania, like other compulsive 
conditions, is found only in neurotic indiyiduals. M. HAMBLIN SMITH. 


AA Scientific Police Force [Policia Cientifica]. (La Semana Meéd., vol. xli, p. 1271, 
Oct. 25, 1934.) Pierangeli, E. 

There is a close relationship between medical and penal science. The former 
tends more and more to discard empirical methods, and seek the aid from ancillary 
sciences in prevention rather than cure. The latter is still content to deal with an 
ottender after he has committed an offence, and to disregard the many complex 
factors which may have produced the commission of that offence. A long period 
of study is required before a condidate is allowed to undertake the removal or 
regulation of our teeth. The correction of social ills is no less important; but 
compare the training of a dental surgeon with that of a police official. The estab- 
lishment of a police college is urgently required, with a period and quality of study 
equal to that of a university. Modern psychology, normal and abnormal, would 
be an important faculty in such a college. M. HAMBLIN SMITH. 


Crimes of Unintelligible Motivation as Representing an Initial Symptom of an 
Insidiously Developing Schizophrenia. (Amer. Journ. Psychiat., vol. 91, 
p. 639, Nov., 1934.) Hackfield, A. W. 

This study is based upon a series of 32 capital criminals under observation at 
Zurich. The cases are divided into three groups: (1) those who committed their 
crime while in a latent or manifest schizophrenia; (2) schizophrenic criminals 
who were treated medically instead of being sentenced to the penitentiary ; (3) 
criminals diagnosed as psychopathic personalities, but who were declared respon- 
sible for their actions. Prison life had a deleterious effect upon those in Group I. 
In most cases, those in Group II have shown good remissions ; prison life did not 
precipitate a psychosis in any case in Group III. In the prodromal stage of an 
insiciously developing schizophrenia, persons previously adjusted may commit 
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atrocious and unintelligible crimes. Such crimes, when primary schizoid tendencies 
are present, are symptomatic of a latent schizophrenia. From the medico-legal 
aspect, such criminals must be treated as if suffering from a manifest psychosis. 
The matter is of special importance in countries where capital punishment obtains. 
M. HAMBLIN SMITH. 


Crime and Punishment: Contribution to the Study of the Psychology of the Psycho- 
pathic Delinquent [Crimen y castigo: contribución al estudio de la psicologia 
del psicópata delincuente]. (Arch. de Neurobiol., vol. xiv, p. 579, 1934.) 
Garma, A. 


The crime of the psychopath is a “ symptomatic action ” largely independent 
of the offender’s will. If we punish the psychopathic offender we increase his mental 
conflicts and set up a vicious circle of offences and punishments. Investigation 
has shown that there are three main factors in the mechanism of these cases: 
unconsciousness of the motives for the offence, masochism, and a sense of guilt. 
The primary step in treatment is to discover the psychological motives which impel 
the psychopath to his anti-social conduct. Only when this has been done can 
we hope to make the offender comprehend the social reality by which he 1s 
surrounded. Punishment may have a place in this secondary process, but such 
punishment must be of the least possible intensity, and the offender must understand 
that it is not intended as a retaliatory measure. M. HAMBLIN SMITH. 


8. Mental Deficiency. 


Amaurotic Family Idiocy : Genealogical, Clinical and Histopathological Studies of 
the Infantile Form. (L’Encéphale, vol. xxix, p. 505, Sept.-Oct., 1934.) 
Bertrand, I., and van Bogaert, L. 


The importance of racial factors is stressed. The incidence of the disease 
predominatingly amongst Jewish or partly Jewish peoples is in no doubt. Con- 
sanguinity is less certain as a causal factor. Tuberculosis, epilepsy or endocrine 
dyscrasias have been constantly observed in the family history, together with other 
neuro-psychiatric features, schizophrenia, melancholia, etc. The disease assumes 
the character of a Mendelian recessive. A gliosis of microglia is constantly 
observed. Various other histopathological points not of an original nature are 
mentioned. The degenerative process follows the track of immature myelinization, 
which explains the shading of progressing degeneration observed with Weigert's 
method from anterior pole to posterior pole of the brain. The authors use the 
word “scale ’’ to describe this. The cerebellipetal type of atrophy is restricted to 
this condition. The pathogeny is in doubt. Schaffer is in disagreement with 
Spielmever and Bielchowsky. The latter two consider it as a manifestation of a 
general lipoid disorder, while the former regards it as an undifferentiated cellular 
defect of protoplasmic constitution. W. McC. HaRROWEs. 


A Case of Infantile Dementia with Amaurosis. (L’Encéphale, vol. xxix, p. 561, 
Sept.-Oct., 1934.) von Mavendorf, E. N. 

This 1s a case where a female child of five died after showing symptoms sugges- 
tive of Tay-Sachs’ disease. At autopsy, however, the brain showed no confirmation. 
This led to the consideration of the status of the case. One striking feature was the 
presence of very large cells similar to those described by Schatter (Arch. f. Psych., 
84, xiii, p. 403). These cells were found in all parts of the brain. At a congress 
Schaffer stated after hearing an account of the case that it occupied a position 
midway between Tay-Sachs’ disease and the juvenile amaurotic idiocy of 
Spielmever. The child had died at the age of five, whereas the age at death in 
Tay-Sachs is generally one and a half years. W. McC. HaARROWEs. 
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Two Cases of Phenylpyruvic Amentia. (Lancet, Jan. 5, 1935, p. 23.) Penrose, 
LS: 


A metabolic abnormality, peculiar to aments, has been recently described by 
Föllings. Ten Swedish cases of imbecility were found to excrete phenylpyruvic 
acid in the urine. In several instances the abnormality was present in more than 
one member of the family, but it was never found in normal relatives. The author 
tested the urines of 500 patients. Oneof these, an idiot, æt. 19, gave the characteristic 
reaction. One epileptic fit is recorded in this case. The patient exhibits marked 
kyphosis, with unusual broadness of the shoulders; this deformity is supposed 
to be characteristic. The patient’s brother, also an idiot, aged 5, presents the same 
reaction in the urine, and has frequent epileptic fits. Indications of other kinds of 
mental abnormality were found in other members of the family, and this is in line 
with the Swedish cases. It seems likely that the cause of the mental deficiency 
is a congenital metabolic error connected with the oxidation of phenylalanine. 
The condition is analogous to alkaptonuria. Phenylpyruvic acid is easily 
detected in acid urine by the addition of a few drops of 5°, solution of ferric 
chloride: a dark green colour appears, which fades away in the course of a few 
minutes. M. HAMBLIN SMITH. 


9. Treatment. 


A Case of Agoraphobia [Ein Fall von Platzangst). (Internat. Zeits. f. Indiv. 
Psychol., April-June, 1934.) Dreikurs, R. 


This is a short sketch of agoraphobia in an only girl. The origin of the illness 
lay in the emotional attitude, so common in spoilt children, that the whole world is 
full of dangers, that she herself is helpless to overcome these, and she must therefore 
evade as many of them as possible. Recovery followed the freeing of a sense of 
courage and the arousing of a sense of fellowship. Jane I. SUTTIE. 


Difficulties in Treatment by Individual Psychology [Schwierigkeiten bei der indi- 
vidualpsychologischen Behandlung]. (Internat. Zeits. f. Indiv. Psychol., April- 
June, 1934.) Horvat, A. 


The physician must neither over-estimate nor under-estimate the difficulties of 
treatment. In the former case, he tends to make treatment a conflict for superiority 
with the patient; in the latter, treatment is defeated by the physician’s own 
inferiority feeling. 

The better prognosis may be given about the patient who realizes he is paying 
too dear for his goal of superiority. It is the degree of community feeling still 
present, or that suffices the patient, that determines an “ easy ” or a “ dithcult ” 
case. Treatment must endeavour to bring the patient to a spontaneous insight 
that to use other people as means to one’s own ends, not to see them as ends in 
themselves, is to infringe a law of Nature. The main difficulty in treatment is 
the patient’s resistance, which springs from the same urge as do the symptoms 
themselves, namely from the desire to evade the tasks of life. Where this escape 
costs too dear, there most can be achieved. The real way to the community is 
found through real suffering. JANE I. SUTTIE. 


Cure of Epilepsy with Acetylcholine. (Boll. soc. ital. biol. sper., vol. ix, pp. 694-6, 
1934.) Serra, P. 


Acetylcholine injected hypodermically was efficacious in only 2 of 20 cases of 
epilepsy. HELEN LEE GRUEHL (Chem. Abstr.). 
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Part IV.—Notes and News. 


THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 
QUARTERLY MEETING. 


THE Quarterly Meeting of the Association was held at No. 11, Chandos Street, 
Cavendish Square, London, W. 1, on Thursday, February 28, 1935, the President, 
Dr. Daniel Rambaut, occupying the Chair. 

The minutes of the previous meeting, having already appeared in the Journal, 
were taken as read and approved. 


OBITUARY. 


The PRESIDENT announced, with regret, that since the last meeting the Asso- 
ciation had lost three members by death: Dr. René Semelaigne, an honorary 
member, Sir Maurice Craig, and Dr. H. T. S. Aveline, Medical Superintendent of 
Somerset and Bath Mental Hospital at Cotford. 

Dr. PERCY SMITH said it was with great sorrow he learned of the death of his 
old friend Sir Maurice Craig. Sir Maurice was born in 1866, and died on January 
6 last, and was therefore in his 68th year. The speaker’s first association with him 
was when he came to Bethlem Royal Hospital as resident student, Sir George 
Savage being then resident physician, and he, Dr. Percy Smith, assistant medical 
officer. Subsequently, when the speaker succeeded Sir George Savage in that 
institution, Craig became junior assistant medical officer, under Dr. Hyslop, and 
was senior assistant medical officer in 1898. When Dr. Percy Smith left Bethlem 
to go into private practice as a consultant, Craig became senior medical officer 
under Dr. Hyslop, but after a time Sir Maurice left to enter consulting practice, in 
which he was very successful. He was, for a time, Lecturer in Mental Diseases 
at St. George’s Hospital, and subsequently filled a similar post at Guy’s Hospital, 
which was his own original medical school. Sir Maurice Craig took the Gaskell 
Gold Medal for psychological medicine in 1900. During the war he was a Lieu- 
tenant-Colonel in the R.A.M.C., and served abroad. Subsequently he was asso- 
ciated with the speaker and others in Lord Knutsford’s Hospital for Officers. He 
was also Examiner in Psychological Medicine in the Royal College of Physicians, 
London, and the University of Cambridge. He gave the Bradshaw Lecture before 
the Royal College of Physicians in 1920, and the Maudsley Lecture of this Asso- 
ciation in 1922. He wrote an excellent text-book on psychological medicine, and 
made many contributions to the literature on that subject, including articles in 
the Practitioner and the Encyclopedia Britannica on neurasthenia, psychasthenia 
and other subjects. For some sime he was Treasurer—following Sir George Savage 
—of the Mental After-Care Association, and subsequently succeeded Dr. Percy 
Smith as Chairman of that Council, until his first illness, which interfered very 
much with his activities. Sir Maurice was also Chairman of the National Council 
for Mental Hygiene, and was President of the Section of Mental Disorders at the 
centenary meeting of the British Medical Association in 1932. 

Sir Maurice first met his wife, Lady Craig, in the Island of Sark, where the 
speaker used to go for his summer holidays. She was Miss Brock. Lady Craig 
survived him, and he left a son and two daughters; one of the daughters was a 
medical student at Edinburgh University. 

Some four years ago, as members were aware, Sir Maurice had an illness which 
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necessitated an operation. He recovered from that, and seemed to be himself 
again, until his last illness, which was a very long and trying one. For several 
months he was in a nursing home in London, where the speaker was able to visit 
and inquire after him. At length he was moved down to his home at East Preston, 
Sussex, where he passed away. 

A memorial service was held at Grosvenor Chapel, London, and it was largely 
attended by members of the medical profession and old friends. 

Members present rose in silence as a tribute to the memory of the departed 
members. 


MATTERS ARISING OUT OF THE (COUNCIL MEETING. 


The PRESIDENT reported that at the meeting of the Council held that morning 
the following business had been transacted : 

Travelling expenses of examiners and coadjutors.—The Council decided to 
revise a minute passed at the Council meeting of November, 1933, and to pay a 
settled amount of 3d. per mile as travelling expenses. 

Sterilization.—It is proposed to hold a debate on this question, particularly 
in regard to the Brock Report, later in the year. 

The Journal.—The Research and Clinical Committee raised the question of a 
more frequent issue of the Journal. The Editors will confer with the Committee 
on the matter. 

The Mental Health Services Committee issued a Report recommending that the 
Association should oppose any endeavour to abolish the present statutory powers 
of the Mental Hospital Committees. They also recommended a general policy of 
procedure. It was decided to approach the British Medical Association with a 
view to ascertaining to what extent they would support this Association in its 
action. 

A “live” nurses’ register. —It was reported that the Mental Nursing Advisory 
Committee had gone into the question of the Registrar keeping a “ live ” register. 
The Council agreed to take legal advice on the matter. 

Occupation therapy.—Four delegates have been appointed to meet the Mental 
Hospitals Association to discuss the question of occupation therapy for mental 

atients. 
j The Roval Sanitary Institute have asked for a representative to attend the Public 
Health Congress, which will be held from July 15 to July 20. 

The PRESIDENT asked that a representative be chosen from this present meeting. 
The Congress would be held at Bournemouth. 

Dr. WORTH said the Association would like to send a representative to this 
Congress, which was an important gathering. He asked whether Dr. Helen Boyle 
would agree to go. 

Dr. HELEN BoyLe said it had not been her intention to attend the Congress, 
but if members wished her to represent the Association she would be pleased to 
do so. 

It was agreed to appoint Dr. Helen Boyle to the representation. 

The May meeting. —The PRESIDENT intimated that the next quarterly meeting 
would be held on May 16th, committees meeting on the 15th. 

The Annual General Meeting.—This had been arranged for the week commencing 
July 1. Owing to the Royal Jubilee Celebrations, visiting members to London 
were advised to book the accommodation required well in advance. 

The Medico-Psychological Society of France.—This body had asked that a 
delegate from this Association should be appointed to attend the Centenary Cele- 
bration of Magnan, which isto be held at 4.30 p.m. on May 27 next. The PRESIDENT 
asked that this be left in the hands of the Secretary. 

This was agreed to. 

Harvey Memorial._—The Council have agreed to subscribe five guineas to the 
William Harvey Memorial Fund to complete the Harvey Tower, Hempstead 
Church, Essex. 
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Preliminary examination for nurses—Owing to the Jubilee celebrations, it 
has been decided to hold this examination on Tuesday, May 7, instead of May 6. 

Departmental Committee on Cost of Hospitals.—It was reported that oral evidence 
had been given before this Committee by Drs. Worth, Turner and Skottowe. The 
Committee were pleased with the report which had been sent to them. A few 
queries had arisen, but they had been dealt with. 

The PRESIDENT invited the meeting to show approval of the various motions 
which he had read out. 

This was done. 


ELECTION OF NEw MEMBER. 


Dr. Douglas McRae and Dr. Kimber acted as scrutineers. The following was 
unanimously elected : 


GUIRDHAM, ARTHUR, B.A., B.M., B.Ch., D.P.H., Assistant Medical Officer, 
Brentwood Mental Hospital, Essex. 
Proposed by Drs. W. G. Masefield, T. D. Power and A. C. Sinclair. 


THE PROPOSED *“ LIVE ” REGISTER. 


The PRESIDENT remarked that as there were a few minutes to spare before 
leaving to hear the Maudsley Lecture, he would like to hear a little discussion on 
the so-called “live ” register, as some members might not quite know what was 
meant. It had been suggested that the Association’s Registrar should keep up 
to date a register of all mental nurses. What was called a Register had always 
been kept, i. e. a list of all candidates who passed their examinations. In the case 
of medical men a “ live ’’ register meant that candidates who passed their examina- 
tions had to keep in touch with the Registrar, telling him that they were still alive, 
and still wished to be kept on the Register. To keep such a record would mean 
an enormous amount of additional work. There were 34,000 names on the Register 
of the Association. In order to commence to keep a “live” register it would be 
necessary to ascertain the whereabouts of those 34,000 nurses; many of these 
were now dead, and many female nurses were married, and had ceased to take 
any interest in their profession. Even if it were possible to get into touch with 
every live person he saw no benefit in doing so to the individual nurse, or to the 
Association as a whole. If anyone wished for a mental nurse and felt doubtful 
about the one recommended, application could always be made to the Registrar. 

After giving careful consideration to the matter he recommended that a “ live ” 
register be not kept. He did not think it would justify the extra work implied ; 
and to attempt to extort any sum of money each year from certificated mental 
nurses would be a breach of the conditions under which the examinations were 
held. 

Those were his ideas on the subject. A prominent member of the Association 
had other ideas, and thought members should support such a register as was 
proposed. In any case such a register could not be complete for some years. 
To do this it would be necessary to ask for a return from all institutions concerning 
nurses, though perhaps not still in the service of the institutions. There would 
have to be an advertisement in the nursing papers, telling of the proposal, and 
inviting all who had the Association's certificate to communicate with the Registrar. 
In the Council meeting it was said this might not be legal, and the General Nursing 
Council might attack the Association on these grounds, and therefore it was necessary 
to ascertain the legal position before doing anything in the matter. 

Dr. DouGLas McRAE said that there were a good many members who saw no 
use for such a “ live’’ register; it would be particularly interesting to hear the 
arguments of those who desired the change. 

Dr. G. W. SmitH (Hon. Treasurer) remarked that the prime agitator for the 
change in the character of the Register was Dr. Menzies, and his main supporter 
had been himself (Dr. Smith). The reason behind it was simple. The Association 
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met with many representatives, particularly the General Nursing Council, when 
the Association tried to establish its claim as an examining body for the registration 
of its certificated nurses on the National Register. Dr. Menzies argued—and, the 
speaker thought, justly—that if the Association was going to establish its claim 
before the General Nursing Council or the Ministry of Health or Parliament, one 
of the first questions asked would be, ‘‘ Have you a Register of your certificated 
nurses which is of practical use ? ” The answer to that, at present, must be“ No”. 
But if the Association were to have a ‘‘live”’ register, namely, one in regard to 
which one could say, ‘‘ This person is alive and in the active pursuit of her profes- 
sion or calling ’’, and could say there existed the machinery for keeping in touch 
with them, he thought that further attempts at receiving recognition for the 
certificate in mental nursing would be more successful. The Association could not 
at present claim to possess such a ‘‘live”’ register, such, for instance, as the Medical 
Register, for some years; but by pursuing some policy with that object, and 
beginning now, it was possible that in ten years such a dependable register would 
be 1n working order. 

Dr. W. F. MENZIES said he only wished to add a word concerning the cost of 
a *““ live’ register. It would not give the Registrar any more work, because a 
lay assistant could be obtained, whose remuneration would be paid for by the 
payment of a shilling a year by those who desired to remain on the Register. 

Dr. SMITH added that not all the members could remember all the provisions 
of the Bye-laws and the Charter. After the discussion that morning at the Council 
meeting it became clear that it was provided in the Bye-laws that the Registrar 
should keep a register of nurses who had achieved the certificate for mental 
nursing ; further, it was stated that the Registrar had the power to strike off that 
register the name of any person who was found unsuitable. There was no necessity, 
he submitted, to take legal opinion, since the points in controversy were covered 
by the Charter and Bye-laws. 

Dr. DoucLas McRae said his contention was that there existed no machinery 
which enabled the Registrar to strike out anyone’s name. However many 
names were struck off the Register, the certificate could not be taken from 
those who held it. Armed with it they could go about the country doing their 
work unperturbed. 

Dr. SMITH replied that the object would be to get their nurses incorporated in 
the Register of the General Nursing Council, and if the Association's certificate 
qualified them for entry on to the National Register, striking any off the Associa- 
tion’s list would strike them off the other also. 

Dr. McRae said that would require legal action and sworn evidence, giving the 
defendant the opportunity to appear. 

Dr. KIMBER thought it was doubtful whether at any time this Association's 
certificate would be recognized by the General Nursing Council. There was 
evidence that the number of nurses taking the Association’s certificate was increas- 
ing, but so was the number taking the General Nursing Council’s examination. He 
thought it was a pity to propose putting into motion expensive machinery for 
starting a “ live ” register, since the future was so problematical. 

Dr. MASEFIELD suggested that however futile the present register might be, 
any nurse whose name was not on the list and who called herself, or himself, a 
registered nurse was liable to a penalty. 

The PRESIDENT: No. 

An adjournment was then made to the Royal Society of Medicine building to 
hear the Maudsley Lecture. 


THE MAUDSLEY LECTURE. 


The Maudsley Lecture was delivered, in the Barnes Hall of the Royal Society 
of Medicine, by Dr. Lewis C. Bruce, M.C., F.R.C.P.E., M.P.C. 

The PRESIDENT, in introducing the lecturer, said that Dr. Lewis Campbell 
Bruce, since the beginning of this century, had been recognized as one of the most 
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brilliant and original minds in Scottish psychiatry. Many of those present had 
doubtless read his Clinical Studies in Psychiatry, and his article on ‘‘ Insanity ” in 
the Encvclopedia Britannica. 

Dr. HENRY YELLOWLEES, In proposing a vote of thanks to Dr. Bruce for his 
lecture, said that as a small boy he knew Dr. Bruce as the then “ Winston Churchill ’’ 
of the specialty, one of the bright young men of Scottish psychiatry, who was 
“ making things hum ”; and he heard of Dr. Bruce later as a person who, in his 
spare time, turned out assistants year after year with the Gold Medal Thesis of 
Edinburgh University. The speaker was the first to break that sequence. He 
could tell long stories about Dr. Bruce’s laboratory and the work done there, as 
well as about other aspects of the lecturer. There were only two things of which 
Dr. Bruce was incapable: one was an insincere word, the other an underhand 
action. 

The address to-day, with its stirring appeal for communal research at the end, 
reminded the speaker vividly of the laboratory where work was done ten miles 
away from the nearest town, Perth, under difficulties of which those present had 
no idea. One night he, the speaker, went to the carpenter’s shop, at an advanced 
hour, and watched, bewildered, while a small milled wheel was being fashioned 
by Dr. Bruce’s own hands for the purpose of pulverizing bacteria. It was in that 
spirit that this wonderful work had been done. It was the speaker’s experience 
there which taught him the difference between real research in the case of the man 
who had the mind for it, and some of the shoddy stuff which called itself research 
to-day. 

He thought that the Scottish contingent had always been deservedly popular in 
their excursions to the quarterly meetings in London, and he thought that on the 
present occasion they could well say they had brought down with them the best 
brain in Scottish psychiatry. 

He realized that it was for personal rather than professional reasons that 
he had been given the honour of acting as the mouthpiece of the audience 
in moving this vote of thanks to Dr. Bruce, who, in addition to being the scientist 
that he was, was his teacher and very honoured friend, and a great man. 

Dr. DovsLas McRae said it gave him a great pleasure to second the vote of 
thanks. His only claim to do this was that he believed himself to be Dr. Bruce's 
oldest living assistant. Dr. Bruce graduated before the go's, and at the moment 
he was the doyen of the service, the oldest active member of it in Scotland to-day. 
It was obvious to those present, after listening to the lecture, and knowing the 
reputation of the lecturer, that, in spite of other duties, and in spite of his isolation 
in the country, he had kept up his spirit of industrious research. Dr. Bruce was 
the type of man whom the speaker would describe as one big mark of interrogation. 
In his passage through life he never saw a thing without wanting to know the why 
and the wherefore. There were many features in his character and his work that 
were a stimulus to others. No one in Scottish lunacy was more loved than Bruce 
by the men who had worked with him. One remark of the late Sir Thomas 
Clouston’s was well worth repeating: “ I do not know any man who has a nicer 
way of finding fault.” 

He welcomed the invitation to second this vote of thanks, as it was the first 
opportunity he had had of saying what he thought of Dr. Lewis Bruce. He left 
those possessing more scientific knowledge than he, the speaker, could claim to 
speak of Dr. Bruce’s work. 

The resolution was carried by acclamation. 

Dr. Lewis Bruce briefly responded. 
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OBITUARY. 
Er1c DANVERS MACNAMARA, M.D., F.R.C.P. 


On August 24, 1934, death removed, at the age of 64 years, one who had had a 
distinguished and varied professional career, and who had been a member of our 
Association for thirty years. 

Dr. Macnamara was educated at Peterhouse, Cambridge, where he rowed 
three years in the college boat, and at Westminster Hospital. He qualified in 
1895, and in 1897 he joined the medical service of the Royal Navy. He served 
in the relief of Peking, receiving the medal with two clasps. He did not, however, 
find that the peace-time routine of the navalservice provided him with sufficient out- 
let for his energies, and he retired from the Royal Navy in 1902. He was appointed 
Medical Registrar at Westminster Hospital, and in 1904 he became Assistant 
Physician, a post which he held until 1912, acting also as Dean of the Medical 
School for a time. He took the M.D. degree of Cambridge University in 1908, and 
a few years later he was elected F.R.C.P. In 1912 he resigned his position at 
Westminster and went to Charing Cross Hospital, where he was Physician for 
Mental Diseases and a lecturer in the Medical School. He was a member of the 
lecturing staff at Bethlem Royal Hospital. Since 1904 he had been Physician 
to the West End Hospital for Nervous Diseases. He was also on the staff of the 
Paddington Green Children’s Hospital. He had acted as examiner to the Univer- 
sity of London and the Conjoint Board. During the war he served in the Medical 
Department of the Admiralty and in the R.A.M.C. In 1904 he married Frances 
Mary, daughter of Dr. W. Simpson Craig, of Bedford, and sister of the late Sir 
Maurice Craig. She, with two sons, survives him. His literary work chiefly con- 
sisted of articles in dictionaries and medical text-books. 

He was of tall and handsome physique. His manner was dignified, and might, 
to a stranger, have produced an impression of reserve. But he was the most 
delightful of companions, and was possessed of a keen sense of humour. His was a 
high spirit, and to many a friend and colleague his death brought a real sense of 
loss. M. H.S. 


MIDLAND MENTAL PATHOLOGICAL SOCIETY. 


THE second general meeting of the Midland Mental Pathological Society was 
held in the Birmingham University on March 28, 34 members being present. The 
papers by Dr. D. L. Woodhouse on the “ Chemical Composition of the Brain ” and 
by Dr. J. H. Quastel on “ Brain Enzymes ” were well received. Membership is 
open to the medical and surgical staffs, pathologists, bacteriologists and biochemists 
attached to the general or mental hospitals of the midlands. Particulars can be 
obtained from Dr. F. A. Pickworth, Hollymoor, Northfield, Birmingham. 


THE REVISION OF THE BYE-LAWS. 


The revised Bye-Laws of the Association, together with the Charter, are printed 
in a Supplement to this issue of the Journal. We give here some notes on the 
principal changes that have been made : 


Bye-Law 8.—The qualification of Honorary Members has been amended to 
refer to ‘‘ mental disorder and allied conditions ” instead of “ insanity ’’. 


Bye-Law 19.—The limit of two guineas, formerly laid down as the maximum 
to which the annual subscription might be raised, has been removed. 

Provision has been made for a reduced joint subscription by a husband and 
wife. 
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The Council, instead of the Association, may grant additional privileges to 
Corresponding Members. 

Bye-Law 22.— Mental disorder and allied conditions ” has been substituted 
for “the insane ” in this Bye-Law, which sets out the object of the Divisions of the 
Association. 

Bye-Law 23.—This Bye-Law formerly allowed of the constitution of a new 
Division in “ any locality of ’’ the Empire. The words between quotation marks 
have been deleted to permit the formation of new Divisions on other than a 
territorial basis. 

Bye-Laws 26 and 51.—As the interval between the May Quarterly Meeting 
and the Annual Meeting is generally less than two months, the interval prescribed 
in this Bye-Law has been altered to ‘ six weeks ’’. 

Bye-Law 40.—The Treasurer is required to present separate accounts of “ anv 
other bequest or fund of similar nature’’ to the existing Maudsley Bequest or 
Gaskell Fund. 

Bye-Law 59.—The requirement that any member who has spoken at a General, 
Divisional or Special Meeting should be entitled to receive a draft of his speech for 
correction has been omitted as being impracticable. 

Bye-Law 66.—The appointment of a paid Assistant Librarian has made un- 
necessary the stipulation as to the Librarian’s place of residence, and this has 
accordingly been deleted. The Bye-Law now lays down that the Librarian shall 
be Chairman of the Library Committee. 

Bye-Law 73.—Amended so as to allow votes sent by post to count in the 
election of Divisional Officers. 

Bye-Law 77.—Makes provision for the election of Examiners for the Gaskell 
and other Prizes. 

Bye-Law 81.—Power is given to the Standing Committees to appoint sub- 
committees, and to co-opt to those sub-committees members particularly interested 
in such special work. 

The new Mental Deficiency Committee is named in this Bye-Law. 

Bye-Law 82.—In this Bye-Law again, which deals with the powers of the 
Parliamentary Committee, the words ‘‘ mental disorders and allied conditions ” 
have been substituted for “‘ the insane ’’. 

Bye-Law 83.—The Education Committee may deal with all educational matters, 
and such as may have been delegated specially to them by the Association or the 
Council. 

Bye-Law 86 (new).—This defines the powers of the Mental Deficiency Committee. 

Bye-Law 88 (new).—Constitutes an ad hoc Committee for nominating the 
President-Elect. 

Bye-Law 89 (former 87).—Restrictions on expenditure to be incurred by Special 
Committees are removed. 

Bye-Law 92 (formerly 90).—The President-Elect and the Editors are now 
ex-officio members of Standing Committees. 

Bye-Law 96 (new).—Takes the place of former Bye-Law 99. 

Bye-Law 104 (former 102).—Altered to allow of the holding of meetings out- 
side the United Kingdom. 

Bye-Law 108 (former 106).—Altered to allow of discussion at Quarterly Meetings 
of matters arising out of the previous Council Meeting. 

Bye-Law 120 (former 118).—The definition of ‘“ Assistant Medical Officer ”’ is 
revised. 
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NOTICES BY THE HONORARY LIBRARIAN. 


The Library is open to members between the hours of 10 a.m. and 6 p.m.; 
Saturdays, Io a.m. and I p.m. Books are issued to borrowers between Io a.m. 
and I p.m., and between 2.30 and 4.30 p.m.; Saturdays, between Io a.m. and 
I2 noon. 

The Hon. Librarian will endeavour to obtain, as far as possible, any books on 
psychiatry and allied subjects required by members. 


Library Lending Department Regulations. 


1. Books shall be lent only to members within the United Kingdom and the 
Irish Free State who are not in arrears with their subscriptions. 

2. No member may borrow from the Library more than three volumes at one 
time. 

3. Books and journals are sent carriage paid from the Library, but members 
are responsible for the books from the time they leave the Library until they are 
received back. 

4. Books damaged or lost while in possession of a member will be repaired at his 
expense or must be replaced by him. 

5. A member borrowing a book or periodical from the Library shall be required 
to sign and return to the Librarian a form of receipt for the same, which will be 
regarded as an acceptance of these Regulations. 

6. A member shall be entitled to retain a book or periodical borrowed from the 
Library for a period of twenty-eight days, unless the book is required by another 
member, in which case it can be recalled by the Librarian at the expiration of 
fourteen days. 

7. In the event of a member failing to return any book or periodical within 
seven days after receiving notice from the Librarian (on the expiration of the period 
referred to in Rule 6), the Library Committee shall be at liberty to purchase another 
copy, the cost to be charged to such member, who shall not be allowed to borrow 
another book until the sum thus expended shall have been paid. 

8. All communications should be addressed fo “ The Librarian, Royal Medico- 
Psychological Association, 11, Chandos Street, Cavendish Square, W. 1". 


Books Added to the Library. 
The Library Committee gratefully acknowledge the following gifts to the 
Library : 
Presented by Dr. C. C. Easterbrook : 
Crichton Royal, Dumfries, Annual Reports 1908-1927 (2 vols.). 
Ayr District Asylum, Annual Reports, 1902-1907. 
Presented by Dr. J. R. Whitwell : 
Galenus (Claud). Omnia Opera (5 vols.). (Lugd.) 1550. 
Galenus (Claud). De atrabile liber. Guinterio interprete (Paris) 1529. 


The following books have been purchased by the Library Committee : 
Brain, R. Diseases of the Nervous System. 1933. 
Blacker, C. P. The Chances of Morbid Inheritance. 1934. 
Freud, S. New Introductory Lectures on Psycho-Analysis. 1933. 
Gadelius, B. Human Mentality. 1933. 
Kretschmer (transl. Strauss, E. B.). Text-book of Medical Psychology. 1934. 
Noyes, A. P. Modern Clinical Psychiatry. 1934. 
Murphy, G. An Historical Introduction to Modern Psychology. 1932. 


Circulation of Journals. 
The following journals are circulated from the Library : 
American Journal of Psychiatry. 
The Psychological Review. 
Journal of Neurology and Psychopathology. 
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L’ Encéphale. 

International Journal of Psycho-Analysis. 
Journal of Abnormal Psychology. 

Mental Hvgiene. 

Journal of Nervous and Mental Diseases. 
Revue Neurologique. 

Archives of Neurology and Psychiatry. 
Journal of Comparative Psychology. 


“« Sociorum Annales.’’ 


The Hon. Librarian is prepared to receive and store the life records of any 
member wishing to deposit them, on the understanding that they are solely for 
the use and information of the Association. They should be sent in sealed packets 
(with the name clearly written on the outside) in covering envelopes addressed to 
the Hon. Librarian. 


NOTICES BY THE GENERAL SECRETARY. 
Deaths. 


SAMUEL JAMES GILFILLAN. THOMAS Ivory CONSIDINE. 
JAMES PRAIN STURROCK. 


Appointments. 


NeıL McDiarmip, M.B., Ch.B., to be Medical Superintendent, Three Counties’ 
Mental Hospital. 


NOTICES OF MEETINGS. 


Annual General Meeting.—July 3. 4 and 5, at 11, Chandos Street, London, 
W. 1, and Middlesex Guildhall, S.W. 1. 
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net. 


What is the connexion between abstract and 
practical ability, the ability to think intelligently 
in words or other symbols and the ability to deal 
intelligently with things ? 

On what factors does success in school and in 
life essentially depend ? 

These two questions, which are not only of 
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recently been investigated by 
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Part I.—Original Articles. 


THE RESEMBLANCE OF TWINS WITH REGARD TO 
PERSEVERATION. 


By Erra Pratt YULE, M.A., Ph.D. 


From the Department of Social Biology, University of London. 


SECTION I: INTRODUCTION. 


THE social behaviour which is the material of psychological observation 
at any given time is the product of a certain genetic constitution on the one 
hand, and of a complex process of social, educational, familial and, to some 
extent, uterine environment on the other. The social behaviour of human 
beings cannot be subjected to direct methods of genetic analysis. The genetic 
psychologist may be compared to the astronomer, in so far as he has to rely on 
Nature to perform the experiments which he himselt is unable to undertake. 
To the category of such experiments belongs the phenomenon of twin produc- 
tion. In the production of monozygotic twins Nature provides us with 
individuals of the same genetic constitution. Such differences as they exhibit 
arise uniquely from the operation of differences in the environment in which 
they are placed. In ordinary circumstances they share many more features 
of environment than any other two individuals selected at random from the 
population. When reared together, the extent of their dissimilarity can only 
throw light on such differences of nurture as may operate on members of the 
same family unit and of the same age. If they are reared apart, the measure of 
resemblance exhibited by monozygotic twins may throw light on the influence 
of social environment in a less restricted sense. With a sufficiently large sample 
of twins reared apart, a satisfactory standard of comparison for assessing the 
extent of resemblance due to genetic constitution, plus the effects of a common 
uterine environment, would be provided by the degree of resemblance existing 
between their foster sibs in families into which they have been adopted. Such 
data cannot be collected easily. As yet they do not exist in sufficient quantitv 
to yield satisfactory conclusions. 
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If we confine our attention to the effect of differences of nurture such as 
operate on individuals brought up together in the same family unit, three 
standards of comparison are available: these are the resemblance of dizygotic 
twins of the same sex, the resemblance of dizygotic twins of unlike sex, 
and the resemblance of sibs of widely different ages and of both like and 
unlike sex. Two individuals belonging to any of these specified groups 
have, in virtue of common parentage, more genes in common than any two 
individuals selected at random from the population. In virtue of genetic 
segregation they have fewer genes in common than two monozygotic twins. 

With respect to the influence of environment, they form a series. The 
environment of two individuals of a mixed sex pair will be less alike than the 
environment of two individuals of a like sex pair, in so far as sex tends to 
prescribe a specific routine of family upbringing and education. The environ- 
ment of two ordinary sibs will be less alike than that of two twins in so far 
as differences of age determine the content of experience. Dizygotic co-twins 
or two sibs of like sex have the same sex environment, but the latter have a 
different historic environment. Dizygotic co-twins of like sex or dizygotic 
co-twins of unlike sex have the same historic environment, but the latter do 
not share the same sex environment. Monozygotic co-twins and dizygotic 
co-twins of like sex have the same sex environment and also the same historic 
environment in this sense. However, it would be rash to attribute the greater 
resemblance of monozygotic twins to the direct effect of their greater genetic 
similarity alone. The very fact that two individuals differ in genetic consti- 
tution may force them into different situations, and consequently expose them 
to widely differing environmental influences. Thus the existing genetic 
similarity in a pair of monozygotic twins may make their common environment 
more homogeneous than the environment of a pair of dizygotic twins. Similar 
genetic constitutions may tend to lead the two genetically similar individuals 
to seek, or find themselves in, similar environments. Thus the closer similarity 
of monozygotic co-twins may in part be attributable to the effect of environ- 
mental factors reinforcing genetic similarity. 

The use of the twin method for assessing the relative contributions of genetic 
and environmental factors to differences in behaviour requires careful con- 
sideration, for the reason that it is impossible to draw a hard and fast line of 
demarcation between genetic and environmental factors as productive of 
separate effective differences in behaviour. It is, in short, difficult, and at 
present impossible, to distinguish with any finality between the effects of genetic 
and the effects of environmental factors on observed differences in behaviour. 
The issue is further complicated because what psycho-analysts call ‘ protest ”’ 
may also call for consideration. In objective terms protest may be described 
as the reaction of one individual against the personality of another individual 
who resembles him closely in physical and mental constitution. In the 
terminology of psycho-analysis, every individual feels the need not only to 
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differentiate himself from his environment, but to be unique within the range 
of his own environment. If this has any objective basis in the study of social 
behaviour, it must be taken into account in discussing individual differences in 
the members of a twin pair. Either or both of the members of the pair may 
react to a “ felt need ’’ for differentiating himself in some way from an individual 
who resembles him so closely. If protest is a factor, it is a factor which will 
most probably enter into the consideration of individual differences in a group 
of monozygotic twins. Should it be a significant element in the situation, 
environmental factors, instead of reinforcing the degree of similarity resulting 
from a common genotype, will clearly lessen it. Such considerations suffice to 
emphasize that the issues involved in the application of the twin method of 
the problems of Nature and nurture as they affect social behaviour are less 
simple than when it is used to throw light on differences of physique. 

The utility of the twin method is not confined to investigation of the 
problems of Nature and nurture. The study of twin data provides an indepen- 
dent avenue for exploring the value of tests used in the measurement of 
differences in behaviour, and directs attention to similarities which could 
provide the basis for testing characteristics, methods for the description of 
which have not hitherto been standardized. For example, the twin method 
provides one way of deciding whether a given test. gives a constant index of 
some aspect of an individual's behaviour. In a pair of monozygotic twins 
we are presented with two individuals who have the greatest possible degree 
of human resemblance. If this is so, such resemblance must be expressed in 
behaviour. Another issue upon which twin resemblance may throw light 
arises when trying to detect constant features of behaviour characteristic of an 
individual. The comparison of the performances of individuals who are as 
much alike as possible with those of individuals who are as different as indi- 
viduals generally are, is then the most likely avenue for getting a clue about 
what facets of the behaviour of individuals are characteristic. 

Hitherto work on the psychological resemblance of twins, that is, the resem- 
blance of their behaviour patterns, has been limited by the precision of available 
methods of description and measurement. The only extensive work on twin 
resemblance is that which is based on the use of the intelligence quotient. 
The reader may refer to the works of Stocks, Merriman, Lauterbach, Wingfield, 
and of Herrman and Hogben. The intelligence quotient unquestionably 
provides a quantitative measure of a definite aspect of human behaviour 
amenable to equally objective or quantitative measurement. Among the few 
aspects of human behaviour which can be studied with any degree of precision 
and objectivity, the characteristic called by Spearman “ perseveration ” 
seemed to the present writer the most fruitful. 

The reasons for adopting perseveration tests as a measuring instrument of 
individual differences in behaviour in the present investigation were: (1) That 
it was claimed for perseveration tests that they provide a method which does 
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not rely on the subject’s testimony to his (or her) behaviour, (2) that the aspect 
of behaviour measured does not depend on I.Q., and may be considered as 
falling within the category of temperament, personality or character. : Thus 
an investigation into the resemblance of twins with regard to their performance 
in these tests may be expected to throw some light on the relative contributions 
of genetic and environmental factors to differences in temperament. Further, 
since previous work with perseveration tests has produced varying conclusions, 
not only about the nature of what is measured, but about the reliability of the 
tests as a Measuring instrument, it was thought that the application of the 
twin method in the analysis of individual perseveration scores would provide 
an independent method of assessing the reliability of the tests themselves. 
The main objective of the investigation was thus to discover whether it is 
possible in this way to measure an aspect or aspects of behaviour other than 
those measured by intelligence tests, or, to state the problem from another 
angle—whether it is possible to detect uniformities in behaviour patterns other 
than those belonging to the category of intelligent behaviour. 


SECTION II: NATURE OF THE MATERIALS. 


Two groups of subjects were tested : 

(a) A group of 60 unrelated London elementary school-children. 
(b) A group of I15 pairs of twins. 

All individuals tested in the (b) group in this investigation belonged to the 
group previously tested in the investigation into “ The Intellectual Resemblance 
of Twins”, by Herrman and Hogben (1932). For purposes of that investi- 
gation, the group had been tested by the Otis Advanced (Form A) Group Test. 
Thus, whenever reference is made in the present investigation to I.B.* or I.Q. 
of subjects, it will be understood that the reference is to the I.B or I.Q. ot the 
Otis Intelligence Scale. Since the previous investigation had necessitated a 
physical diagnosis of the genetic type of the pairs of twins in Group (b), the 
requisite data were at hand for the present investigation. Full particulars of 
the methods which were used by Herrman and Hogben in the diagnosis and 
classification of the pairs of twins into genetic type groups, including details 
of the finger-print method, can be obtained in the report on the previous 
investigation (sce op. ctt., pp. IOQ-II4). 

The (b) twin group of the present investigation had thus been classified 
into genetic type groups, viz., (I) monozygotic, (2) dizygotic twin pairs. For 
purposes of this investigation a clear demarcation between dizygotic like-sex 
pairs and dizygotic pairs of unlike-sex has been made, giving the three groups 
used in discussion of twin resemblances in “ p’’ score as— 

(1) Monozygotic. 
(2) Dizygotic, like sex. 
(3) Dizygotic, unlike sex. 
* Vide infra, Section IV (c). 


~ 
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It is particularly to be noted that the individual pairs referred to as com- 
posing groups (I) and (2) above are selections from the “ refined ” groups of 
the investigation by Herrman and Hogben, that is, group (1) is selected from 
group “ M”, and group (2) from group “D” (see op. cit., p. 113). In the 
present investigation, groups (I) and (2) are composed of such pairs of twins 
as exhibit only striking similarity or dissimilarity. Group (2) of the present 
“investigation, for example, is composed of dizygotic pairs of like sex chosen in 
virtue of the fact that they are as unlike as could be found within the limits 
of the available material. 

The social status of subjects in both (a) and (b) groups in this investigation 
was comparatively uniform. All subjects either were, or had been, elementary 
school pupils in the London County Council area. The age range in the (a) 
school group was small, being 9 years 5 months to 12 years 6 months. The age 
distribution of the (b) twin group is given in the following table: 


TABLE I.—Age Distribution. 


( ee au Sn Ri en 
IO-10.5 ; 2 ; I I4-I4.5 l 30 ; 15 
I10.6-IO.II I2 6 14.6-14.11 10 5 
II-II.5 14 7 15-15.5 16 8 
I1.6-II.II 18 9 15.6-15.11 6 3 
12-12.5 26 13 16-16.5 4 2 
12.6-12.11 20 IO 16.6-16.1I 

13-13.5 16 8 17-17.5 Hi $5 
13.6-13.11 48 24 17.6-17.11 2 I 


SECTION III: METHOD OF TESTING. 


(a) Description of the Test. 


No initial hypotheses about the nature of “ p” or what was measured by 
an individual score in a “ p” test have been taken for granted in this inquiry. 
Using Spearman’s terminology, “ p” stands for perseveration, which is defined 
as “ the hindrance effect exercised by any activity upon a subsequent activity ’’. 
The writer has preferred to talk of “ p” factor rather than of perseveration, 
and to regard the existence of the “ p” factor as a fact which previous inves- 
tigators have derived from correlations for a set of tests of a certain kind. 
In his paper on “ Standard p-Tests’’, Dr. Stephenson has classified “ p” tests 
into three main types. He gives an admirably clear analysis of the differing 
factors which a “ p” score resulting trom the application of any of the three 
types of “p” test would tend to emphasize. It seemed clear to the writer 
that the selection of one type in preference to another on other than utilitarian 
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grounds could only involve the existence of an à priori hypothesis concerning 
the nature of “ p”. Hence, on grounds of utility and ease of administration, 
the form of “ p ” test used by Dr. Stephenson has been employed in the present 
investigation. . 


In the Stephenson form, the ‘‘ p”’ test falls into four sections, X,, X.. 
Yo Yes 


In X, the subject is asked to write, e.g., forward S’s (SSS . . .). 
In X, he is told to repeat (SSS . . .) 

In Y, he is asked to write (222 . .). 

In Y, he is asked to write (S2 S 28S A T ee 


In the present investigation thirty seconds were allowed for each of the 
four sections equally, and each subject was permitted to make four, and only 
four, sample or trial letters before commencing X,, Y, and Y,. Instructions 
were that each subject was to write with as much speed as was compatible 
with reasonably well-formed letters or figures. Every effort was made to 
eliminate individual differences in the apprehension of what was required, by 
as much previous explanation as seemed called for. 

Standard “ p” test forms, analogous to those used by Stephenson, were 
adopted to eliminate as far as possible individual differences in the size of 
letters or figures, and also make for ease in scoring. The Stephenson form of 
“p” test has many advantages in compactness, standardization, ease of 
scoring and administration and time required over the form of “ p” test used, 
for example, by Pinard (1932). Eight were selected, viz., S, A, e, Z, 9, 
2,6, G. Each test occupied roughly four minutes, the time taken to give the 
battery, allowing for explanation and a rest pause, being forty minutes. 


(b) Scoring. 


Of two possible methods of scoring, viz., 
(a) X, + X) — (Yı + Y), 
(b) (X, + Xa) 
(Yı + Y3) 
(a) was discarded on the ground that if it were adopted the factor of speed 


«6 a) 


x 


0 


would complicate the evaluation of the “ p” score. Method (b), i.e 


-l 


was theretore adopted. 


The tests were scored both individually and as a battery, that is, “ p” 


score ~ S, : â, Ye. . . *~Gwere found, giving the individuals’ total “ p’’ 
Y Y Y y 


score as: ŽS A + Sd a A 
Yy yY yY 


and also xS+rA+xre... x G or Total x _ — a 


yS+yä-+ye...9yG Total y 
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In what follows, the second method is referred to as Battery “ p”. Further 
points in connection with the scoring will follow with the discussion of 
reliability and abnormally high scores. 


SECTION IV: RELIABILITY AND AUTONOMY OF THE TESTS 
EMPLOYED. 


For work of this kind a test should fulfil three criteria : 

(a) It must be reliable in the statistical sense, i.e., must be capable of 
vielding consistent results on successive occasions. 

(b) The method of scoring should yield an index which is independent of 
age. 

(c) The results should not correlate siggificantly with those of any other 
known test ; otherwise its existence does not fulfil a specifically independent 
function. 


(a) Statistical Reliability. 
Table II summarizes briefly the results of retesting the (a) school group. 
The interval between the test and subsequent re-test was seven days. 


TABLE II. 


Test. Coefficient of correlation of test 
nea and re-test scores. 


426 + 'IIo 
4II- 'II2 
330 + °120 
“O16 + °134 
522 + 098 
‘517 + -098 
"523 + :098 
+391 + 114 


Battery ĈS+Ža .. Tg 555 + 093 
y y 5 


aper oS 
Total y 


AtFTNO NO Pw 


I 
2 
3 
4 
5 
6 
7 
8 
9 


G) ‘79I + 065 


In using the whole series of tests collectively as a battery, the coefficient 
of correlation for test and re-test is based on two methods of scoring, viz. : 


ny ŽS+ŽA +e... 2 G@and 
y y oy y 
Total x 

(2) T 
otal y 


From inspection of this table it seems quite clear that “ p ” tests 9, 2 and 6 
show significantly higher reliability than Z or e. 


(S . . . G) (see g and Io). 
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On account of the occurrence of certain individuals who obtained abnormally 
high scores, the general picture which is disclosed by first-hand acquaintance 
with the data is one of higher reliability than the statistical indices reveal. 
The method of scoring adopted does, in fact, lend itself to the occasional 
occurrence of abnormally high scores. 

The scoring of the tests as a battery has the effect of levelling the range of 
the scores to so great an extent as almost to eliminate the effect of very high 
scores. In the (b) twin group data, the range of battery “ p” is I-00-1-go, 
though there is one outstanding score of 2-69. Battery scores in the (a) school 
group never fall below 1-15, though in two cases in the test, and seven in the 
re-test, they rise above 2-00. It is probable that group testing with “p” 
tests produces a greater number of abnormally high scores than individual 
testing, since in the group test there can be much less adjustment of the 
explanations to suit the requirements of the individual, ane many more 
extraneous accidental factors must be operative. 

Of several conceivable reasons which might be offered to explain the 
occurrence of these abnormal scores, one is defective technique in the adminis- 
tration of the tests—that is to say, the test may prove to yield more consistent 
results when the technique of administration has been more carefully stan- 
dardized. For the present investigation, however, we are only concerned 
with the reliability which can be claimed for the method as it was actually 
applied. There is no guarantee that abnormal scores are accidental, and would 
disappear on more extensive testing or further retesting. 

As a check on the internal consistency of the test series, Table III gives the 
split-half reliabilities. 


TABLE ee eee Reliability. 


I = Test a= Cos sae 94, 6) 


II = Re-test REN 
y ¥ yY y 
Test. l r. 
AI, AII . : ; . *666 + -075 
BI, BII . ; ; . 465 + -105 
AI, BI . : : . 581 + 089 
AII, BII . À : . 403 + +126 
AI, BII . : f . 540 + +095 
AI, BI . . ’ . "446 + -108 


(b) Effect of Age on Scores obtained, 


Table IV gives age and “ p” score coefficients of correlation for each half 
of the test and for battery “ p”. It is based on the “ p”’ score of the (è) 
twin group (226 subjects). 


1935.] BY ELLA PRATT YULE, M.A. 497 


TABLE IV. 
Age range 10-18 years. 
Age—“p” ((S+ "A+ "e+ "Z) . +-or+ :066 
y y y7 Y 
Age —“ p” oo eee +*647G) . —-06 + -066 
yY Y 
Age — “p” Total azg . . . G) . —:079 + ʻ066 


Total y 


The figures indicate clearly that the correlation with age is so small that it 
may be assumed not to affect the interpretation of the results. This justifies 
what has already been stated in connection with the method of scoring. 

Pinard (1932) reports “ that there is a steady decrease in P from 12-8 years 
(but this decrease may have been influenced by the speed at which the younger 
subjects worked) ’’. In calculating this result Pinard was working with the 
(X—Y) “ p” score, not with the “X” method, as for the data of the present 
investigation, on the grounds previously stated, viz., that allowance would 
have to be made for speed. 


(c) The Autonomy of the‘ p ” Test. 


Table V gives the coefficients of correlation for I.B.* and I.Q. with “ p ” 
score for both Group (a) school, and (b) twin. 


TABLE V. 
Group. LB. 1.Q. e . . “p” score. 
ci >?) X 
a. (55) I.B.—“p Č S rae P Ms. a ~ Test + -074 + '159 
ILB.— “p” ( = > wd Re-test — ʻIQI + °152 
IQ.— “p” ( u n TE Test + -062 + 157 
lLQ.—‘“p’’ ( s K ») Re-test —-163 + '156 
Total x 
IL.B.— “p” .. G Test | "022 + `I 
p (ota d 5 ) + 022 + +159 
I.B.— “p”? ( a m 3) Re-test —-102 + 158 
ILQ.— “p” ( i a 32) Test + -o19 + -159 
lQ.—“p” ( i M ied) Re-test —-124 + '158 
b. (226) 1.0.—“p” \ *sı?a+t°Ter?Z) Test + -or + -066 
Y Y y 
ILQ.— “p” ox tay! 6+ŽG G) Test — -03 + -066 
yY 
ILQ.— “p” Total 3 A E G) Test — -009 + -066 
Total y 


* On the Otis Scale I.B. is a measure of the individual increment or decrement of score 
from the norm for persons of his own chronological age, the latter being in all cases expressed 
as 100. I.Q. is obtained by dividing the mental age—i.e., the age for which the score is obtained 
by the individual is the norm—by the chronological age. 
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It is clear from inspection of this table that whatever is measured by “ p”’ 
is not the same thing as that which is measured by I.Q. The consistent 
appearance of the negative correlations with re-test scores may or may not be 
significant. 


(d) Distribution of “ p ” Score with Reference to Sex. 


Apart from age, another factor which enters into an assessment of the 
homogeneity of the material is sex. The following table summarizes the 
data on sex differences. 


TABLE VI.—Sex Differences in “p”. 


Group. Number in group. Sex. Score. 

Monozygotic . 32 F. 144°45 + 16°54 
22 M. 143°08 + 15°24 
Dizygotic, 40 F. 147°64 + 14°18 
like sex 36 M. 151-42 + 12°95 
Dizygotic, 46 F. 15027 + 17°43 
unlike sex 46 M. 159°63 + 21°05 

All subjects . 118 F. 14781 

104 M. 153°28 


[Note.—In this table “ p” = Š S + eo „9 


The data do not disclose any significant connection between sex and “ p”’. 
It may be noted that Pinard also found no sex difference in “ p” in boys and 
girls between the ages of 8 and 14 years of age. 


SECTION V : RESEMBLANCE OF TWINS. 


Table VII summarizes the data bearing directly on twin resemblance. 
In the preparation of this table the scores obtained in individual tests have 
not been utilized separately, but have been compounded according to their 
comparative reliability as estimated previously. 

The scores in tests 9, 6 and 7—being the tests with the highest reliability 
(-555, °517 and -523)—were summed to give the first sub-group, those of tests 


TABLE VII. —Twin Resemblance 


Battery 
Number with 
Group. of Tests 9, 2, 6. Tests S, A. Tests e, Z, G. Battery. Spearman’s 
pairs. correlation 
rehabality. 
Monozvgotic. . 27 . 638 +114 . 278 + 177 . '709 + '096 . 6154+ "119 . 0°78 
Dizygotic,likesex. 38 . °345 -.'143 . 7147 4 158 . "292 4'148 . '395 + '137 . 050 


Dizygotic,unlikesex 48 . 7082+ ‘145 . '0I6G + +144 . "433 4 '177 . "2144 137 . 0'27 
Unrelated pairs . 112 .—'034 + 099 —'099 + 093. or12 
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Sand A (reliability -426 and -411) give the second sub-group, and those uf tests 
e, Z, G with reliabilities of -330, -391 and -o16 give the last group (see Table II, 


rehability). Battery scores given in this table are taken as ne SER G). 


otal y 
The biological classification of the twin groups has been explained already in 
Section II. 

The most striking feature of these results is that for tests which have 
highest reliability, the heterogeneity of the group is most clearly shown by 
the differing indices for inter-twin resemblance; as in the battery, or for the 
summed scores of tests of 2 and 6. 

Since the study of twin resemblance provides an independent method of 
assessing the reliability of the tests used (see Section I), it is instructive 
to examine its bearing on the two different systems of scoring adopted in 
using the battery as a whole. When the battery score was calculated as 


Č S+ Aae a a4 G), the correlation coefficients for the twin groups were : 
y y y 

Monozygotic . : ; . 386 + -163 

Dizygotic, like sex ; . 450 + +129 

Dizygotic, unlike sex . ; . ‘120+ III 


This might be taken as an indication that the more reliable battery score is 
given by ar S . . . G), which is given in Table VII. 


With regard to the reliability of the “e” test, it is necessary to mention 
that the “e” test scores of the (b) twin group, as compared with the “e” 
test scores of the (a) school group, contain no abnormal scores : 


Below 1:00. 1*00—2°00. 2*00—3°00. 3°00-4°00. Outlying scores 
Twin group . IO . 85 ; 3I ; : s 
School group I . 2 A 39 i I0 : 3 s © a 
e I. o ; 42 ; I0 ; I 


te ’ 


Now, when the (b) twin group scores for tests “e” and 2 were taken 
together, the correlation coefficients of the twin groups were: 


Monozygotic . i : ; . -65I +4 11 
Dizygotic, like sex j ; . 355+ ʻI4I 
Dizygotic, unlike sex . ' . *I44 + 141 


Thus the “ e2” test scores seem to give significantly varying group indices. 
The considerafion of these facts strengthens the impfession that the relia- 
bility of the tests as calculated from the (a) school group, tested by the group 
method, may not be of the same order of reliability as the reliability of the 
“ p” test scores of the (b) twin group, tested by the individual method. It 
must be remembered that the 55 test and re-test “ p’’ scores obtained from the 
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(a) group constitute a small sample on which to base conclusions as to reliability 
of a series of tests. Moreover, it is generally accepted that a group test allows 
for the intervention of many extraneous or incalculable factors. 


SECTION VI: SUMMARY AND CONCLUSIONS. 


Three main conclusions emerge from consideration of the data in this 
Investigation. These are that— 


(I) With respect to “ p”, monozygotic twins are more alike than 
dizygotic twins. | 

(2) Dizygotic twin pairs of unlike sex are less alike than dizygotic 
twin pairs of like sex. : 

(3) There is no sex difference with respect to “ p 


LE] 


In the light of the third conclusion, the second would suggest that environ- 
mental differences within the family unit influence the “ p” score of an indi- 
vidual, in so far as such differences as are associated with the different methods 
of upbringing of a boy and a girl are significant, and must be taken into account. 

With regard to the first conclusion, it would be premature to discuss 
the genetic significance of the result for two reasons. In the first instance, 
the present status of the test must be considered. Previous discussion of the 
reliability of the test will have shown that many points with regard to the 
internal construction, uniformity and technique of administration require 
closer investigation. In the second place, a discussion of the genetic signifi- 
cance of the result must take into account the difficulties of interpretation 
alluded to in the introduction. On the one hand it may be true that the existing 
genetic similarity in a group of monozygotic twins accounts for the greater 
resemblance of monozygotic co-twins with regard to whatever may be measured 
by “p”. On the other hand, it may be that the existing similarity is only 
partly the direct result of genetic similarity in so far as genetic similarity will 
tend to produce environmental similarity. 

The limitations imposed on the interpretation of the results by such con- 
siderations as these only affect inferences about the relative contributions of 
genetic and environmental factors. Given that genetic similarity exists 
between monozygotic twins, we expect it to be expressed, directly or indirectly, 
in a degree of similarity in their behaviour patterns. Results in the present 
investigation establish the fact that this is true of the kind of behaviour pattern 
measured by “p”. The “p” tests, in short, do detect and measure a specitic 
uniformity (or uniformities) of behaviour. Thus, the outstanding conclusion 
which emerges from the investigation is that this tvpe of test does provide an 
index characteristic of an individual, and moreover an index which measures 
an aspect, or aspects of behaviour other than those measured by intelligence 
tests. 
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THE FATE OF 150 PSYCHIATRIC OUT-PATIENTS. 
By IAN SKOTTOWE, M.D., D.P.M., 


Medical Superintendent, Bucks County Mental Hospital; and 


MADELINE R. Lockwoop, M.R.C.S., L.R.C.P., D.P.M., 


Physician-Superintendent, Fenstanton. 


Tuis contribution is an attempt to express in numerical terms the value 
. of out-patient consultation and treatment. The group of cases considered 
are the first 150 who presented themselves at the Psychiatric Out-Patient 
Department of the Swansea General Hospital, and they are consecutive and 
unselected. The period during which these cases came under observation 
for the first time extends from March, 1933, to October, 1934 ; and, in assessing 
- results, the state of the patients is taken as at December 31, 1934. 

The scheme of assessment of the value of advice and treatment is as tollows : 


First Stage. 


I. The whole group of 150 cases is analysed from the diagnostic point ot 
view. 

2. From the total are subtracted those cases for whom the psychiatric 
department at the General Hospital is not intended. 

3. The remaining cases are analysed according to duration of illness previous 
to advice being sought. 


Second Stage. 


1. The available methods of treatment and possible courses to be adopted 
in disposal are stated. 

2. The whole of the cases (irrespective of diagnosis) are then analysed 
according to the method of treatment or disposal which was advised. 

3. Certain cases refused to attend for treatment or to carry out the advice 
given. In certain other cases the results of such advice or treatment could 
not be objectively ascertained by us. Such cases are not considered further, 
as they would merely invalidate statistics. 

4. There remain the known treated cases. 


Third Stage. 


I. The results in the known treated cases of the diagnostic groups for whom 
the department was intended are held to be a fair and reasonable assessment 
of the value of out-patient consultation and advice. 

2. Asa matter of interest, for comparative purposes, an analysis is presented 
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of the diagnoses and results of treatment in cases admitted to the mental 
hospital from the out-patient department. 

3. A note is incorporated on the results of specialized psychotherapy in 
out-patient practice. 


ANALYSIS OF DIAGNOSES. 


The final diagnosis in every case was made by one of us (I. S.) so as to 
eliminate variations in diagnosis due to the personal factor. 


TABLE I.—Showing the Diagnoses in 150 Cases. The Criteria Adopted are those 
stated in the First Annual Report of Cefn Coed Hospital, Swansea. 


M. F. T. 

(a) Psychoses-- 
Affective ; ; ; : . : . Ir. 8 y Ig 
Schizophrenic ; ; ; > IA Oo 23 
Organic ; ; ; ; ; ; = 20 = 2i s AT 
(b) Psychoneuroses . ; ‘ ; : À i 320: a AY o 3I 
(c) Constitutional psychopaths . ; 2 004 I 5 
(d) Mental deficiency without epilepsy . II 6 I7 
(e) Epilepsy (all cases with) i : s OF =. 3A Ol 
(f) Non-psychiatric . ; ; ; A ; n. Zoa Or a 3 
90 . 60 . 150 


The patients in groups (c), (d), (e) and (f) were nearly all seen in a purely 
consultative capacity and no treatment as out-patients was attempted, except 
in the case of certain epileptics and two psychopaths. The organization of 
the Out-Patient Department was intended, however, principally for the treat- 
ment of cases in groups (a) and (b), i.e., the psychoses and psychoneuroses, 
which added together accounted for 114 out of the 150 cases, thus : Males, 65 ; 
females, 49; total, 114. 

The following table affords striking confirmation of the experience (already 
quoted in the Annual Report of Cefn Coed Hospital) that even with the easiest 
of facilities for obtaining treatment, the mental sufferer still does not come 
under specialized advice until a relatively late stage of his illness. 


TABLE II.—Showing the Duration of Symptoms before Advice was Sought. 


Under 3 months. 3-6 months. 6-12 months. 


(a) Psychoses : 


Affective 2 I 5 
Schizophrenic 3 2 5 
Organic I 2 8 

(b) Psychoneuroses . 4 I 5 
Io 6 23 
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Thus, out of 114 cases only 39 (or 34°%4) sought advice within a vear of the 
onset of their symptoms, and only Io (or 8'7°,,) within the first three months. 
No less than 66%, of the psychotic and psychoneurotic patients who, be it 
marked, were previously in good health, suffered their symptoms tor over a 
year before advice was sought, although they could, in many instances, 
reasonably be expected to have sought advice earlier. 


ANALYSIS OF THE FORMS OF TREATMENT AND DISPOSAL ADVISED. 


The following is a classification of the methods adopted in dealing with 
and/or treating the whole group of 150 cases: 

(I) At home under the care of the family doctor upon written instructions 
from one of us (I. S.) with or without subsequent visits to check progress 
and/or to apply superficial psychotherapy, such as simple suggestion and 
encouragement. 

(2) By admission to the mental hospital. 

(3) By specialized psycho-therapy as out-patients (i.e., exploration, per- 
suasion, dream analysis and free association). 

(4) By therapeutic social service (i.e., enlargement of social activities ; 
advice to other members of family in cases of friction, etc.). 

(5) By referring cases to other special departments of Swansea General 
Hospital (i.e., Throat and Nose, Surgical, etc.). 

Any one or any combination ot the above methods may be used in any given 
case. A fairly common procedure is for the patient to receive medical treat- 
ment at home while preliminary social investigations—and possibly other 
specialized medical examinations—are being carried out ; then, if progress is 
not rapidly satisfactory, the patient may be admitted to the mental hospital, 
where a more intensive attempt at physical and/or psychological treatment 
can be made while the social service officer deals with environmental problems. 


TABLE III.—Showing the Relative Frequency with which the Different Methods 
of Dealing. with Out-patients were Advised as Principal Methods. 


(I) At home under own doctor with or without continual 


attendance at Department ; y ; : 57 
nades 17 defectives) 
(2) Mental hospital admission . : : ; : ; 56 
(3) Psychological treatment as out-patient . : : 17 
(4) Reference to other departments of general T or 
admission to general hospital . : : 14 
(5) Miscellaneous (e.g., referred to mental dee ates: or 
special schools) : ‘ : ; ; : : 6 


Although almost every case in the series of 150 has been seen by the social 
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service officer, active social service by investigation or treatment was under- 
taken in 26 cases. 


ANALYSIS OF THE RESULTS OF TREATMENT AND ADVICE. 


The following criteria as to results of treatment were adopted, and were 
checked in each case by follow-up work on the part of the social service officer 
(Miss Hay-Shaw) or by medical examination. 

“ Recovered ” means social reinstatement* plus complete freedom from 
subjective symptoms. 

“ Much improved ’’ means social reinstatement with a residue of subjective 
symptoms not giving rise to more than minor discomfort (e.g., mild compulsive 
phenomena ; slight “ down-in-the-mouthness ’’). 

“Improved ’’ means that the patient has benefited by treatment, but not 
to the extent of securing social reinstatement. 

A strict objective check by us upon the results of advice given was only 
possible in the whole of the cases in the first three groups of Table IIT above 
(i.e., those dealt with by home treatment, mental hospital admission and 
treatment by psychological means as out-patients), totalling 130 patients. 

Omitting, as not being suitable for psychiatric out-patient treatment, the 
17 mental defectives, there remain 113 cases, accounted for as follows: 


TABLE IV.—Results of Treatment or Advice (as at December 31, 1934). 


(1) Recovered or much improved : ; : : ; 50 
(2) Improved . : : ‘ ; ; , ; ; 9 
(3) Not improved : f ted : ; : ; 6 
(4) Died . ; : : : : : ; ; ; 3 
(1 suicide) 

(5) Ultimate fate unknown (owing to geographical difficulties) 17 
(6) Refused to carry out treatment or to accept advice . ; 28 

113 


Of the total of 113 patients, Groups (5) and (6) should be ignored in assessing 
the results of treatment. This leaves 68 cases ; and of these, 50 are either 
recovered or much improved—a percentage of 70°5 on the total known cases 
willing to accept treatment. 


ANALYSIS OF THE FORMS OF TREATMENT AND DISPOSAL ACTUALLY USED. 


Analysing now the methods used to secure the results stated above, it is 
found that of the 68 treated cases, 32 were treated as in-patients (24 having 
refused to accept advice to enter hospital) in the mental hospital, and 36 were 


* “ Social reinstatement * means that the patient is able to take up his former employment 
or occupation and to lead a life completely free from supervision in his leisure time. 
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treated as out-patients. Of the 36 so treated, 13 were dealt with by means of 
specialized psycho-therapy (4 having refused to attend for treatment), and the 
remainder by medicinal, social and superficial psychotherapeutic means. 


TREATMENT IN THE MENTAL HOSPITAL. 


TABLE V.—Showing the Diagnosis in Cases Admitted to the Mental Hospital from 
the Out-Patient Department. 


M. F. T. 

(a) Psychoses : 
Affective 4 6 10 
Schizophrenic ; 2 I 5 3 
Organic ; 2 i : 4 5 : 9 
(b) Psychoneuroses 5 3 8 
(c) Epilepsy I I 2 
16 16 32 


TABLE VI.—Results of Treatment in the Mental Hospital of the 32 Cases in 


Table V. 
Recovered or Still under Died. 
much improved. treatment. 
M. F. T. M. F. T. M. F. T. 
Psychoses : 
Affective 3 5 8 I I 
Schizophrenic TEE E & 2 I 
Organic. ‘ <. 3 4 7 T I I 2 
Psychoneuroses . 3 25 2 I 3 
Epilepsy I I 2 
24 . 6 2 


Thus, out of the 32 cases admitted to the mental hospital from the out- 
patient clinic, 24, or 75%, were discharged recovered or much improved—a 
rate which compares very favourably with the general recovered and relieved 
rate of the total run of direct admissions. 


(a) Specialized Psychological Treatment as Out-patients. 


Under this heading only the deeper, more specialized forms of psycho- 
therapy are included, and in the group of 13 cases in whom such psychotherapy 
was the principle factor in treatment, the following results were obtained ; 
II were recovered or much improved, I was not improved and I was 
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removed to Borstal on account of an offence which occurred previous to the 
commencement of the treatment. 

Nine of the 11 successful cases were psychoneuroses; I was an early 
schizophrenia (who has now remained well and at work for six months), and I 
was an early affective psychosis of the depressive type. It is noteworthy that 
the two unsuccessful cases in this group were both previously diagnosed as 
constitutional psychopaths, and this tends to bear out the view held by one 
of us (I. S.) that this type of case is not amenable to psychotherapy. 


(b) General Treatment. 


The remaining 23 patients were treated as out-patients along general 
lines under the care of their own doctors with occasional attendance at the 
department, and of these 17 (or practically 74°,) are recovered or much 
improved. Practically all were suffering from mild organic (toxic exhaustive) 
or depressive states, a substantial number of whom, without encouragement 
and appropriate medical treatment, would have passed into states of confusion 
or more profound depression, necessitating hospital care. 


CONCLUSIONS. 


(1) Of 150 consecutive unselected psychiatric out-patients, only the psychotic 
and psychoneurotic patients (114) were suitable for active treatment. 

(2) Of the 114 suitable cases, 28 refused to carry out the treatment advised ; 
and in a further 17 cases the ultimate result could not be ascertained owing to 
travelling difficulties. 

(3) The known results in the remaining 68 unselected cases show 50 (or 
70°4°%) recovered or much improved. 

(4) 32 (or 472o) of the known treated cases required mental hospital 
treatment. 

(5) Of the 32 cases who received mental hospital treatment, 24 (or 75%) 
were discharged recovered or much improved. 

(6) Psychological treatment is the method of election in the psychoneuroses, 
and occasionally in the earty psychoses. The results of such treatment, which 
was deemed to be applicable in 13 (or 19%) of the 68 known treated cases, 
show that 11 cases (or 84:60% of this sub-group) were recovered or much 
improved. 

(7) 23 (or 33°8° ) of the known treated cases were dealt with at home 
under their own doctors, with attendance at the department for supervision 
and superficial psychotherapy. This group showed 17 (or 7494) recovered or 
much improved. 

(8) Finally, there is no doubt that the results of mental treatment are very 
much better in those cases who received advice in the first instance at the 
Psychiatric Out-Patient Department than in the general run of mental hospital 
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admissions. Why this should be is a matter which is beyond the scope of this 
paper. The cases are clinically similar to the ordinary run of mental hospital 
admissions ; they are not seen in a particularly early stage. It may be that 
problems of “ accessibility ’’, “ insight ” and “ rapport ” are involved. 

A striking point is the fact that schizophrenic patients form the largest 
single group of those who retused to accept advice or to attend for treatment. 
Even allowing for this, however, the results in the less malignant forms of 
psychoses are better in out-patients than in the general run. On the other 
hand, one of the most remarkably successful cases was a schizophrenic whom 
one of us (I. S.) regarded at the outset as quite unfavourable. 

It may be that there are environmental differences, or a different attitude 
to the whole topic of mental illness. The question is certainly one which would 
repay further research, not only in the collection of further statistics, but in 
individual investigation and comparison of out-patient cases with in-patient 


cases. 
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AN INVESTIGATION INTO THE AFTER-HISTORY OF 90 
PATIENTS DISCHARGED FROM A MENTAL 
HOSPITAL AGAINST ADVICE. 


By Louris Minsk, M.D., M.R.C.P., 


Second Assistant Medical Officer, Maudsley Hospital. 


In this paper an attempt has been made to ascertain the after-histories 
of a particular group of patients discharged from the Maudsley Hospital, 
namely, those for whom further institutional treatment was considered 
necessary, but in whose case this advice was not taken. The investigation 
covers a period of three years, from 1938 to 1931. At the outset it must be 
pointed out that the Maudsley Hospital deals exclusively with voluntary 
patients, who are free to leave on giving twenty-four hours’ notice ; in addition, 
no patient is certified in the hospital, but where this is considered necessary, 
the friends are advised as to the procedure to be followed. In the circum- 
stances, it might be thought that the number of patients who were taken home 
against advice would be high ; but this was not the case. In a number of cases 
further institutional treatment was deemed necessary on grounds of psycho- 
therapy alone ; and if these are excluded, only go patients remain who were 
considered unfit for any but institutional care, either because they were dangerous 
to themselves, or because they were likely to prove dangerous or at least a 
nuisance to others. During the penod under review 3,248 patients were 
admitted to hospital and 2,282 were discharged, so that the cases dealt with 
in this paper constituted only 2:8° of admissions and 3°5°% of discharges. 
Of the 90 patients, 50 were females and 40 males. The length of stay in 
hospital varied from one day to one year. 

Diagnosis.—The diagnosis in the go cases was as follows: 


Depressive states . > dt 
Involutional depressions. i ; a . I4 
Schizophrenic states . s ; ; ; ; “3. 25 
Manic states : 4 
Toxic-confusional states . 2 : ~ 3 
Arterio-sclerotic depressions 2 
Paranoid states I 


The reasons for leaving may be broadly classified in three groups : 

A. In some cases the relatives were asked to arrange the removal of 
patients to another hospital because, after being under observation for some 
time, the prognosis was considered to be bad. 
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In other cases the reason was the disturbing behaviour, which was upsetting 
to the other patients in the ward or hospital. 

In this group 27 patients were discharged. 

B. The relatives, on their own initiative, insisted on taking patients home 
and gave as their reasons the following : 

(a) Inability to afford fees, where no legal settlement in the County 
of London could be established and where it was necessary to pay the 
full rate of {5 per week. Advice as to treatment in a hospital where 
lower fees are charged was ignored. 

(6) Where patients became more acutely ill mentally after admission, 
and the relatives blamed the hospital for the change for the worse. 

(c) The patient’s mental state necessitated transfer to a more acute 
ward ; the relatives took exception to this and demanded to have the 
patient home. l 

(d) In some cases, on medical grounds, the patients were not allowed 
visitors and the relatives objected to this. 

(e) Cases in which the relatives refused to give their consent to tube- 
feeding or objected to other methods of treatment. 

Altogether 33 patients in this group were discharged. 

c. Patients who gave in their notice. The main reasons for this were : 

(a) Depressive delusions, e.g., the patients believed that they were 
unable to pay for the treatment, or were not fit to be in the hospital. 

(b) Paranoid delusions, e.g., of being watched, poisoned, etc. 

(c) Feelings of euphoria and well-being, mainly in manic states. 

There were 30 patients in this group. 

The reasons for which relatives were advised to arrange further institu- 
tional treatment and were asked to accept responsibility for ignoring this 
advice were (1) risk of suicide, (2) restless, impulsive or generally irresponsible 
behaviour, and (3) resistiveness to feeding. 

There were 35 patients in Group I. 

a sa, 124 = 5 2. 

és an 2i 5 3 3. 


PRESENT POSITION OF PATIENTS. 


The present situation of the go patients discharged is as follows : 
In 17 no information was available. 
25 are in mental hospitals. 
24 are at home recovered (3 of them after being in mental hospitals). 
16 are at home no better. 
7 have committed suicide. 
I has died at home from natural causes. 
The family history of one patient who committed suicide was positive for 
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suicide, and of 10 who had made previous suicidal attempts 3 committed suicide 
after leaving hospital. 


DISCUSSION. 


Group 1 (Suicidal Risk). 


Of the patients in this group: 
2 are untraceable. 
16 are in mental hospitals. 
5 are at home recovered. 
2 are at home no better. 
2 committed suicide. 


Of the 5 patients who recovered, a poor prognosis had been given in 3; 
the other 2 were removed on account of disturbing behaviour only. It will 
be seen, therefore, that a mistaken prognosis was given in only 3 out of 25 
cases, excluding the 2 who cannot be traced. These 3 were all suffering from 
depressive states. 


Groups 2 (Restless Behaviour) and 3 (Resistiveness to feeding). 


Of the 63 patients in these groups : 
15 are untraceable. 
g are in mental hospitals. 
1g are at home recovered. 
14 are at home no better. 
5 committed suicide. 
I died at home. 


In these groups 20 cases were discharged with a good prognosis, and of these 
15 actually recovered (3 after a stay in a mental hospital) ; 28 were discharged 
with a bad prognosis, and of these 4 recovered at home. The prognosis was 
therefore mistaken in g cases. The 4 cases that recovered unexpectedly were 
all schizophrenics, and it is in this disorder that there is the greatest difficulty 
in assessing prognosis. 

Of the 73 patients traced, 37 remained at home and had received no further 
institutional care at the time of the inquiry, and of these, 21 were recovered 
and 16 unrecovered. From these figures it would appear that in some cases 
institutional care was urged when it was not absolutely necessary ; but a 
detailed consideration of the various types of cases involved is required before 
any conclusion can be reached. 

Among the 37 patients were 7 recovered schizophrenics. Of these, 5 had 
passed the acute and active phase of the schizophrenic illness and were inert, 
unoccupied, untidy and slovenly, refusing to eat or go to the lavatory, ina 
passive rather than an actively resistive manner. They had all been in 
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hospital some months, and on admission were in excited catatonic states with 
active symptoms, such as hallucinosis, resistiveness and impulsiveness. 

Two cases on discharge were still in an active catatonic state, but with a 
strong affective aspect present in the form of depression, with fears that their 
relatives were dead, in prison or ill. In these two cases the constant contact 
with their relatives may have been a helpful factor in their recovery. 

It would appear that when the active symptoms have subsided and the 
patient becomes passive, as is seen in the first 5 of the above cases, a change 
of environment either at home or to another hospital may be beneficial. 
If the hallucinations and phantasy life are no longer vivid and active, little 
danger is to be expected from the patient in the way of impulsiveness, and 
provided the relatives are persons of average common sense who will see that 
the patient eats and is urged to do things for himself, an improvement rather 
than a relapse can be expected. On the other hand, there is no proof that 
these patients would not have recovered just as quickly or even more so in 
hospital. It 1s interesting to note that none of the schizophrenics who were 
rightly given a bad prognosis remained at home ; they had all been admitted 
to mental hospitals. 

Of the 3 patients suffering from toxic-confusional states, 2 had passed the 
peak of their illness and were settling down at the time of their discharge. 
The third patient, however, was hallucinated, restless, disorientated and 
incontinent and was still acutely ill mentally. All 3 cases recovered at home. 
One may assume that if such cases can receive adequate nursing, and the 
environment is satisfactory, recovery is to be expected. 

Only 4 manic patients were taken home against advice ; and I agree with 
Wertham (1) that this is due to the fact that relatives or friends take a much 
more serious view of this disorder than of others. | 

The 16 patients who remain at home, although ill, consist of 15 depressives 
and the I paranoid patient in the series. In the latter case the patient’s wife 
has left hirn and has been forced to conceal herself from him, owing to his 
jealous and suspicious attitude. 

The average age of the depressives who recovered at home was 39, the 
oldest being 55 and the youngest 24. In all these patients there could be 
found no outstanding difficult home situation to which they were being taken, 
and the majority were expected to make some kind of adjustment provided 
thev were given adequate supervision. 

The average age of the depressive patients who remained at home unchanged 
was 49°4, the oldest being 61, the youngest 37. The majority were involutional 
types of depression with agitation, delusional ideas about their bowels, nihilistic 
delusions and resistiveness over food. Two patients in their thirties returned 
home to difficult home situations, viz., drunken, out-of-work husbands, and 
remain ill. Obviously in these two cases a return to such homes is definitely 
detrimental to the patients’ chances of recovery. In the others, owing probably 
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to cerebral vascular disease, the prognosis would appear to be bad. In these 
patients, of course, there is little danger of their causing trouble in the environ- 
ment, and the only disaster is likely to be suicide, or, in rare cases, murder, 
and then suicide. If relatives can guard against these dangers, the patients 
can obviously be kept at home, but in view of the comparatively large number 
of suicides in the series it seems advisable to urge strongly further institutional 
treatment ın this type of disorder. 

On the other hand, the occurrence of suicide among patients discharged 
from hospital has been used as an argument against treatment of depressive 
cases on a voluntary basis. However, since in these cases the relatives were 
advised to have the patients certified, but refused to do so, it is extremely 
probable that they would equally have refused had voluntary treatment not 
been available, and would have kept the patients at home, so that the risk of 
suicide would have been as great or greater. 


SUMMARY AND CONCLUSIONS. 


1. Ninety patients left the Maudsley Hospital and went home against advice; 
and of these, 17 cannot be traced, 25 are in mental hospitals, 24 have recovered, 
16 are at home no better, 7 committed suicide, and 1 died at home. 

2. Obviously the standards of behaviour determine the relatives in taking 
patients home, and for this reason the largest number taken home whilst still 
ill were suffering from depressive states, where behaviour likely to lead to 
conflict with the environment is not marked. 

3. In view of the high proportion of suicides it seems necessary to urge 
relatives of patients suffering from severe depressive states to send them to 
suitable hospitals. 

4. Most of the depressives who remain at home, although ill, are of the 
involutional type, and only two who might reasonably be expected to recover 
remain ill in difficult home situations. 

5. The relatives seem to take a more serious view of states with excitement ; 
only 4 manics and 3 toxic confusional cases were taken home whilst excited ; 
no unrecovered schizophrenic patients remain at home. 

I wish to thank Dr. Edward Mapother, Medical Superintendent, for 
permission to make use of the clinical material. 


Reference.—(1) Wertham, A. M., J.W.H., xili, 1929, pp. 564-590. 


514 


EXPERIMENTAL STUDIES ON THE CONNECTION OF 
SCHIZOPHRENIA AND TUBERCULOSIS.* 


By A. Beck, M.D., W. OGpEN, M.R.C.S., L.R.C.P., D.P.M., and 
M. WHELEN, M.B., B.S., D.P.M. 


From the Central Pathological Laboratory, Mental Hospitals Department, and the Southern 
Group Laboratory, Public Health Department, London County Council. 


KRAEPELIN and Morel were the first to emphasize the fact that tuberculosis 
is more common in schizophrenics than in other psychotics. Later on, Ganter, 
Zalla and Bonasera confirmed this statement with the support of a wide 
statistical inquiry. Thus Ganter found the mortality from tuberculosis in 
schizophrenics to be from 46 to 67%, whilst the general mortality-rate in 
tuberculosis in the Prussian asylums was only 16:6% ; Bonasera found the 
tubercular mortality-rate to be 61°7°%, and Zala 67°5°, in their autopsies 
on schizophrenics. 

A recent paper by Bogen, Bogen-Tietz and Grace suggests that such statistics 
must be considered with much caution, the true facts being sometimes obscured 
by different sources of error, such as failure to consider the influence of the 
duration of the disease and the age of the patients. These authors demon- 
strated that the incidence of tuberculosis increases with the length of stay in 
the institution in all types of psychosis. This increase, according to the 
authors, is due to hospital infection. In addition, the incidence of tuberculosis 
was found to be highest in patients below the age of 40. Thus, for instance, a 
comparison of the tuberculosis morbidity of paralytics and senile dements 
admitted to the mental hospitals at a comparatively advanced age when 
tuberculosis infections are less frequent, with the morbidity of schizophrenics, 
in whom the disease appears at a much earlier age, may lead to gross statistical 
errors. Even if all possible sources of error were excluded, the statistical 
comparison would only demonstrate a coincidence of two pathological processes. 
No conclusion could be arrived at as to a causative connection between both 
diseases, although such an assumption has been made by some authors who 
have classed dementia precox as a “ metatuberculous ” disease. The ques- 
tion whether there exists any connection of this kind can only be decided by 
experimental research. 

The question has been reopened of late by the work of Loewenstein, who 
claims to have found, by the method of culture, tubercle bacilli in the 
blood in 38°% of cases of schizophrenia. Later on, he also claimed to have 
demonstrated these bacilli in the cerebro-spinal fluid. His findings have 
been examined by several workers, but have been confirmed only by Puca. 


* Received for publication April, 1935. These investigations were conducted with the aid 
of a grant from the Rockefeller Institute. 
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On the other hand, blood-culture experiments have been reported to be 
negative by Meyer and Schaede in 50 cases, by Kottman in 20, by Beck in 
125, by Rodiet, Nevot and Maillefer in 18, by Saénz, Pascal, Costil and 
Chapoulard in 41, and by Anadiades, Papanargyrou and Scouras in 14 cases of 
schizophrenia. The cerebro-spinal fluid cultures of Fernandez in 31 cases, of 
Beck in 41 cases and of Anadiades, Papanargyrou and Scouras in 7 cases also 
yielded only negative results. 

Shortly after the first publications of Loewenstein’s work, Toulouse, 
Schiff, Valtis and van Deinse, and łater Claude, Valtis, Coste and van Deinse, 
claimed to have demonstrated the tubercle bacillus in the blood and cerebro- 
spinal fluid of schizophrenics by inoculation of these fluids into guinea-pigs 
subsequently treated by injections of an acetone extract of tubercle bacilli. 
According to the French authors, this extract, if injected over a longer period, 
favours the development of tuberculous infections, especially of infections 
due to the “tubercle ultravirus ’’, which they presume to be the etiological 
factor of schizophrenia. With this method they claim to have demonstrated 
the tubercular virus in 55°6°%, of the cases. Sometimes tubercle bacilli could 
be demonstrated in the primarily injected animals, sometimes only after 
several further animal passages. 

Puca, and also d’Hollander and Rouvroy, claim to have demonstrated 
tubercle bacilli in schizophrenics by means of animal experiment. But Puca 
restricted himself only to the microscopic demonstration of acid-fast bacilli 
in the lymphatic glands, whilst the statements of d'Hollander and Rouvroy, 
as already pointed out by Claude and his collaborators, give rise to doubts 
as to the true tubercular nature of the changes referred to. 

During the time that these experiments were carried out, reports have 
been published by Saënz, Pascal, Costil and Chapoulard, as also by Fernandez, 
emphasizing the wholly negative results of their animał inoculations with 
4I bloods and 20 cerebro-spinal fluids from schizophrenics. As far as can be 
gathered from their reports, the authors did not exactly follow the technique 
of Valtis and van Deinse, in that they omitted the treatment of the animals 
with the acetone extract of tubercle bacilli. This treatment is claimed by 
Valtis and van Deinse to be indispensable, untreated controls injected with 
blood or cerebro-spinal fluid of schizophrenics remaining quite negative in 
their experiments. Moreover, Saénz and his collaborators do not seem to 
have made any reinoculations from their injected animals. 

In the meantime a paper was published by Claude and Coste in which 
these authors no longer support their previous experimental results obtained 
in collaboration with Valtis and van Deinse. They report that new experi- 
ments in their own laboratory have remained quite negative, and that 
control examinations carried out in the laboratory of Valtis and van Deinse 
have yielded positive results also in cases of general paralysis and other 
non-schizophrenic psychoses. 
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Besides the direct demonstration of tubercle bacilli which, of course, would 
be the clearest proof of the tuberculous origin of schizophrenia, attempts have 
also been made to elucidate the problem by indirect methods, such as the 
study of tuberculous antibodies in schizophrenia. Thus the presence of 
complement-fixing tuberculous antibodies in the blood and cerebro-spinal 
fluid, of tuberculous antigen in the cerebro-spinal fluid and of skin-reagins 
with tuberculin have been sought for. Abely claims to have found comple- 
ment-fixing antibodies in the serum of 70° (!), Vie in 26°, Hamel in 37°.. 
Kindermann and Hoffmann in 13°, Puca in 57 (!) out of 87 cases, Baldi in 
36°79, Beck in 21'5%,, and Dide, de Boissezon and Aujaleu in 7 out of 67 
cases of schizophrenia. The small absolute percentage of positive reactions 
has led Beck, Baldi, Kindermann and Hoffmann, Dide, de Boissezon and 
Aujaleu to the conclusion that the complement-fixation test gives no support 
to the theory of a tuberculous origin of schizophrenia. 

The tubercular complement-fixation in the cerebro-spinal fluid was found 
by Hamel to be positive in 6 out of 8 cases of schizophrenia, whilst Beck, 
examining 12 cases of schizophrenia, never found a positive reaction. Even 
in tuberculous meningitis this reaction was found by him to be positive in only 
4 out of 10 cases. He also was unable to demonstrate any tubercular antigen 
in the cerebro-spinal fluid either of schizophrenics or of patients suffering 
from tuberculous meningitis. 

In the examination of tuberculin reactions no difference was found as to 
the frequency of positive reactions between schizophrenics and other psychotics 
(Baldi, Beck). Likewise Bogen, Bogen-Tietz and Grace found the frequency 
of this reaction to be dependent only on the duration of the stay in hospital 
of the patients irrespective of the nature of their psychosis. On the other 
hand, Beck claims to have found the reaction to be often more intense in 
schizophrenics than in other psychotics. This has also been observed by 
Baruk. 

The last-mentioned author also claims to have demonstrated a tuberculin- 
like substance in the cerebro-spinal fluid of a schizophrenic. The inoculation 
of this fluid into a tuberculous guinea-pig was followed by a skin reaction which 
Baruk identifies with the typical tuberculin reaction. Later on, the animal 
showed signs of stupor and catatonia, which the author considers to be due to 
a tuberculotoxic effect on the brain. Fernandez, repeating these experiments 
with cerebro-spinal fluids and brain extracts of schizophrenics, was unable 
to confirm them. 

From the above review of the literature it follows that the question of the 
tuberculous genesis of schizophrenia has neither been confirmed nor disproved. 
Although Loewenstein’s cultural findings are weakened by the great number 
of negative results in other laboratories, they are on the other hand 
indirectly supported by the positive animal experiments of Valtis and his 
collaborators. These, up to the present, have not been exactly repeated. 
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THE PRESENT EXPERIMENTS. 


In view of the importance of the problem further experiments seemed to 
be desirable, and these have been carried out at the suggestion of Dr. F. L. 
Golla. The investigations on schizophrenics* included : serological examina- 
tions, (a) for a tuberculin-like antigen in the cerebro-spinal fluid, and (b) for 
tuberculous complement-fixing antibodies in the serum; examinations for 
the presence of tubercle bacilli in the blood and cerebro-spinal fluid, (a) by 
two different cultural methods, and (b) by means of animal experiment. As 
a control of the efficacy of the two last-mentioned methods, a number of 
tuberculous human and animal blood samples were examined simultaneously. 


I. Examination of the Cerebro-spinal Fluid for the Presence of Tuberculin-like 
Antigen. 


We used in this investigation white (albino) guinea-pigs infected six weeks 
previously by the injection of o'I mgrm. of a culture of tubercle bacilli or of 
tuberculous milk. o'r to 0'2 c.c. of cerebro-spinal fluid was injected intra- 
dermally in the depilated flanks of the guinea-pig. At the same time a control 
injection of o'I c.c. tuberculin (diluted 1:10) was made. Each of the 24 
cerebro-spinal fluids were tested on at least two animals. 

The injection of the unaltered cerebro-spinal fluid from cases of either 
schizophrenia or tuberculous meningitis, did not give any skin reaction, and in 
consequence the experiments were continued with concentrated fluids. These 
were obtained by drying the original cerebro-spinal fluid in vacuo over calcium 
chloride at room temperature, and subsequently dissolving the dried residue 
in distilled water from a fifth to a tenth of the original volume. But even 
with this method a true tuberculin reaction was never detectable either from 
cases of schizophrenia or—contrary to Nasso’s statement—from cases of 
tuberculous meningitis. There were also no signs of catatonia or stupor—as 
described by Baruk—observed in the animals injected with the cerebro-spinal 
fluid of schizophrenics. 


II. The Complement-fixation Tests in the Blood. 


In these experiments each serum was tested both with the antigen of 
Witebsky, Klingenstein and Kuhn} (W.K.K. antigen) (1931), and with a 
methyl antigen prepared by the writer according to the technique of Boquet 
and Negre (1927). At first the sera were also tested with the precipitation 
reaction of Lehmann Facius (1926), but, later, this reaction was abandoned 
because of its non-specificity. In order to exclude in the complement-fixation 

* It should be noted that recent cases were chosen, as in these the disease could be still 
developing. 


t I am indebted to Prof. H. Schmidt, Behringwerke, Marburg, Lahn, who has put this 
antigen at my disposal.—A. B. 
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test any non-specific reaction due to a positive Wassermann, each serum was 
also tested with a syphilitic antigen. 

197 sera have been examined, 124 of them derived from dementia precox 
cases, the remaining 73 from other mental diseases (epilepsy, manic-depressive 
states, secondary dementia, delusional states, etc.). These results are set out 
in the following table : 


Dementia pracox. Other psychoses. 
be et, tee ue, ——-- -! at | Er a _& 
Number | Positive | Positive |Percentage Number ' Positive | Positive Percentage 
of | Sex. with with of of Sex. ' with with of 
cases WKK methyl positive cases ı WKK methyl ` positive 
tested. | antigen. antigen. Cases. tested. | | antigen. , antigen. cases. 
——$—— ju] —_[|—r —_—-_—_— 
95 Male 4 ia 5°3 45+ | Male | 3) | 5 | mi 
29 Female! 5 (1) | 5 (2) | 17:2 28 ı Female ! 2 ' 4(1) ` 143 
| 
124 | | 9 | 10 | 81 73 | 5 | 9 12°3 


(The figures in brackets indicate doubtful results.) 


The principal fact arising from this table is that there is no essential 

difference in the frequency of positive reactions in schizophrenics compared 
with other psychotics. 
" Considering the total numbers, and especially those in the male group, 
there is even a slight difference in favour of the control group. The percentage 
of positive reactions in male schizophrenics approaches the percentage found 
in a normal population, which is according to Hoering (1932) 4°>, and according 
to Beck (1933) 35°% (both authors working with the W.K.K. antigen). 

Further experiments will have to be undertaken to explain why the 
complement-fixation reaction was found more frequently positive in females. 
The male patients were in a different hospital from the females, and it will 
first be necessary to determine if these results are due to a difference of local 
conditions before assuming that female patients are more hable to tuberculosis. 

Summarizing, therefore, the results of the tubercle complement-fixation 
test, it may be stated that the relatively low percentage of positive reactions, 
together with the lack of difference in their frequency in schizophrenics and 
other psychotics, would make a causative connection between tuberculosis and 
schizophrenia improbable. 


III. Cultural Examination of the Blood. 


This was carried out by the following two methods : 

(1) Method of Loewenstetn (1932) (solid medium).—6-8 c.c. of sterile citrated 
blood were obtained. After centrifuging, the plasma was discarded, and 5-7 times 
the amount of distilled water added to hemolyse the corpuscles. If the hamolysis 
was not complete this process was repeated. The hamolysed blood was centri- 
fuged for half-an-hour. The deposit was mixed with an equal volume of 10°, 
sulphuric acid for 5 minutes, then washed twice with distilled water and inoculated 
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on three Loewenstein-Jensen slopes.* We used the screw-capped bottles intro- 
duced by McCartney (1933, 1934) for culture media. The screw cap renders 
unnecessary a seal of parattin wax or other material. The media bottles were kept 
in the incubator for 3 months. 

(2) Method of Ninni-Bretev (1933) (fluid medium).—8 c.c. of sterile citrated 
blood were added to 20 c.c. of Sauton’s medium in 10-0z. screw-capped bottles and 
incubated for 28 days. For the first 2 weeks the media bottles were shghtly shaken 
every second day. After 4 weeks they were examined microscopically, and a 
subculture was made on Loewenstein- Jensen medium. 


Blood samples from 31 schizophrenics have been examined. Twenty-six 
of them by both methods, 5 by one only. 

In none of the cases of schizophrenia examined by the method of Loewen- 
stein was it possible to demonstrate tubercle bacilli, either macroscopically 
or microscopically. No result was obtained with the blood-cultures in the 
Sauton medium and their further subcultures on the Loewenstein medium. 
On the other hand, control examinations of heart-blood samples of known 
tuberculous infections (34 guinea-pigs, I rabbit, I cock, infected with tuber- 
culosis) gave a positive result in 30°5°, thus proving the efficacy of the 
method used. 

Thus it may be stated that the blood-culture from schizophrenics carried 
out with two different methods gave no evidence for tuberculous bacillemia 
in this disease. 


IV. Examination of the Blood and the Cerebro-spinal Fluid by Animal 
Inoculation. 


In these experiments we followed the technique of Claude, Valtis, Coste and 
van Deinse (1933). 8-10 c.c. of sterile citrated blood, or of cerebro-spinal fluid 
were injected intramuscularly into guinea-pigs of average weight. In some of the 
experiments this amount of material was distributed among several (up to 5) 
guinea-pigs, so that each animal received 2-4 c.c.. By so doing it was intended 
to avoid a break in an experiment by the premature ‘death of the animal, and 
to diminish as much as possible any errors due to differences in the resistance 
of the animals. The guinea-pigs were subsequently injected twice a week through- 
out the whole duration of the experiment with 1 c.c. of an acetone extractt of 
tubercle bacilli. 

The animals were kept under observation for 3-4 months, some of them up 
to 7 months. In some guinea-pigs this period was shortened by premature death. 
The lymphatic glands and spleen of the spontaneously dead and of the killed 
animals were reinoculated after autopsy into other animals, since according to 


* The preparation of this medium is given by Mackie and McCartney (1934), and its value 
in the cultivation of tubercle bacilli is described by Holmes (1934). 

+ The technique seen by one of the authors in the Pasteur Institute, is as follows : 6 weeks 
old cultures of tubercle bacilli (strain T.B. bovine Vallee, and T.B. human Test) grown on 
glycerin broth in screw-capped bottles were killed by heating at 120° C. for half-an-hour, 
then thoroughly washed, dried and pulverized. They were then extracted for 2 davs with 
pure water-free acetone (100 c.c. per gramme of bacilli), the suspension being shaken 
repeatedly during this time. The extract was filtered from the bacilli, and diluted with an 
equal amount of distilled water. The acetone was allowed to distil over at 45° C. in vacuo, 
the acetone soluble lipoids remaining in a watery emulsion. This was sterilized by heating at 
so’ C. for 1 hour. For the first series of our experiments an acetone extract kindly supplied 
by Drs. Valtis and van Deinse was used. 
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Valtis and van Deinse the tubercular ultravirus is often only demonstrable after 
many passages. At the autopsy special attention was paid to the lymphatic 
system. The inguinal, lumbar, mesenteric, tracheal and cervical glands were 
examined macroscopically, and several of them, as well as the spleen, and sometimes 
also the liver and the lungs, were examined microscopically for the presence of 
acid-fast bacilli. In addition in each case a culture on Loewenstein medium was 
made from the lymphatic glands and the spleen (using the modification by Saénz 
and Costil (1933) of Loewenstein’s technique). Animals showing any changes 
suggestive of tuberculosis during life were tested intradermally with tuberculin 
(diluted 1: 10). In order to ascertain whether tuberculous infections may be due 
either directly or indirectly to the acetone extract, a series of control animals was 
treated with the acetone extract alone. 


Following the method above described, 29 samples of blood, 27 of cerebro- 
spinal fluid and 2 brains* of schizophrenics were examined. 

In these experiments 205 guinea-pigs were used for primary injections, 
and 106 guinea-pigs for passage inoculations. In spite of this large expenditure 
of animals, the length of observation and the number of passages, carried 
out sometimes up to the fourth or fifth generation, none of the animals injected 
with blood or cerebro-spinal fluid from schizophrenics showed any signs of 
tuberculosis either in the post-mortem examinations or in the microscopical 
and cultural examinations. In one case only, microscopical examination of a 
fibrous cervical gland revealed acid-fast bacilli, but the other anatomical 
findings, the culture, as well as further passage inoculations of this gland, 
remained negative. It is probable that the bacilli found microscopically 
belonged to the group of acid-fast saprophytes repeatedly described, in the 
organs of guinea-pigs, and more recently by Kimura (1934) and Botzaris 
(1934). It is also possible that they were dead bacilli derived from the 
acetone extract. 

The tuberculin reaction, carried out in some cases in which the glands bv 
palpation were found to be suspicious, was always negative. 

In some cases recent infections with the Bacillus pseudo-tuberculosis roden- 
tium showed the same pathological changes described by Valtis and van 
Deinse as characteristic of infections with the tubercular “ ultravirus’’. In 
these cases there was a swelling of the lymphatic glands and of the spleen 
without formation of nodules. The nature of these changes was determined 
by the microscopical demonstration of the causative bacilli or by their 
culture from the heart blood, and also by the negative result of the Loewen- 
stein culture and of further animal inoculations. This infection, if of longer 
duration, could also produce nodules in the spleen and liver, but these are 
readily distinguishable from true tubercles. 

Sometimes deep-seated muscle abscesses due to the repeated injections of 
the acetone extract were accompanied by a swelling of the regional glands. 
The discovery of the abscess and the cultural examination then revealed the 

* In these cases ground-up material from the choroid plexus, and in one also ground-up 


parts of the basal ganglia, the cortex and white matter were inoculated. This material was 
controlled by cultures. 
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nature of these lesions. Signs of cachexia as described by Valtis and van 
Deinse were not observed, except in those animals which had died from a 
spontaneous infection. | 

. In contrast to the wholly negative results in schizophrenics, 2 out of 12 
blood samples of a known tuberculous origin (10 human samples from pul- 
monary tuberculosis, and 2 samples from tuberculous guinea-pigs) gave 
positive results. 

Thus it may be stated that guinea-pigs treated with acetone extract of 
tubercle bacilli, even through several animal passages, never gave evidence 
of the presence of tubercle bacilli in schizophrenics. On the other hand, 
with the same method tubercle bacilli have been demonstrated in cases of 
definite tuberculous infection. 


DISCUSSION OF THE RESULTS. 


The negative results of our blood-culture experiments are in accordance 
with all authors except those who collaborated with Loewenstein. Moreover, 
Loewenstein’s assertions seem to be weakened by the fact that his other 
statements on tuberculosis and other diseases connected by him with tuber- 
culosis have not.been wholly confirmed by the majority of other workers 
(víde Wilson, Saénz, Kolle and Küster). It would exceed the scope of this 
paper to deal with the different interpretations of Loewenstein’s work ; we 
may refer to Wilson’s recent monograph on tuberculous bacillemia. 

The validity of the statements of Valtis and van Deinse is considerably 
affected by the recent communication of Claude and Coste. 

The demonstration of tubercle bacilli in cases of general paralysis and other 
psychoses would either presuppose the existence of tuberculous processes in 
all these diseases, or would suggest that spontaneous infections occurred in the 
experiments of Valtis and van Deinse. As there is no evidence which would 
help to support the first hypothesis, the results can only be explained by the 
second. This suspicion is supported by the fact that most of the strains 
isolated by Valtis and his collaborators resembled the avian type of the 
tubercle bacillus, except that they caused acidity in the Sauton medium. 
Owing to its higher resistance to external influences, this type is specially 
capable of producing spontaneous infections. Furthermore, it is possible that 
animals treated for a long time with acetone extract from tubercle bacilli 
become highly sensitive to a spontaneous tuberculous infection. 

Besides the failure of the animal and culture experiments, there also 
was no evidence in our serological tests of the often alleged higher incidence 
of tuberculosis in schizophrenia. The contrary statements from other 
countries—even if the criticisms just given are not applicable—may still be 
reconcilable with our results. It is conceivable that a possible increased 
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susceptibility to tuberculosis becomes evident only in unfavourable sur- 
roundings. The difference between our results and the conclusions of other 
authors might then be due to the different environmental conditions of the 
patients. But even if this is admitted, the connection of schizophrenia and 
tuberculosis would only consist in an equal frequency of both diseases in the 
same group of men. It might be possible that this fact is due to a parallel 
affinity of both diseases for the leptosome constitutional type (Kretschmer), 
or to a correlation between the hereditary tendencies of both diseases (Luxem- 
burger). It may be stated that there is not the shghtest proof of a causative 
connection between tuberculosis and schizophrenia afforded by our experiments. 


CONCLUSIONS. 


(I) The examination of the cerebro-spinal fluid of schizophrenics for the 


presence of a tuberculin-like antigen was negative. 
(2) The complement-fixation test with blood-serum was positive in 8:19% 


of schizophrenics and in 12:3% of other psychotics. 
(3) Blood culture for tubercle bacilli using the methods of Loewenstein 


and of Ninni and Bretey was carried out with 31 schizophrenics. In all cases 
the result was negative. The efficacy of the method used was proved by the 
positive results obtained with it in 30°5% of cases of known tuberculous 


infection in animals. 
(4) The inoculation of 29 blood, 27 cerebro-spinal fluid and 2 brain samples 


from schizophrenics into guinea-pigs, which were subsequently treated with an 
acetone extract of tubercle bacilli, gave entirely negative results. 
(5) These results indicate that there is no etiological connection between 


schizophrenia and tuberculosis. 


We wish to thank Dr. F. L. Golla, Director of the Central Pathological 
Laboratory, Maudsley Hospital, through whom this work was rendered 
possible, and Dr. J. E. McCartney, Director of Research and Pathological 
Services, in whose laboratory the work was carried out. 
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THE AGGLUTINATIONS OF B. COLI BY THE SERUM OF 
PSYCHOTICS, ESPECIALLY OF SCHIZOPHRENICS.* 


By A. Beck, M.D., W. OGDEN, M.R.C.S., L.R.C.P., D.P.M., and M. WHELEN, 
M.B., B.S., D.P.M. 


From the Central Pathological Laboratory, Mental Hospitals Department, and the Southern 
Group Laboratory, Public Health Department, London County Council. 


IN support of the theory of a toxic genesis of mental diseases arising from 
chronic infection, some authors have attributed a special rôle to the B. coli. 
As long ago as 1904 Johnsohn and Goodall (1) examined the agglutination of 
a series of psychotics to the B. colt. They found this reaction completely or 
weakly positive in 50% of their cases of insanity (mostly with a serum dilution 
of I1 : 100), while only 15:5% of their control cases showed a positive reaction. 
These results were not confirmed by Puca (2). Later on Goodall, together with 
Barton White (3), also examined the stool flora of psychotics, and found no 
qualitative difference as to the coliform group between psychotics and normal 
persons. On the other hand, Stewart (4), in more recent experiments, claims to 
have found such differences ; thus he emphasizes the much higher frequency of 
the B. para-colt and B. coli mutabile in mental patients, especially in recent cases, 
and the parallelism between their presence and the intensity of the symptoms. 
Further, he found a difference in the phenol formation in broth cultures 
obtained from stools of psychotics and normal persons, the former producing 
on the average 0-02 to 003%, and the latter only 0-008 to 0:03 of phenol. 
This stronger production of phenol is attributed by Stewart to the high 
frequency of B. Morgan and other phenol-producing bacteria in psychotics. 
He discusses the possibility that aromatic bodies produced by these bacteria 
in the acid milieu of the large intestine may represent the toxic agent in mental 
diseases. 

A new addition to the hypothesis of the pathogenic significance of the 
B. coli in mental diseases was recently made by Baruk (5). This author. 
working with the coli-neurotoxins of Vincent (6), was able to produce catatonia 
in animals by injection of these toxins. He also describes the clinical coinci- 
dence in men of coli-infections and schizophrenia, and the improvement of the 
mental disease by the administration of B. colt serum. 

The present investigation was undertaken, on the suggestion of Dr. Golla, 
to find out whether any connection between coli infections and psychoses was 
detectable in psychotics by the coli-agglutination test. 


* Received for publication April, 1935. These investigations were conducted with the aid 
of a grant from the Rockefeller Institute. 
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TECHNIQUE. 


It has been shown that there is little serological uniformity in the B. 
colt group (except with regard to the hemolytic coli bacilli) (Mackie (7), 
Dudgeon (8), Meyer and Lowenberg (9), Harada (10)). In our earlier experi- 
ments each patient’s serum was tested against the coli strain grown from 
his own fæces. Later on, we found it sufficient to test each serum with six 
different B. coli strains* which Prof. Dudgeon kindly put at our disposal. 
These strains were selected by him for the purpose of the coli-agglutinin 
diagnosis. Owing to their manifold antigenic property, it was to be expected 
that an eventual B. colt agglutinogen would be indicated by at least one of 
them. The reactions were carried out by the technique of Dudgeon. A tenth 
subculture on agar of each strain was washed off with saline, to which o'r% 
formalin was added. This suspension was further diluted with formol saline 
so that it contained goo millions bacilli per c.c. The antigens made from the 
patient's own coli strains were used without the addition of formalin. To 
o-4 c.c. of the 1: 10-1 : 640 diluted patient’s serum, 0-6 c.c. of the bacterial 
suspension was added, so that a series of dilutions of from I: 25 to I: 1600 
resulted. At the same time each antigen was tested in a saline control for its 
spontaneous agglutinability. The tubes were kept for 5 hours at 55° in the 
water-bath, and then for } hour at room temperature before being read. The 
strength of the reaction is registered as +++, ++, +, indicating thus a 
complete agglutination (clarification of the tube and formation of a solid 
deposit), weak agglutination (floccules in suspension and little deposit), or a. 
trace of agglutinations (no deposit at all, only a few small floccules in 
suspension). As already indicated by Dudgeon and Harada, the end-point of 
the reactions is not so sharp as in the T.A.B. agglutination. 

Altogether 761 sera of psychotics were examined ; 39 of these were obtained 
from schizophrenics, 37 from other psychotics (manic-depressive state, non- 
systematical delusional insanity, epilepsy, secondary dementia, etc.). Five of 
them were tested only with their own coli strain, 11 of them with their own 
coli strain as well as with the 6 strains of Prof. Dudgeon, the remaining 60 only 
with the Dudgeon combination. The result of these examinations is shown in 
Table I. The numbers reported there indicate the frequency of the different 
degrees of agglutination found in varying dilutions. 

It follows from this table that none of the sera gave a complete agglutination 

* The cultural and serological characters of these strains (Dow, X6, X9, 4869, 5651, 5659) 
are described in Dudgeon’s papers (Journ. Hvg., xx, 137, 1921; xxi, 168, 1923; xxii, 348, 
1923-24). It need only be mentioned here that the first three belonged to the group of hemolvtic 


coli, the subsequent two were non-hemolytic coli, and the last strain a so-called blue non- 


hemolytic coli. 

t In preliminary tests 23 sera of schizophrenics were tested with a mixed antigen prepared 
froin four stool coli strains from schizophrenics. As this tvpe of antigen did not fulfil the 
conditions of high sensitiveness and sufficient antigenic polyvalence, the tests carried out with 
it are not included in the above-mentioned calculation. 
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TABLE 1.—Showing the Frequency of the Different Degrees of Agglutination in 
Varying Dilutions. 


Dilution of Complete Weak Trace of 
serum. agglutination. agglutination. agglutination. 
++. ; +. 
1:25 . 6 ; 2 ‘ 9 
I: 50 ; 2 : = ; 6 
I : IOO : — s I ‘ 3 
I : 200 . — è I s I 


in a dilution higher than 1:50. Sometimes a weak agglutination occurred in 
the dilution I : 100, very rarely in the dilution I : 200. 

Only 17 out of the 76 sera showed any agglutination; 11 of them were 
obtained from schizophrenics, 6 from other psychotics. When reviewing the 
results with regard to the end-points of the agglutination, 9 sera had the end- 
point 1:25, 4 the end-point 1: 50, 2 the end-point 1: 100, and 2 others the 
end-point I : 200. 

Often the agglutination took place only with one or two of the 6 used 
strains, but in the stronger reactions sometimes agglutinations of varying 
intensity could be observed with more strains. 

The results just described do not differ from the findings obtained with the 
coli-agglutination test in “ normal ” persons. It is a well-known fact that 
persons apparently free from any B. coli infection may contain in their serum 
B. coli agglutinating antibodies. Varying values for the titre of these ‘‘ normal 
agglutinins '’ are mentioned by the authors. Thus Dudgeon (8) found this 
titre to be below 1: 50; Kourilsky and Ong Sian Gwan (II) mention a dilution 
of 1: 50, Weinberg and Ginsbourg (12) as well as Jatta (13) a dilution of 
I : 100, Harada (Io) even a dilution of I: 500, as the highest dilution in which 
normal agglutinins may occur. But, as Dudgeon has shown, this limit may be 
surpassed by a considerable number of normal sera. Thus 21-1%* of his 104 
normal sera gave an agglutination in the dilution 1: 50 and over. If we adopt 
Dudgeon’s limit titre for the normal agglutinins, there were only 8 out of 
76 sera (= 105%) which surpassed this limit in our experiments, and even 
these sera only reached a relatively low titre, the intensity of the agglutination 
being, moreover, rather slight (see Table I). 

When the rather high titre of B. coli normal agglutinins is taken into account, 
then even the results of Johnsohn and Goodall (1) are in no opposition to ours, 
the highest titre observed by these authors being 1 : 100, and the agglutination 
being, moreover, only partial in most of their cases. 

Although no higher agglutination was found in mental patients than in 
normal persons, it must be stated that the incidence of agglutination in 


* On the other hand, he found 61°4% of his cases of sure coli infections to give an agglutina- 
tion in the dilution 1 : 50 and over. 
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schizophrenics was nearly twice as frequent as in other psychotics.* Similar 
behaviour of this special group of mental patients was also observed by Sauer 
(14) with regard to the agglutination of typhoid, paratyphoid and dysentery 
bacilli. This author has furthermore shown (15) by the repeated examination 
of the serum surface tension that there is a remarkable serum lability in 
psychotics, so that the different behaviour of schizophrenics in experiments 
may be due to a higher serum lability in these patients than in other psychotics. 

In conclusion, there appears to be no evidence of any frequently occurring 
causative connection between coli infections and mental diseases. It may be 
that in certain cases a chronic coli infection has an influence on an already 
existing mental trouble, but that such an infection plays a causative röle in 
psychoses 1s highly improbable. 


CONCLUSIONS. 


(I) The B. coli agglutination test with 76 sera of psychotics did not show, 
either in the frequency or in the intensity of positive reactions, any different 
behaviour from that observed in normal persons. 

(2) The occurrence of normal agglutinins in schizophrenics was found 
nearly twice as trequent as in other psychotics. 

(3) The observations do not make probable a causative connection between 
B. coli infections and mental diseases. | 

Our acknowledgments are due to Dr. F. L. Golla, Director of the Central 
Pathological Laboratory, who rendered this work possible, and to Dr. J. E. 
McCartney, Director of Research and Pathological Services, for the hospitality 
given in his laboratory. Our thanks are also due to Prof. L. S. Dudgeon, who 
kindly put at our disposal some of the B. coli strains used in this work. 
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* There was, however, no difference in the height of the agglutination titres occurring in 
both groups. 
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THE influence of slight variations in the inorganic constituents of the 
tissue fluids on the function of the nervous system has long been the subject 
of physiological investigation. Thus a disturbance of the ratio Ca/Na is 
known to be related to the irritability of muscular tissue (I). Ca and K are 
antagonistic in their action on the vegetative nervous system: Ca increases 
the excitability of the sympathetic system, whilst K excites the parasvmpa- 
thetic system (2). The influence of Ca on the excitability of the central 
nervous system finds a clinical illustration in tetany ; and, from a pathological 
point of view, diminution of the serum Ca is well established in certain types 
of this disorder. 

The serum Ca has been the subject of investigation in psychotic disorders 
and in epilepsy. There is some evidence of high values in manic-depressive 
psychoses (3, 4, 5). In idiopathic epilepsy high values have been found in 
.blood taken during the fit, and low values in the blood taken at other times 
(6, 7). On the other hand, normal values have been obtained, both in manic- 
depressive psychoses (Io, II) and in epilepsy (6, 8, 9, 22); in the former 
condition the total base (12), and in the latter, the Na (6), have also been 
found normal. There does not appear to be the same discrepancy in the 
results of Ca investigations in other types of psychotic disorder where normal 
values have been found (8, Io, II, 13, 14, 16). 

The investigation of the Ca/K ratio is being made the subject of a further 
article, since, for K estimations, the blood should be centrifuged within Io 
minutes of withdrawal (15)—a condition which could not be realized for the 
present work. 

For the Ca estimations we have employed Clark and Collip’s modification 
of Cramer and Tisdall’s method (17), using as a check a method involving 
deproteinization with trichloracetic acid (18). The protein, estimated in 


SERUM CALCIUM AND SODIUM IN PSYCHOTIC DISORDERS. 529 


epileptics Nos. 8 and g, was determined by estimation of total nitrogen by 
micro-Kjeldahl digestion for direct Nesslerization. Normal protein may be 
taken as 5'8-8°5%, (19). Na was estimated by precipitation as sodium zinc 
uranyl acetate and subsequent colorimetric estimation with potassium ferro- 
cyanide, by McCance and Shipp’s modification of Barber and Kolthoff’s 


Average of Controls. 


Ca 10‘9 ( 9°0-11:2) 20 cases in mgrm./Ioo ml. 
Na 353 (300-450) 24 » pe 
Ca/Na 0-034 (0:027-0'037) 19 ,, Ratioin milli-equivs./1ooo ml. 


Average of Psychotics. 


Manic-depressive psychosis . 12 cases. Ca(C.&C.) . 106 (g-8-11°4). 

Ca (deprot.) . 10°3 (9-0-11°5). 

Melancholia (involutional) . 6 , Ca(C.&C.) . 10.8 (10-2~-11°4). 
6 ,, Ca (deprot.) . ır-ı (IO-I-II6). 
5 „ Ca(C.&C.) . 10°5 (9:4-III). 

7 „Ca (deprot.) . 10:8 (10°0—11°5). 
5 » Ca(C.&C.) . 10°6 (I00-II:2). 
9 ( 

7 ( 


a 


Dementia pr&cox . : it 


Paraphrenia . ; 
Unclassified mental disorders ; w Ca (C.& C.) . 10°8 (9:8-11:6). 


» Ca (deprot.) . 10:8 (10-4—11-0). 


Epilepsy (intervals between . 21 ,, Ca . 10°5 (9°4-I1°6). 
fits) 3 „ Na - 344 (302-373). 

13 » Ca/Na . 0'035 (0:03 1-0040). 
Epilepsy (all cases). ; . 30 » Ca . 10-2 (8-8-11°6). 
19 ,, Na - 333 (249-385). 

II ,, Ca/Na . 0'035 (0°027-0:042). 


Cases where Estimations were made on Several Occasions. 
Ca. Na. Ca Na. Interval. 

Normals (laboratory workers) . . (1) 102 . 325 . 0'036 
105 . 323 . 0037 I month. 

(2) 106 . 328 . 0037 


105 . 338 . 0'036 30min. 
To'5 . 343 g 0:035 »» 
(3) 109 
10:8 30 min. 
I10'9Q ” 
Dementia precox . à : . (I) ıro 
III 24 hours. 
II'I 6 days. 
(2) 109 
10:7 24 hours. 
II‘O 4 days. 
(3) 106 
10:3 24 hours. 
10°6 4 days. 
(4) 105 
10:5 24 hours. 
10:7 4 days. 
(5) 10o 
9'5 24 hours. 


97 4 days. 
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Epileptics. 
Ca. Na. Ca. Na. 
(1) 102 . 288 . 0-041 . Interval. 
98 . 316 . 0036 . 13 Sept. Fit 10.50a.m. Blood 11.20a.m. Fit 
1.20 p.m. 
92 . 277 . 0038 . » 2.23 p.m. 
I07 . 295 . 0042 . I8 Sept. Fitg.15 a.m. Blood 11.15 a.m. Minor 
fit 11.20 a.m. 
102 . 320 . 0036 . i I1.24 a.m. 
102 . 335 . 0035 . Interval. 
90 . 385 . 0027 . 7 
(2) 104 . 32I . 0037. 13 Sept. 12.25 p.m. During fit. 
96 . 337 . 0033 . ia 12.45 p.m. 
10°4 Y 2.45 p-m. 
10.4 . 315 . 0'038 . Interval. 
109 . 342 . 0037 . Pr 
QI . 337.. 0031 . n 
(3) 96 . 373 . ©0029 . 24 Sept. 1.30 p.m. 
10:3 . 360 . 0033 . 25 „ 11.30 a.m. Fit 1.30 p.m. 
92 . 335 . 0032 . 30ct. Fit 10.30 a.m. Blood drawn 11.30 a.m. 
IIO . 310 . OO4I . P 12.5 p.m. 
(4) 99 . 305 . 0039 . During fit. 
88 . 336 . 0030 . Interval. 
(5) 82 . 249 . 0038 . 13Sept. 6.15pm. Fit 9.15 p.m. 
100 . 252 . 0045 . a 9°18 p.m. 
96 . 375 . 0'029 . Interval. 
(6) 89 . 385 . 0027 . = 
90 . 385 . 0'027 . Between two fits. 
(7) 93 Interval. Fits very infrequent. 
94 » 
(8) 109 . Protein . 656 . During fit. 
Io‘. er . 5°50 . 5 min. after. 
I07 . ; . 6-00 . 1 hour after. 
107 . a . 6:36 . Interval. 
(9) Ir2 . af . 775 . During fit. 
105 . K . 698 . r10 min. after. 
105 . i . 765 . I hour after. 


x 


method (20). For tlıe Na estimations duplicate standards were subjected to 
every stage of the process, and estimations rejected if agreement was not 
satisfactory. 

As controls, we have included laboratory workers, cases of mental deti- 
ciency, and some healthy ward workers in mental hospitals not belonging to 
the manic-depressive, schizophrenic, or epileptic groups. 

We have not found abnormal Ca in manic-depressive cases, or in the other 
types of psychosis, included in our investigations. In epileptics, Ca and Na 
have been found normal, and although both these cations show a tendency 
to low values, the Ca/Na ratio is the same for the controls and for the 
epileptics. In these respects we have confirmed the conclusions of Madsen (6). 

A greater variability in Ca for the same individual in epileptics than in 
normals and in the cases of dementia precox where several estimations have 
been made may be noted. Such a variability may be justly attributed to 
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disturbances incidental to the fit, and which are not normally constant for 
any particular attack. Thus, some attacks, owing to spasm of the respiratory 
muscles, are accompanied by a tendency to acidemia. In those fits where 
very vigorous motor manifestations occur, the increased muscular metabolism 
will at first cause an increased lactic acid concentration in the blood, and 
subsequently this will be followed by an alkalosis, owing to the hyperpnaa 
involved in compensation of the disturbed oxygen/carbon dioxide ratio. 

That the two factors of overbreathing and increased alkali reserve may 
cause variation of the Ca in a normal has been shown by Stewart and Haldane 
(21). In their experiments the Ca was raised from 9'5 to 11°4 by go minutes’ 
forced breathing, and lowered to 7'5 by ingestion of sodium bicarbonate. 
The same authors obtained figures in a normal estimated at different times 


of 9'5, 9'5 and 9'6 mgrm.%. 
SUMMARY. 


(x) Normal serum Ca has been found in— 

Manic-depressive psychosis. 

Melancholia (involutional). 

Dementia pr&cox. 

Paraphrenia. 

Mental deficiency. 

Various unclassified mental disorders. 

(2) In epileptics : 

(a) Serum Ca and Na have been found within the range obtained 
tor normal controls, but with a tendency to lower values. 

(6) In individual cases, a greater fluctuation of serum Ca within 
the normal limits has been observed than in normals or in cases of 
dementia precox. 

(c) Ca was normal in 4 cases where blood was drawn during the fit, 
and in 3 of these cases, where blood was also drawn at varying times 
after the fit, no reduction of Ca below the normal hmit was observed. 

(d) No evidence has been found of any disturbance of the ratio 
Ca/Na, expressed in milli-equivalents per 1000 ml., greater than that 
observed in normal controls, either during interval periods, or at about 
the time of the fit. 

(e) Protein has been found normal in 2 cases where blood was 
drawn during and at varying times after the fit. 


In conclusion we wish to thank Dr. F. Golla, Director of the Central 
Pathological Laboratory of the L.C.C. Mental Hospitals, for his helpful 
criticism and advice; the Medical Research Council for a grant to one of us 
(A. H. T.); and Drs. G. F. Barham, Ogden and McLaughlin for their kindness 
in providing material. 
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Preface. 


THE research described in the following monograph is the result of seven 
years’ work. In 1926 I attempted to introduce psychological methods of 
treatment into the out-patient department of the First Medical Clinic of the 
Charite, Berlin. It soon becäme evident that there was a widespread demand 
for the application of such methods within the field of the medical clinic. 
In the course of years, hundreds of patients with psychoneuroses linked to 
organs passed through our hands. A selection of specially instructive cases 
is given below. Our researches were performed on patients and collaborators 
who readily placed themselves at our disposal for our experiments. In grateful 
remembrance I wish to thank my esteemed former chief, the late Geh. Med.-Rat 
Prof. Dr. W. His, for the interest he took in my line of work and for the support 
he extended to it. My work in Germany came to a sudden end in March, 
1933, but thanks to the kindness of Dr. F. L. Golla I was able to continue my 
studies at the Central Pathological Laboratory, London. Furthermore, I 
owe special thanks to the Professional Committee which, by the grant of a 
scholarship, enabled me to continue and complete this work. 


Introduction. 


Psychological speculation in general, and the problem of psychogenesis 
in particular, have played a röle of varying importance in the history of medicine. 

The psychological, and especially the affective conditioning of bodily disease, 
was known to the physicians of antiquity. In the aphorisms of Hippocrates, 
in the works of Celsus, Aretaeus, Caelius Aurelianus, Seneca and Galen descrip- 
tions may be found of cases which demonstrate the harmful, or the helpful, 
effect of emotional excitement. Among the great clinicians of the sixteenth, 
seventeenth and eighteenth centuries, van Helmont, Boerhaave, van Swieten, 
Thomas Sydenham, Hoffmann and Haller attached special significance to the 
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disease-producing effect of emotions. Thus the Hippocratic and empirical 
Boerhaave makes the following statement : 

“ Affectus animi violenti aut diu permanentes iidem cerebrum, nervos, 
spiritus, musculos mirabiliter efficacissime mutant, figunt, depravant, unde 
quoscunque fere morbos valent producere et fovere pro sua diversitate et 
duratione.” 

A large number of works, exclusively devoted to the influence of the passions 
on the body, were published at the beginning and in the middle of the last 
century (Tissot, Descuret, Gesenius, Crichton, Domrich, v. Lenhossek, Laycock, 
Maass, etc.). These works are restricted, in so far as they are not of a purely 
speculative-philosophical nature, to the relation of records that are sometimes 
hardly credible. At the turn of the century, under the influence of the great 
discoveries in the spheres of pathological anatomy, bacteriology and phvsio- 
logicał chemistry, medicine achieved immense triumphs as “ applied natural 
science ’. To this epoch of medicine we owe a multitude of essential ideas. 
By exaggerating the materialistic “ localizing ’’ attitude, however, the total 
make-up of the patient, and the personal relations between doctor and patient, 
were frequently neglected in this era of organ-pathology. Subsequent develop- 
ment was towards biological personalism. Attention was paid to the individual 
as a whole, both from a biological (constitution pathology, reciprocal action 
of hormones, etc.) and a psychological point of view. By virtue of the progress 
of modern research in neurosis, the truth of the postulate—acknowledged bv 
good physicians of all times—that a consideration of the spiritual life of the 
patient should form an integral part of medical diagnosis and therapy, became 
Increasingly recognized. The rising interest in changes of organ functions 
possible under psychological influence corresponded to the tendency of the 
period, which led from morphological observation to functional understanding. 
Apart from the well-founded observations that we owe to the researches of 
prominent physiologists and clinicians, uncritical opinions were voiced, in 
biased exaggeration of the psychological factors, and were rightly condemned. 

In view of these exaggerations, it seemed advisable to scrutinize the estab- 
lished facts relating to psychosomatic organ-relations, and to augment them 
by further observations on an exact clinical basis. More precisely, we 
endeavoured to deal with some aspects of affect physiology, especially obvious 
in their somatic effect and experimentally accessible, with regard to their 
importance for the medical clinic. Another clinically important problem, 
that of the psychological reaction of the patient to organic disorders, has been 
left for a later discussion. For the above reasons, in this paper, we have 
avoided speculative arguments as far as possible. 

Thus the philosophical side of the problem—the nature of emotions, the 
nature of affective-somatic relations—has been purposely disregarded. In 
this purely descriptive and phenomenological treatise the speculative-theore- 
tical problem of the causal relations between affect and soma must be omitted 
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and left to philosophy. Our paper has been based on the current, everyday 
effect of emotions on the body, and we have limited ourselves to the purely 
empirical observation and description of the phenomena, without engaging 
in philosophical speculations for which we do not feel competent. 

Affective-somatic studies have been carried out by philosophers, psycho- 
logists, psychiatrists, physicians and animal-physiologists. According to the 
experimenters, objects and methods of experimenting have varied. Animals 
and humans have served as objects of research. Against animal tests the 
objection has been raised that the complicated:structure of the human body 
prohibits a simple transference of animal observations to humans. In the 
examination of humans the somatic influence of both casually observed and 
experimentally produced emotions was studied. Emotions can be produced 
experimentally in a waking state or under hypnosis. Observations have been 
made on the mentally healthy, neurotics, and psychotics. It is questionable, 
and would form a special topic beyond the scope of our researches, whether 
the somatic effect of the emotions of the mentally affected is the same as of 
those of the mentally healthy. 

Our own investigations were carried out in mentally healthy subjects 
and neurotics. The somatic influence of emotions experimentally produced 
in a waking state or under hypnosis was studied. The problem of organ 
neuroses was only taken into consideration to a certain extent. It was only 
so far taken into account as an affect-dynamic origin of the symptoms could 
be obviously demonstrated. The far more complex causal problem of neuroses, 
still debated by the different schools of psychology, was only just touched 
upon. Without going into these causal relations (constitutional problems, 
etc.) an attempt has been made to discover and to demonstrate, by a considera- 
tion of the organ neuroses, the insufficiently known relations, so important for 
clinical medicine, between emotions and somatic processes. 

The abundance of material necessitated certain restrictions. A detailed 
account of the pathology and physiology of the visceral nervous system could 
not be included. General affect-physiology has also been omitted. The 
anatomy of emotions has been purposely disregarded ; we believe this has 
not been sufficiently investigated. From the whole of special affect-physiology, 
we have given preference to those sections which we ourselves have had 
experimental and clinical experience. 


Respiration. 

The everyday experience that respiratory changes may be phenomena 
expressive of feelings and emotions has been taken up and dealt with by experi- 
mental psychology. Numerous authors have carried out investigations 
regarding the influence of psychological processes on respiration. The 
experiments were devoted to the influence of attention, mental activity, 
feclings and emotions on frequency, depth, type and rhythm of respiration. 
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The experiments were mostly carried out pneumographically. The majority 
of authors agree, that in attention respiration becomes shallow and accelerated 
(Delabarre, Binet, Courtier, McDougall, Suter, Foster, McGamble, Galdo, 
Papa). According to Mentz a depression of respiration is caused by spon- 
taneous attention to acoustic stimuli. The shallowness of respiration can 
progress to complete .inhibition (Zoneff, Meumann, Stevens). During 
attention, individuals hold their breath. The period of expiration is prolonged 
in tense attention (Mentz, Suter). The respiratory rhythm can be influenced 
by rhythmic stimuli which arrest attention. In listening to music, or other 
auditory stimuli, respiration adapts itself to the rhythm (Salow, Dvozynski, 
Foster, McGamble, Coleman, Judson). Numerous investigations have been 
devoted to the study of respiratory changes in pleasure and pain, and to 
the attempt to provide an objective basis for Wundt’s theory of feelings 
(Gefiihlstheorte). Attempts were made to discover laws of respiration corre- 
sponding to Wundt’s pairs of emotions (Gefühlspaare) : pleasure-pain, tension- 
relaxation, excitement-calm (Zoneff, Meumann, Gent, Boggs, Kelchner 
Alechsieff, Salow, Dvozynski, Sartorius, Stérring). The investigation of the 
influence of emotions on respiration met with the difficulty of producing 
genuine emotions experimentally. Usually the subjects were asked to think 
of their own emotionally-toned experiences. Attempts were made to find 
respiratory changes characteristic of certain emotions. The results are not 
uniform. Changes are described which occur in emotions in general, in groups 
of emotions, and for each individual affect (Dumas, Binet, Courtier, Gent, 
Rehwoldt, Minnemann, Feleky). Certain respiratory phenomena in connection 
with lying have been considered (Benussi, Burtt, Feleky, Landis, Gullette). 
The general problem, as to how far respiratory and psychological types are re- 
lated, has recently been approached by Roemer, and by Golla and Antonovitch. 
On the basis of pneumographic curves, Roemer believed that he could obtain 
an extensive character analysis of normal persons and neurotics. Employing 
an improved method of recording respiration, Golla and Antonovitch observed 
that the regular respiratory type coincides with the visually conceptive tvpe, 
and the irregular respiratory type with the auditory type. Our own researches 
confirmed that both types are evenly distributed among normal persons. 

Psycho-physiological considerations make it intelligible that individuals 
who are constitutionally or otherwise disposed to events of special emotional 
intensity show an abnormally strong or protracted affect reaction acting on 
the respiratory organs. Through certain mechanisms of fixation, not to be 
discussed here, these may be retained for a more or less lengthy period in the 
form of disturbances linked to time, situations or constellations, or permanent 
respiratory disorder. These are the hysterical disorders of respiration. 

The clinical picture of these respiratory disturbances is very varied. It 
is impossible to do justice to all occurring variations. As a psychological 
expression sighing respiration seems to be the most clear-cut. This disorder 
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is manifested by deep inhalations and sighing expirations, occurring with 
varying frequency, without a conscious affect corresponding to the sigh. 
Sighing respiration has been described as a psychoneurotic symptom by 
Rosenbach, A. Schmidt, Sahli, Jamin, Rechnitzer, Rosenblüth and Wasser- 
mann. It is quoted as one of the symptoms in the syndrome of phrenocardia 
conceived by Max Herz. 

Rechnitzer, Rosenblüth and Wassermann have examined the mechanism 
of the disturbance by analysis of respiratory curves. They found that the 
individual sigh is frequently preceded by a period ôf shallow respiration, or 
even of respiratory standstill—Herz’s ‘‘ apnoea’’ (Atemsperre). The respira- 
tory standstill causes a feeling of oppression which leads to sighs. We would 
answer the question whether the respiratory disorder causes the fear, or whether 
the fear causes the respiratory disorder, in the latter sense. ° 

The pathogenesis of the disorder has been described in various ways. 
According to Sahli it is a feeling of dyspnoea, elicited centrally in some way, 
“a feeling which the patients tend to counteract by an instinctive deep 
inhalation ”. Jamin observed a low level of the diaphragm during the sighs. 
He imagines the origin of the disturbance to be as follows : “ As the diaphragm, 
in the inspiratory descent, can only pass from the resting position to the state 
of contraction by overcoming two resistances, the traction of the lungs and 
the pressure of the bowels, pressure- and traction-sensations are transferred 
to consciousness. Generally these sensations are not considered by conscious- 
ness.” In entering consciousness, inhibiting sensations arise from the dia- 
phragm, interpreted as respiratory inhibition by the patient. 

The obvious expressive psychological content of the sigh has so far, to 
my knowledge, not been given as the explanation of the disorder. It may be 
demonstrated in two examples of my own. 


CasE 1.—Miss G. Sch—, xt. 26, has complained for four years of sighing 
respiration, yawning obsessions, palpitations and spells of anxiety. These occur 
with varying intensity and are aggravated by psychological excitement (e.g., 
illness of her mother). 

The psychological history reveals: in childhood, psychopathic traits; in 
early life, intense attachment to her mother. At 19 years of age, engagement. 
Resisted suggestions of sexual intercourse, which, however, eventually took place. 
Aversion and the resistance to sexual relations continued, and resulting quarrels led 
to a separation for one year. At the end of the year the fiancé wrote asking the 
patient not to bother him any more. Subsequently a mental breakdown took 
place, and the symptom developed. 

Case 2.—Mrs. Ch. Sch—, xt. 36, widow, has suffered from sighing respiration 
for one year. One year ago, proposal of marriage. The suitor did not satisfy 
the patient's ideals. She was in a conflict as to whether she should marry the 
man who was not acceptable to her for many reasons, and follow the wishes of 
her family, or, maybe, remain lonely for ever. For the moment she postponed 
the decision on the pretext that she would have to regain her health first. 


Other cases of hysterical respiratory disorders manifest themselves in attacks 
of very accelerated respiration. Vorkastner describes two forms of nervous 
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tachypnoea : “ In the one form the respiration resembles in rate, loudness and 
rhythm the breathing of dogs in heat-tachypnoea (dog-breathing).’’ He 
calls the other form “ actors’ respiration ’’, because the patients in these cases 
breathe with heaving chests like actors imitating an emotion. Strübing pairs 
tachypnoea with spanopnaa (from owamog scarce). 

An example of this form of respiratory disorder is given by Case 3: 


CASE 3.—H. Sch—, æt. 23. The patient has complained since Christmas, 
1927, of attacks of dyspn@a without cough. The attacks begin with anxiety, 
originating in the gastric region. Palpitations, giddiness, dyspnara. Short, 
panting respiration. No cough. 

From the history : 

At Christmas, 1927, her mother was suddenly taken seriously ill with cardiac 
dyspnoea and died. Since then the patient has been affected. She was very much 
attached to her mother, and feels herself isolated by the latter’s death, and is 
afraid of having the same disease. 


The hysterical tachypn«a is the preliminary stage of the syndrome of 
neurotic respiratory tetany, as described by Adlersberg and Porges. This 
occurs in patients who, for psychological reasons, develop a hyperventilation 
which, secondarily, leads to tetanic symptoms. 

Case 11 of those described by Adlersberg and Porges may be quoted by 
way of illustration : 


A patient, æt. 24, was frightened by a shving horse. Returning home, she had 
to “ breathe very deeply for hours, struggle for breath; simultaneously spasms 
occurred in hands and feet. Later on, the attacks recurred frequently ” 

Fifteen minutes after the fit: Chvostek +, Trousseau +; alveolar CO,, 2°82°,; 
galvanic sensitivity strongly increased. 

One hour later: Chvostek —, Trousseau — ; alveolar CO., 5:73°9; galvanic 
sensitivity normal. 


For the explanation of these cases Adlersberg and Porges pointed to the 
observations of Straub and Beckmann. Beckmann has demonstrated that 
under the influence of psychological excitement in everyday life, the alveolar 
CO,-tension is diminished. These findings were confirmed by Heyer. The 
pathogenesis of neurotic respiratory tetany, therefore, may be pictured as 
follows: the affect causes a hyperventilation, which leads to an alkalosis, 
which in turn reduces the ionization of the blood calcium, whereby the tetany 
symptoms are produced. 

Two peculiar cases of my own may be classified among this group: 


CasE 4.—Mrs. K. K—, æt. 55. The patient has complained for nine vears of 
attacks of dyspnoea. The fits take a typical course. They begin with heart 
discomfort. Very frequent, panting respiration. Face cyanotic. Extensor 
spasms in arms and legs. Inability to speak during the attacks which occur in 
varying frequency. They are elicited by the slightest emotion, or without adequate 
cause ; thus a percussion of the sternum is suffictent to produce attacks. 

The beginning of the disorder was preceded by great psychological stress. 


1935. | BY ERICH WITTKOWER, M.D. 539 


Owing to suggestion of hostile relatives her son suspected her husband of not 
being his father. 

Electrical examination shows a strong galvanic hypersensitivity. Chvostek 
and Trousseau +. 

Case 5.—A. M—, wt. 24, married woman. Since her fifteenth year the patient 
has suftered from fits, which take the following course: in the beginning great 
anxiety, palpitation, tears, formication in the hands, then very frequent, deep 
respiration and tetanic spasms of the extremities. In the early period of the 
complaint there was loss of consciousness during the fits; in recent years con- 
sciousness has been fully maintained, but there has been an inability to speak 
during the fits. 

Trousseau +, Chvostek + ; strong galvanic hypersensitivity. 

The patient’s mother suffered from epilepsy. From her earliest youth the 
patient was looked after by a foster-mother, who treated her unkindly and beat 
her frequently. She was frequently given to understand that her death would 
be welcome. In this period the first attacks of anxiety developed. In her tenth 
vear the patient sutfered from frequent attacks of vomiting, which gradually 
disappeared after one year. In her sixteenth year the fits began without known 
reason. The attacks resist all therapy. The patient was treated with various 
popular remedies. When the moon changed she had to drink burgundy in 
which had been dipped a blood-soaked cloth. She was rubbed with towels with 
which corpses had been rubbed immediately before. Under these circumstances 
her spells of anxiety were brought to a pitch bordering on suicide. 

For two years relations with a man. In sexual intercourse had at first vaginis- 
mus, which vanished later on. Complete absence of orgasm. 


Case 5, however, would also admit of a different diagnostic interpretation. 
Apart from a primary neurotic respiratory tetany, a secondary psychologically 
grafted tetany is a possibility ; an epileptic equivalent might also be taken 
into consideration. 

In other cases the respiratory disorder is associated with a cough. A 
psychogenic origin or fixation of a cough without other respiratory disorder 
must be assumed as being probable in some cases, which are possibly not 
infrequent. The older physicians were well acquainted with tussis nervosa 
(Sydenham and many others). l 

A specially instructive case from our records will be described in some detail : 


Cast 6.—Miss G. M—, xt. 34, has suffered for eight years from coughing attacks 
with peculiar snuffling respiration. The attacks resemble whooping-cough. They 
never occur when the patient is alone, or when a physician is present. For these 
fits the patient has consulted nuınerous physicians, who could never find any dis- 
order in the lungs. Every medicine and physical therapy hitherto tried has been 
in vain. Since a psychological origin of the fits was considered to be possible, the 
patient was sent to me by Prof. Jungmann. 

The following points in the psychological history seem noteworthy : 

Owing to a trauma at birth the patient’s right arm is shortened, with limitation 
of movement. The patient always suffered because of this deficiency. She 
alwavs believed that everybody would be sure to discover the defect immediately 
and think less of her. Because of her none too attractive appearance—the patient 
is very tall and has acromegaloid features—she was often mocked when a child. 
At dances she was always a “ wallflower ”. In her relations to her parents she 
had a preference for her father from early childhood. She thought her mother 
was much too stupid for her father. The patient believed herself to be a much 
more suitable matrimonial partner for her father. In a sexual respect the patient 
was very excitable in early age. At the age of 8 she began to obtain gratification 
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in masturbation by sliding up and down chairs; masturbation by this method 
was also very frequent later on. During the last years almost daily attempts 
at masturbation. 

Eight years ago the patient made the acquaintance of a young man who, in 
every respect, represented her male ideal. In spite of glowing devotion on the 
part of the patient, he hardly took any notice of her. During the tense excitement 
of her bad luck the attacks commenced. 

The attacks could not be influenced by psychological treatment, consisting of 
discussion of the psychological components. A change occurred following a 
certain experience. At a holiday resort the patient made the acquaintance of a 
young, man who took her to his hotel room at night. A sexual approach was 
inhibited by a sudden attack of vehement coughing. Next morning she had to 
leave the resort. From that moment the patient has been free of all troubles. 
She has been followed up for 4 years. 


ASTHMA. 


The pictures of diseases related above demonstrate the significance of 
affect-dynamic factors in the production of respiratory disorders and cough 
attacks ; one further step leads to the problem of the psychogenesis of asthma. 

The importance of emotions in eliciting asthmatic attacks has been known 
of old. Hippocrates, in one of his aphorisms, points out that asthmatics must 
be kept from anger. 

Thomas Willis (1682), who was probably the first to recognize the nature 
of asthma, and to whom we owe a good description of asthma, writes in the 
same sense: “ Quicquid sanguinem efferviscit inque orgasmum concitat, uti 
motus violentus corporis aut animi predispositis insultus asthmaticos accersit.”’ 

In the works of van Helmont we already find an example of psychogenic 
asthma: “ An otherwise bold and prudent man (vir cordatus ac prudens) 
was Called to account and insulted in public by his superior. For fear, he could 
not answer a word. He suppressed his anger and apparently endured the 
reproaches quite calmly. Shortly afterwards, however, he developed asthma 
(sed mox abinde asthma aboritur) ’’. Van Helmont therefore says: “ Ex ira, 
trista nuntio, vel etiam objurgate luctuoso mox asthmate concipiuntur.’’ 

Further examples may be found in the older literature in Floyer, Friedrich 
Hoffmann, Corvissart, Trousseau, Laennec, Ramadge, and many others. In 
more recent times, especially Brügelmann, Sänger, Schultz, Hansen, Hever, 
Mohr and Moos have contributed valuable material on the psychogenesis of 
asthma. 

In the course of the last few decades an essential change has taken place 
in the pathogenic conception of asthma. With the discovery of anaphvlaxis, 
and its transference from animal experiment to the clinic, the significance of 
allergic factors in the genesis of asthma has been recognized. Modern asthma 
literature is entirely dominated by the conception of asthma as a disease of 
hypersensitiveness. In the asthma monographs published lately by Racke- 
man, Coke, Kaemmerer and Storm van Leeuwen, psychogenesis is hardly 
mentioned, or dismissed as a rare occurrence. 
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Accordingly the following problems arise : 

(I) By consideration of the results of allergy research, can the conception 
of a psychogenesis of asthma be maintained at all, and if so, to what extent ? 

(2) Are there any conceivable relations and connections between the psycho- 
logical and allergic factors so important in the genesis of asthma ? 

(3) What conclusions can be drawn from therapeutic results? And— 

(4) What theoretical conceptions can be formed about the pathogenesis 
of asthma ? 

The conception of asthma as an allergic disease is based on clinical investi- 
gations, especially those of Chandler Walker, Cooke, Coca, Frugoni and Storm 
van Leeuwen. These authors—and after them many others—have shown 
that in many asthma patients a specific hypersensitivity for certain asthma- 
genetic substances (allergens) can be shown by the skin reaction to cutaneous 
Vaccination with extracts of the different substances concerned. This specific 
hypersensitivity can be transferred, by means of the serum, to one area of 
the skin of an insensitive individual (Praussnitz-Küstner test). By removal 
of the provocative allergens, or by specific or unspecific desensitization, the 
asthma can be cured. Ancona, a pupil of Frugoni, observed an asthma 
epidemic, the cause of which proved to be a parasite of the meal-worm (Pedtcu- 
loides ventricosis), whose presence in flour or corn was bound to make every 
person asthmatic in time. Therefore an allergic genesis of many, and perhaps 
all, cases of asthma seems to be certain. 

The occurrence of asthma in attacks is explained on the allergic hypo- 
thesis by the contact of the patient with the noxious allergen. It is question- 
able whether an allergic origin can be convincingly proved for the occurrence . 
of every asthma attack and of every asthma illness. Together with Petow I 
have performed diagnostic cutaneous examinations in more than 300 asthmatics. 
Only in a proportion of the asthmatics could we succeed in proving an allergy 
by skin examinations and other methods, and in discovering the specific 
allergic factor eliciting the disease. The therapcutic results will be deait with 
later. We have left it open whether the results of the specific allergic-diagnosis 
would be improved—we operated with 32 extracts according to Coca’s directions 
—by using a larger number of extracts. The frequent situational and constel- 
lational conditioning of asthma attacks is often consistent with and intelligible 
on an allergic basis ; other factors, such as the precise time-fixation of asthma 
attacks In certain asthmatics, cannot be explained without the aid of psycho- 
logical mechanisms. A significance for psychological factors has been claimed 
in the eliciting of individual attacks, in the origin and persistence of the asthma, 
and for the occurrence of the symptoms in individuals with special psycho- 
logical make-up. It is debatable whether psychological factors merely play 
the part of one of many conditioning factors in the production of asthma, or 
whether asthma is to be regarded as a psychoneurosis linked to the organs in 
a greater or smaller number of cases. 
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The occurrence of attacks owing to psychological disturbances in already 
existing asthma was known of old, as has already been pointed out. The 
excitements of everyday life, experiences of a sad or startling content can 
elicit attacks. Examples are familiar to all specialists in asthma. One of 
our patients had an attack of asthma when a chandelier fell from the ceiling 
right in front of him; another when receiving sad news. A patient of Bergson 
was awakened by a fire alarm; shortly afterwards he had an attack. Marx 
reported the case of a patient in whom the tright caused by a dog jumping at 
him, and of another in whom the fear after swallowing the mercury of a broken 
thermometer, elicited attacks. The explanation of the origin of these attacks 
provides no difficulties. The affect is discharged upon the visceral nervous 
system, and mobilizes the well-adjusted mechanism of the asthma attack. 

The first appearance of asthma is frequently found to be preceded by strong 
emotional disturbance ; in addition, besides the case already quoted from van 
Helmont, numerous examples can be adduced from the literature and from 
our own records ; a few specimens are quoted : 


CasE 7.—A. H—, xt. 47, charwoman. The patient has suffered from bronchitis 
since 1902. Her mother always hated her because she was born illegitimatelv. 
Her relations with her father were especially close. The parents quarrelled 
frequently. In the course of these disputes the mother had asthma attacks. 
The father died in 1912. The patient received the news of the death in the street, 
and immediately had her first asthma attack. Further attacks did not occur 
for the time being. Since 1924 the patient has lived with a man. During 
quarrels with the man the patient has attacks of asthma. 

Case 8.—A. M—, xt. 71, widow. The patient has suffered from bronchitis 
for more than twenty years. She earned her living by sub-letting rooms. At 
the outbreak of the war she lost ail her lodgers, who still owe her the rent. For 
“the first time in her life she could not pay her rent. In the excitement of those 
days she developed asthma. 

CasE 9.—O. B—, xt. 50, municipal secretary. Since 1912 the patient has 
suffered from asthma, which developed suddenly. The patient is the youngest of 
four brothers and sisters. He always felt himself slighted. Especially a sister 
two years older had always been given preference by the parents. As a child the 
patient always suffered from a lack of love and tenderness. In professional and 
monetary matters his brothers and sisters had always been superior to him. In 
1912 the patient’s mother died. When the inheritance was distributed, the patient 
was passed over. He could get over the monetary loss, but not the injury. At 
this time he developed asthma. 

CasE 10.—E. R—, wt. 24, domestic servant. The patient has suffered from 
asthma for four years. 

The patient is the third eldest of six brothers and sisters. As a child she 
always isolated herself from her brothers and sisters and other children. She 
always preferred being alone. ‘The patient grew up in the country. At the age 
of 19 she had friendly relations with a man; she had always been averse to 
sexual intercourse for fear of having a child. Immediately after defloration she 
had her first attack of asthma. 

CASE 11.—A. P—, æt. 24, mechanic. The patient has suffered from asthma 
for five years. ° 

The patient was brought up very strictly. He has always had a decided 
feeling of inferiority and a fear of making himself ridiculous. From his tenth to 
his twelfth years he sutfered from enuresis. Nine years ago his father died. 
From early youth the patient has slept in the bedroom of his parents, or of his 


1935.| BY ERICH WITTKOWER, M.D. 543 


mother, and does so even now. At puberty frequent masturbation; later on 
frequent dreams with pollution. Among others, dream of coitus with his mother. 
For weeks after, an aversion to his mother. At the age of 18 the patient developed 
an apical pulmonary catarrh. At the age of 19 he fell in love with a girl he wanted 
to marrv. His mother opposed this vigorously and, above all, wanted to prevent 
sexual intercourse. She said he would develop cancer of the bladder if he had 
intercourse with the girl. Almost every day there were fierce arguments. During 

the conflict between mother and fiancée the patient developed his asthma. f 


Further illustrative observations may be found in both the older and more 
recent asthma literature ; I quote a few striking examples: 

Ferras reports the case of a young French officer who returned to Paris in 
1814 after recovering from a serious wound. When he noticed foreign soldiers 
at the gates of the city he was so moved that he was immediately seized with 
a feeling of indisposition, and the same night had a severe attack of asthma. 
In the nights following he had similar attacks, and they did not cease until 
fourteen days after the first attack. In 1815 the attacks recurred after a 
new grief. 

Stachelin relates the history of two patients, both victims of the same 
conflict ; both had to marry men they did not love and both developed severe 
asthma after marriage. 

One patient of Moos had her first attack of asthma when her husband, 
who was working at the construction of a well, was not back home one hour 
after his usual time. Anxiety that her husband might have fallen into the 
well and be dead resulted in a feeling of oppression, which passed into an 
asthma attack. Only when the husband returned towards midnight did the 
attack pass off. 

It has been shown that emotional factors undoubtedly play an important 
part in the development and continuation of asthma. But since other indi- 
viduals can pass through the strongest emotions without becoming neurotic 
or developing asthma attacks, a purely affective origin of neuroses or asthma 
is inconceivable. It must be assumed that the eliciting emotion encounters 
a psychological and probably also an organic predisposition, and that in the 
case of a preparedness for the illness, the affect actuates the neurotic process. 
In fact, in many, and probably in most, asthmatics psychopathological traits 
may be found, which must be clearly distinguished from the consecutive 
character changes developing as a result of the asthma experience (Schultz). 

The choice of the respiratory apparatus as an organ of neurotic reaction can 
be determined for different reasons. Thus chronic bronchitis can, in the sense 
of Adler’s organ-inferiority, prepare the ground for the organ-choice of the 
neurosis. In other cases, where such an organ-inferiority cannot be traced, 
psychological reasons can be adduced for the choice of organ. 


Moos reports a patient who developed asthma during her sixth pregnancy. 
For some time before the patient had been in low spirits. She was angry at being 
pregnant again. On an excursion with her husband she entered a crowded railway 
compartment in which the air was bad. Suddenly she was seized with a severe 
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anxiety ; she felt that she might have such an attack as she had often scen at 
home, in the evening, in her mother. Immediately she had a severe asthma 
attack, which later always recurred in the evening and whenever she felt angry. 

A similar case is related by Brügelmann : 

A young lady had played, as a child æt. 10, together with her sister in the 
open garden of the parent’s house. It was known in the village that there was a 
mad dog in the neighbourhood. Whilst the children were playing a harmless dog 
` came running along ; believing it to be the mad dog, the children ran towards the 
house, the barking dog following them part of the way. The sister reached the 
house, but the patient only got as far as the door where she broke down panting. 
From that moment she was asthmatic. 


Both cases have in common the experiencing of intense fear with simul- 
taneous, extrapsychically conditioned inhibition of respiration. In other 
cases this inhibition of respiration does not exist in reality, but it is projected 
from the mind of the patient to the outer world. One of our patients reported 
that, in the preliminary stage of asthma, opening the door, and the view of 
the wide fields in front of his house, sufficed to abort the attack. 

A patient of Laennec always had attacks at night when closing the door 
or putting out the night-light. In asthma of some duration, the fear of the 
fear, that is of further attacks, causes a vicious circle. The oppression and the 
sense of tension connected with fear predisposes to dyspncea. The asthma 
attacks themselves are experienced by the patient as fear and suffocation. 
One can, therefore, imagine with Goldscheider “ that the production of the 
asthma attack by psychical excitement is based on the association of kindred 
feelings and moods ”’. 

This does not exhaust the number of factors determining the organ. Case 
12 of our observation demonstrates a further mechanism of psychogenetically 
conditioned determination of the organ. 


Case 12.—G. B—, æt. 26, married woman. The patient has suffered from 
asthma since her tenth year. 

When the patient was to her mother had smallpox. Owing to a lung compli- 
cation she became short-winded and “ gasping for breath like an asthmatic ”. 
The patient remembered that because of this dvspnaa the windows had to be 
opened at night. As it was believed that the mother would die, the children were 
taken to her sick-bed. The impression of the sight of her mother fighting for 
breath was exceedingly strong. A few days later the patient’s asthma commenced, 
and continued even when the mother recovered. 


The case is remarkable not only with respect to the determination of the 
organ, but also with regard to the effect of non-emotional, psychogenic 
mechanisms in the origin and persistence of asthma. 

This patient, predisposed tor some reason, developed a neurosis in her 
tenth year following a gross psychological trauma- -the sight of her dying 
mother suffering from smallpox. The neurosis developed as asthma because— 
or possibly becausc--the patient carried the image of the mother fighting for 
air. 
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A further case is taken from a publication by Moos. One of his patients, 
a domestic servant, had to work hard during the day and to nurse the master 
of the house, who suffered from asthma, at night. Ina state of despair because 
of this situation, with which she felt she could not cope, she herself was attacked 
by asthma one night. 

A case, primitive in structure and therefore especially convincing, is related 
by Schultz. The 12-year old son of a mother suffering from asthma since her 
ninth year became himself asthmatic at the age of 8 years. He shared a bed- 

room with his mother, and was, therefore, a witness of her attacks for nine 
years. Separation from the mother led to the disappearance of the attacks. 

The significance of imitation in giving a false idea of heredity is evident. 

The mode of origin of these cases, according to Schultz, is analogous to the 
‘‘ catching ” effect of vomiting, yawning, laughing, etc. “ In these everyday 
observations, too, bodily mechanisms which are normally extra-volitional 
are actuated by examples, or by emotions linked to experiences. Theoretically 
it does not seem impossible that in an impressionable and expressively gifted 
childish or youthful individual the terrible state observed in another person— 
especially when it is linked with such alarming noises and expressive movements 
as is the case with the asthmatic attack—elicits a corresponding self-experience. ”’ 

The process of imitation embodies the conception of the learnable, which 
seems to be essential for the origination of asthma. Strübing has shown 
that asthmatic respiration, including the accompanying bronchitic noise, 
can be learnt. One of his collaborators, who had learnt asthmatic respira- 
tion well, had a typical asthma attack when he had a cold. Learning 
is closely related to habituation, and leads to an understanding of the 
frequent conditionally fixed occurrence of asthma attacks. This conditional 
fixation can be linked to time, place, situation or constellation. In analogy 
to the conditioned reflexes, signal indications, i.e., any one situation of the 
entire asthma complex, suffices to produce asthma attacks. Asthma has this 
conditional dependency in common with the exacerbations of many other 
neuroses. Examples of conditional fixation are so well known to every asthma 
expert that it is hardly necessary to quote records. With the punctuality of 
an alarm-clock the asthma attack wakes up the time-fixed asthmatic. It is 
not always possible to find the reasons for these fixations. Supposed climatic 
allergies thus have their psychological explanation. Occasionally the con- 
ditional fixation can be broken. 

A patient of Brügelmann regularly had a severe asthma attack at 5 o'clock 
in the afternoon. Brtigelmann invited the patient to an afternoon excursion. 
In animated conversation the attack did not occur that afternoon When 
Brügelmann called the patient’s attention to this fact at 7 o'clock, the latter, 
hitherto in good spirits, tore out his watch, grew quite pale, and a few minutes 


later began to gasp, sweat ran down his forehead, and he was unable to walk 
another step. 
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With many asthmatics one cannot avoid the impression that the origin, 
and above all the persistence, of the disease is employed deliberately for the 
achievement of certain purposes. First, perhaps, semi-conscious, later on 
mechanisms become trained which, unconsciously, have a distinct purposive 
character. Many of our patients—and this is specially maintained with regard 
to children—dominate their entire environment by their asthma. Aggravation 
of asthma as a means of qualifying for a pension, as pointed out by Loewen- 
stein, has been observed by us in many of our patients. One of our patients, 
who pursued her husband with her jealousy, regularly prevented his evening 
outings by asthma attacks occurring at the nght time. 

Two illustrative cases will be quoted in some detail : 


CasE 13.—M. S—, ext. 37, married woman. As a child the patient suflered 
from bronchitis in spring and autumn; at that time, no asthma attacks. Later 
on also, frequent bronchitis. Married life was happy at first. After a short time 
the husband was called away to military duty in the war. After his return he 
had changed in his behaviour. He demanded daily sexual intercourse and sexual 
details which the patient refused indignantly. Severe conflicts between the 
couple ensued. At this time her asthma began. The attacks occurred regularly 
when the husband approached the patient. Thus the patient succeeded in 
rendering sexual intercourse impossible. 

CASE 14.—A. N—, et. 42, gardener. The patient has suffered from asthma 
since 1924. 

Formerly well-to-do, the patient lost his fortune during the inflation period. 
He had to give up his work as a gardener and take a position as a workman ina 
sandstone factory. The factory is some thirty miles away. When he cycles there 
in the morning he has severe attacks, but never on his way home. 

No improvement could be obtained by medical treatment; but when it was 
possible to re-establish the patient in his gardening profession, almost all his 
symptoms disappeared. 


As is known, purpose constitutes one of the fundamental ideas of Adler's 
individual psychology. The intense striving of the neurotic for self-importance 
is, according to the conception of individual psychology, at the bottom of the 
conflict with existing inferiorities or inferiority feelings. 

On the other hand, according to orthodox psycho-analysis, asthma is a 
sexual neurosis. 

For the non-analyst also the importance of sexual factors in the pathogenesis 
of asthma is unmistakable. Among thirty-two of our patients in whom con- 
flicts could be inferred from the psychological history the content of the conflict 
was sexual in nine cases, of which two are here summarized : 


CasE 15.—M. A—, zt. 44, cigar saleswoman. In February, 1926, influenza 
and bronchitis with severe cough and yellow expectoration. 

In May, 1926, the first asthma attacks occurred. 

The patient is the youngest of six brothers and sisters. As a child she was 
very quict and shy. She was very timid and always afraid of punishment. When 
an adult looked at her she frequently could not speak a word. Up to her fourteenth 
year she suffered from enuresis and insomnia. 

In 1907, first occurrence of orgasm in the street. The patient was afraid of 
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arriving late at the factory. Because of a desire to micturate she stopped and 
pressed her legs together. Suddenly she was overcome by a feeling in the genitals, 
and at the same time she felt so feeble that she thought she would drop. In later 
vears the fits recurred at long intervals after emotions. 

Since autumn, 1926, these orgasmic states have again occurred, either alone 
or combined with the asthma. Frequently the asthma is associated with a 
definite orgasm. 

Case 16.—H. H—, et. 41, civil servant. The patient has suffered from asthma 
since his tenth year. 

He comes from a family of civil servants. Both parents were exceedingly 
severe. The patient was especially attached to his mother. Even to-day the 
patient subjects all important decisions to his mother’s opinion. The mother 
alwavs scolded him with abusive words. All his life the patient had a definite 
longing for tenderness, which he sought in vain from his mother. As he himself 
believes, he hoped to arouse the mother’s pity with his asthma. At school he was 
alwavs teased with the nickname “ Auntie H.”, which he retained throughout 
school life. Up to his eighteenth year the patient was not allowed to read a 
newspaper, nor to leave the house after 8 o'clock. 

First sexual emotions during the period of puberty. Homosexual acts with 
his brother. Sexual enlightenment at 18 by professional colleagues. At 20 first 
coitus with a prostitute. The patient never dared to touch a woman mentally 
his equal. 

At 26, marriage with a servant he had picked up drunk in the street. The 
parents refused their consent and did not attend the ceremony. Like his mother, 
his wife abuses him and calls him a dirty swine and a mean idiot. Once, when he 
was asleep, she hit him on the head with a log. In coition she spits at him. In 
the first years of matrimony the patient had diarrhea after every coitus; later on 
an asthma attack regularly one day after coition. 

After Coué-treatment he has lost his asthma in the course of the last three 
months, but has severe anxiety attacks. He came to us because he wanted his 
asthma back. He prefers the asthma to the anniety. 


In both cases complicated sexual neuroses are present. 

According to the analytical conception, asthma, as are all other neuroses, 
is based on an ego- and libido-conflict ; as the ultimate cause, difficulties in 
detachment from the mother, and a protest against it, have been maintained 
in analytical quarters in the special case of asthma (Kronfeld). Relevant 
literature may be found in Stekel, Sadger, Marcinowski, Weiss, Mohr, Moos, 
etc. 

Without discussing the theories of the psycho-analytical school, it has 
been sufficiently shown above that the psychogenesis of individual asthma 
attacks and of the entire asthma disease is certain in many cases. Since 
the same contention was voiced above for the allergic genesis of asthma, 
the question arises whether causal relations can be traced between the allergic 
and psychological mechanisms of asthma. 

Phenomenologically speaking, psychical and allergic mechanisms have the 
factor of conditional fixation in common. This can be a source of error in 
cither direction. 

Thus an allergic causation can be concealed behind a seemingly psychological 
one. 

A patient of Eskuchen, an actress, always had an asthma attack before her 
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appearance. Stage-fright was supposed to be responsible, until it was found 
out that an ingredient of her make-up caused the asthma. 

A patient of Hansen was cured of his disorder after six months’ psycho- 
therapy. In allergic studies Hansen remembered later on that a cat had 
played a prominent part in his dreams. This cat had a special affective 
toning because it had to be regarded as the symbol of the child, which in reality 
had been denied the married patient. At the close of the treatment the patient 
had changed his abode, and had left the cat behind. A cutaneous examination 
performed later with thirty extracts revealed a strong reaction only to cats’ 
hair. The success of the therapy, therefore, was due to separation from 
the cat. 

Vice versa, a seemingly allergic conditioning can mask a psychological one. 

Moos reports about a patient who could not bear the “ climate ” in Silesia, 
and removed to Offenbach because he had severe asthma attacks. In 
Offenbach he felt well. When he received a letter recalling him to Silesia he 
had a new attack. 

In another patient of Moos attacks occurred at 7 o’clock in the evening, 
when supper was being prepared. The kitchen-smell was believed to be the 
cause of the asthma, and all doors were kept carefully closed. It was, however, 
revealed that the recollection of a conversation at supper, which had extremely 
excited the patient, caused the time-fixation. 

In other cases a causal nexus between psyche and allergy can hardly be 
denied. Little is known about the nature of the relations. A self-observation 
of Trousseau may supply some clues towards their comprehension : 

Trousseau believed himself cheated by a servant, a coachman, about the 
amount of oats used. Excited, he ordered the oats to be measured. On this 
occasion he had an attack of asthma. 

Then he continues : 

““ Cent fois dans les rues de Paris ou sur nos boulevards, cent fois sur les grandes 
routes, je m’étais trouvé au milieu d'une atmosphere de poussiere bien autrement 
épaisse que celle que j’avais alors un très court instant respirée, et jamais cependant 
je n’avais rien éprouvé de semblable. Sous l'influence morale, qui déterminait 
chez moi l’idée d'un vol domestique, quelque peu important fat ce vol, mon 
systeme nerveux était ébranlé, et une cause très petite en elle-même agit sur lui 
avec une excessive intensité.” 

Translated to the medical terminology of our times, this observation means 
that under the influence of the emotional excitement a quantity of allergen 
formerly below the threshold—the oats— is increased in stimulant value and 
becomes effective ; a conception which agrees with the theory of the psycho- 
logical allergic relations developed by Hansen. 

It is, however, doubtful whether this exhausts the entirety of relations 
between psyche and allergy. 

Experimentally the following can be ascertained : 

(1) A demonstrable cutaneous allergy cannot be produced by suggestion. 
A patient specially suitable for these purposes was, under hypnosis, given the 
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suggestion that the scent of roses was specially harmful to her. It was easy 
to produce the conditioned reflex so that, even in a waking state, the slightest 
smell of roses, even the belief that roses were in the vicinity, was sufficient to 
produce attacks (cf. the well-known example of the paper rose). A cutaneous 
test with rose-extract, performed after several weeks’ training, was negative. 

(2) A demonstrable cutaneous allergy cannot be removed by suggestion 
By analogy with the well-known investigations concerning the production 
of skin-blisters, hemorrhages and necroses by suggestion, an attempt was made 
to inhibit the development of the blister after intradermal injection of aller- 
gens. In two specially suitable patients a change of the local reaction could 
not be observed. Of late Diehl and Heinichen have succeeded in influencing 
the extent of the allergic reaction by suggestion. Against these experiments 
it has been adduced that the alteration of the allergic skin-changes by suggestion 
is no proof of a specific influencability of the specific allergy (Heyer). 

(3) With a cutaneous allergy existing unabated, the asthma-producing 
effect of the allergen can be inhibited by suggestion. 

A tobacco saleswoman, hypersensitive for tobacco (Case 15), regularly has 
asthma attacks after contact with tobacco. These attacks also occurred when 
the patient was not aware of contact with the allergen (e.g., subcutaneous 
injection of tobacco extract). Skin reactions to tobacco highly positive. — 
By hypnotic order the occurrence of attacks after contact with the allergen 
could be inhibited. 

After psychical treatment the patient was relieved of her asthma attacks for 
a long period. She could be exposed to the smell of tobacco without having 
attacks. The highly positive skin-reaction to tobacco existed unchanged. 

Similar observations are stated by other authors. 

A patient of Laudenheimer, a fur dealer, always has an asthma attack at 
night following a visit to his fur store-rooms. After successful hypnotic 
treatment the attacks ceased. 

A miller, a patient of Moos, cannot stand the mill-dust in the mill of his 
choleric father ; in another mill he is free from the disorder. 

In three cases of typical horse-allergy with proved, highly positive cutaneous 
test, Hansen succeeded in giving relief from attacks by hypnotic treatment, 
even in contact with the noxious allergen. The result of the skin-reaction 
remained uninfluenced by the treatment. 

Success and result of therapy provide no clue as to the manner of origin. 
Established cases of allergic asthma—horse-asthma, flour-asthma, ursol- 
asthma—are, as shown by the examples stated above, favourably influenced 
by psvcho-therapy. The factor of suggestion in physical treatment acts upon 
neurotic mechanisms. The question whether it is somato- or psycho-therapy 
that has the effect can hardly be answered. It cannot be denied that psycho- 
therapy is successful in many cases of asthma. Our collaborator Pollnow 
has ascertained that among forty-five cases described in detail in the 
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psychotherapeutic literature, fifteen were treated successfully for a long time. 
To these cases we can add six of our own. The attempt to compare the results 
of somatotherapy with those of psychotherapy seems impossible, or at least 
premature, since thousands of physically treated asthma cases can be compared 
with only a small number of psychotherapeutically treated cases. To a far 
greater extent than in somatotherapy, the success of the psychotherapeutic 
treatment is dependent on the type of case, the method of treatment applied, 
and the capability of the physician. 

In its effect psychotherapy is partly directed towards eee the per- 
sonality by treatment of the neurosis, and partly sedative visceral in soothing 
the excited visceral nervous system. 

If we attempt to form a conception of the pathogenesis of asthma we arrive 
at the following results : 

(1) An allergic genesis of asthma without neurotic component is certainly 
true in many asthma cases (example of the asthma epidemic with known 
exciting factor shown by Frugoni). 

(2) A purely psychological conditioning without somatic predisposition 
is possible, in some cases even probable, but unproved. 

(3) The large majority of asthma cases have a twofold causation: either 
that, with allergic predisposition, psychological factors actuate the latent 
disposition for the disease and make it apparent, or that asthma of an allergic 
‘origin is embodied in a neurotic superstructure by secondary psychological 
overlay. 

Heart and Vessels. 

That there are changes in the frequency and strength of the pulse under the 
influence of emotions, has been known since antiquity to laymen and phvsicians. 
It was assumed that the different emotions, according to type and intensity, 
exercised a specific influence on the condition of the pulse. The occurrence of 
extrasystoles under emotional influence has also been known for a long time 
(Nasse, 1818). Changes in blood-distribution, under the influence of emotions, 
play a prominent part in the older literature. In “ secret gnawing grief ”’, 
says Gesenius (1786), “ the blood flows more freely to the inner parts ”, it 
“creeps ” through the bowels and “ stagnates’’ in them. As a result of the 
blood accumulation in the heart and the organs of the chest, a feeling of oppres- 
sion and anxiety is produced (Maass, Kreysig, Domrich, etc.) ; this also explains 
the increase in the size of the heart in painfully toned emotions, as described 
by many authors (Harneus, Testa, Senac, Kreysig, Philipp, Frank, Stoker, and 
many others). The opinion can be traced back to antiquity that bad, brutal 
people have a particularly hard, inwardly rotten, or misplaced heart. Plinius 
and Valerius Maximus report the case of Aristomenes, who killed 300 Lacede- 
monians and in whom a cor hirsutum was found. The literature of the seven- 
teenth and eighteenth centuries especially abounds with such examples 
(Scultetus, Bonet, Muretus, Bartholin, Riolan, Friedrich Hoffmann, etc.). 
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Up to the present time the opinion has been maintained that sudden, intense 
or sustained emotions are injurious to the heart and can even lead to death. 
On the one hand it has been held that all kinds of organic heart-diseases 
(endocarditis, calcification) can result from emotional influences (Lancisi, 
Senac, Kreysig, von Soemmering, Corvisart, etc.) ; on the other, that the heart 
is weakened under emotional influence, or could suddenly rupture (Boerhaave, 
van Swieten, Kreysig, Corvisart, Nasse, Beau, Bernheim, v. Leyden, Bollinger, 
Gjersoe, Pawinski, Jasinsky, Klemperer, and many others). In evaluating 
the older literature it seems to be questionable whether these cases do not deal 
with the influence of emotions on hearts which are already injured. 

Increasing experience and the improvement of methods have enabled 
physicians, psychologists and physiologists, since the turn of the century to 
control these old observations experimentally and with clinical exactness. 

As already mentioned, Wundt evolved his Gefühlstheorie from pulse- 
and respiration-curves. Wundt—and after him many other authors—have 
shown that the three pairs of feelings—pleasure-pain, tension-relaxation, 
excitation-calm—produce pulse-curves characteristic in respect of volume and 
rate of the pulse. The affect-reaction is not alone dependent on the type, 
but also on the intensity of the emotions. In maximal emotions the reaction 
can be reversed. These investigations were later on extended to the ple- 
thysmogram and the blood-pressure. 

The dependency of blood-distribution on emotional influences has been 
demonstrated by the fundamental researches of Mosso, Patrici, Binet, Lehmann, 
Gent, Kelchner and especially Ernst Weber. Ernst Weber has shown that in 
pleasurably-toned emotions the blood accumulates in the brain and the 
periphery, and in painfully-toned emotions in the abdominal organs. 

We do not intend to go into details. A classification of the findings of 
twenty authors carried out by Leschke, in a paper which has not remained 
unchallenged (Küppers), reveals that, in respect to pulse, blood-pressure and 
plethysmogram, 90°% of the results obtained by the different authors show 
results which confirm Wundt’s theory. 

The influence of emotions on the blood-pressure has been already mentioned 
above. It was found that mental, as well as bodily work, raises the blood- 
pressure (Kornfeld, Weber, Kiesow). The results, however, are not uniform. 
According to Klemperer, work suggested under hypnosis leads to an increase 
in blood-pressure. The results concerning the effect of painfully-toned 
emotions are also variable (Weber, Kiesow, Binet, Verschide, Lewin, etc.). 
The forensic value of the increase of blood-pressure when telling lies (Larson) 
has been contested by Carney Landis and Gillette. According to Knauer 
and Tigerstedt, an increase in blood-pressure is frequently noticeable in 
candidates on the day of an examination. After the examination the blood- 
pressure returns to normal. It seems to be generally established that strong 
emotions exercise a distinct influence on the blood-pressure. Fright causes a 
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big rise in blood-pressure (Carney, Landis, Gillette, Schrumpf, Zabel). During 
suggestion under hypnosis a momentary rise of blood-pressure can occur 
(Deutsch, Kauf, Moos, own experiments). Some subjects react to the emotion 
suggested with a drop of blood-pressure (Deutsch, Kauf, and our own experi- 
ments). Heyer has pointed out that the increase of blood-pressure produced 
by suggestion, in early essential hypertension, subsides very slowly when the 
emotion fades out. We shall refer to this later. 

The influence of emotions also extends to the capillaries. Especially in 
vasolabile people, changes of form and variations of pressure have been observed 
in the capillaries under the influence of emotions (Göbel, O. Müller, Parrisius). 

Electrocardiographic changes under the influence of emotion have been 
described by Astruck, Weinberg and Bier. On the suggestion of heart-retarda- 
tion or acceleration, Astruck found a doubling of the auricular excursions 
and auricular fibrillation. Weinberg reports on changes in size of the P- and 
T-waves as a psycho-electrocardiographic reflex to weak emotional stimuli : 
but according to Weinberg’s own report these findings cannot be looked upon 
as definite. Bier observed in moderate pleasurable excitement an increase 
in height, and upon increasing the suggestion a decline of the P-, R- and T- 
waves. Together with Lueg I have examined the influence of powerful 
emotions produced under hypnosis on the electrocardiogram. The variations 
in size of the excursions, which we also observed, do not seem to be of great 
importance in view of the technical difficulties in the examination of highly 
excited persons. 

To the best of our knowledge the dimensional changes of the heart under 
the influence of emotion, which in the past have been thought to occur, have 
not yet been experimentally investigated. Together with Cramer I have 
made X-ray observations of the dimensional variations of the heart of eight 
suitable subjects during strong emotion. Our experimental procedure was to 
bring the subjects into a state of strong emotion under deep hypnosis with the 
aid of reproduced emotions or the suggestion of situations adequate to the 
patients. Before, during, and sometimes after the emotion, X-ray pictures 
of the heart were made, with due consideration of the necessary technicalities. 
The details of these experiments are recorded elsewhere. As a result of our 
experiments we ascertained that in all the eight subjects examined definite 
dimensional changes of the heart took place. In two subjects there was a 
distinct enlargement, in one, confirmed on repetition, a definite diminution of 
the heart outline. Some of the dimensional changes amounted to more than 
ı cm. After the emotion had faded out, the cardiac changes disappeared. 


HYPERTENSION. 


We do not intend to open up the vast domain of cardiac and vascular 
neuroses. From the abundant material available we have selected a small 
group, namely the cases of psychogenetic hypertension, to show that they 
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constitute a special type of cardiac neurosis, and to show in them the effect 
of affective dynamic factors. 

If one follows the development of the much argued, and still unsolved, 
problem of hypertension, it becomes evident that the anatomical hypertension 
doctrine has, to an increasing extent, been converted into a functional con- 
ception. The original assumption (von Basch, Traube, Fraentzel) that 
sclerotic changes in the larger, medium and smaller vessels were the basis of 
the hypertension, has not been maintained. It was found (A. Fraenkel, 
Sawada, Romberg) that extensive scleroses can exist without hypertension, 
and that definite hypertonia can occur ‘without a traceable sclerosis. The 
pathologically demonstrable vascular changes have been regarded as the con- 
sequence, not as the cause, of the high pressure (Allbutt, Janeway, Faber, 
and many others). The assumption, also, of a primary renal disease, which 
was maintained until recently by Allen, Widal, Romberg, Fischer, Harpuder, 
has been largely abandoned. Numerous cases have been described of long- 
existing hypertension in which pathologically no renal affection and clinically 
no functional failure of the kidneys could be found (Widal, Boidin, Gaillard, 
Monakow, Wallgren, Loeb, Loehlein, Moschowitz, etc.). This group of hyper- 
tonias without primary anatomical substratum—already studied by Mahomed 
before the period of exact blood-pressure estimation (1879)—has been described 
by Clifford Allbutt as hyperpiesis, by Janeway as hypertensive cardio-vascular 
disease, and by Frank and Munk as genuine or essential hypertension. 

The frequency of hypertension in certain neurotics and psychotics has been 
known for a long time (Hensen, Hochhaus, Heim, Straus, Macnamara, Israel, 
Cramer, Rolleston, Barton Hall). Early symptoms of hypertension have a 
neurotic character (Risemann, Weiss, Ayman, Pratt). The occurrence of 
hypertension in individuals of a special psychological nature in emotionally 
excited situations and constellations has always been noticed (Kilgore, Barton 
Hall, Stieglitz, Barath, v. Mirgay). However, one cannot avoid presuming a 
somatic, organ-determining factor so as to understand why hypertension occurs 
only in certain groups of neurotics, whilst others are spared. 

Increase in blood-pressure in cases of already existing hvpertensions due to 
psychological influences is familiar to every physician. In his excellent book 
on psycho-physical reciprocal action in hypertonic disturbances Fahrenkamp 
has gathered rich material on the subject. It is also known that with elimi- 
nation of the harmful effects of environment, with sedatives and with adequate 
sleep, labile hypertensions can temporarily be considerably reduced (O. Müller, 
v. Bergmann, Goldscheider, Israel, C. Müller, Katsch, Pansdorf, Ayman, 
Schrumpf, Zabel). 

In addition, however, it seems certain that hypertensions can have their 
origin and fixation in the influence of emotions. Individual cases of psycho- 
genetic hypertension have been reported (O. Müller, Matthes, Moos, Halls 
Dally, Barton Hall, Kilgore, Stieglitz, Wittkower, etc.). 
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Rise in blood-pressure is a normal affect-reaction. The extent and duration 
of the reaction depend on the intensity of the experience, the visceral pre- 
paredness, and the vascular responsiveness. The individual with a special 
psychological constitution, the neurotic, reacts—a metaphor employed by 
Bumke—like a clock with a lengthened pendulum. His reactive deflections 
to stimuli of all kinds are stronger than in the healthy. One could, therefore, 
imagine that hypertension, under appropriate conditions, could occur as an 
excessive and protracted affect-reaction, or, under certain circumstances, as a 
permanent fixation of movements of emotional expression—expressional 
fixation. 

This conception is closely approached by observations made by Knauer 
during the last war. In vascularly healthy soldiers, admitted to hospital 
immediately after a fierce bombardment, substantial increases of blood- 
pressure, as far as 180 mm. Hg., were found, which subsided only after a few 
days’ stay in hospital. 

Surpassing these in the extent of their reactions are the catastrophe- 
hypertensions. These are patients who, after an incisive experience, suffer 
a mental breakdown without being able to regain the balance of life later on. 
‘We give a few examples : 


CASE 1.—W. P—, et. 32. This patient, who was shy and timid since his youth, 
developed a cardiac neurosis with dyspnoea and heart trouble following heavy 
fighting in the Great War. After his discharge from the army in 191€ he was free 
from trouble until 1918. In the years from 1918-1923 he was under frequent 
medical treatment for his heart neurosis. It is stated that an increase ın his blood 
pressure was never found. 
| In the post-war years he worked his way up from small circumstances to the 

position of a bank manager. In the inflation period he embarked on risky specu- 
lations, which failed. The bank became involved in debts, and the patient had 
to give up his position in disgrace. After the banking failure he developed severe 
attacks of anxiety and excitement. For this he sought clinical treatment. Here, 
for the first time, an increase of blood-pressure was found. He was told that he 
was sufiering from a premature arterio-sclerosis. 

When admitted to our clinic the increase in blood-pressure amounted to 
165/80. When the patient had his mind relieved his blood-pressure fell to 
130/80. During a fortnight’s stay in the clinic the blood-pressure remained at 
120-115 max. There were no organic findings in the heart or the kidneys. 

Case 2.—-M. Sch—, xt. 60, widow. The patient complained of anxiety-attacks 
since August, 1929, pain in the chest and stinging pain in the cardiac region. 
Because of these anxiety-spells the patient consulted a nerve-clinic and was 
transferred to us as a hypertension of 210/120 was found. The diagnosis of the 
nerve-chnic was reactive depression. 

The blood-pressure findings were confirmed by us. Heart: aortic configuration 
dilated to the left by about two finger-breadths. Systolic murmurs at all orifices. 
Kidneys: nothing abnormal discovered. 

The trouble began when the patient, owing to an unfavourable business 
transaction, lost all her fortune. Formerly wealthy and businesslike, she had 
fallen into the hands of swindlers, and now, after the loss of her fortune, had to 
resort to charity for support. 

During clinical observation, covering several weeks, blood-pressure sank to 
120/80, and has remained at this level since then. The anxiety-spells and the 
other disturbances have vanished. 
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Case 3.—F. H—, æt. 43, married woman. For five years the patient has 
complained of severe heart-pain and palpitations. She has a feeling “as if the 
arteries were swollen ’’. Her arms frequently “ fall asleep ’’. She also complains 


of pain in the temples, in the eyes, the nose, in the shoulders and in the gastric 
region. She suffers from obstinate constipation and from insomnia. 

She is depressed, cries frequently, without sufficient cause, and suffers from 
lack of initiative; her memory has suffered considerably in the course of her 
illness. 

Blood-pressure: 190/110. The Fahrenkamp blood-pressure curve shows 
deflections of the maximal pressure from 190 to 130. No pathological findings in 
the heart or kidnevs. 

This very sensitive patient lost her parents at an early age. She was brought 
up very strictly by her foster-parents. At the age of 29 she married. Married 
life was happy at first. After a short period of happy matrimony the husband 
tired of her and was unfaithful to her. He scolded her in the most abusive terms 
and beat her repeatedly; nevertheless she remained in love with him. Five 
years ago the husband divorced her. In the proceedings, which the patient had 
given no evidence out of consideration for her husband, the child, whom the patient 
loved fervently, was adjudicated to her husband. After the proceedings the 
patient broke down ; since then her troubles began. 

The patient is without any occupation whatever. Her life consists entirely 
of speculations and plans for obtaining justice. 


Further observations are quoted from the literature. 


Halls Dally reports the case of a patient, æt. 57, whose shipping business 
necessitated his working at high pressure and making frequent long railway 
journeys. On arrival at Paddington one evening, feeling run down and tired out, 
he went to the refreshment room and had two glasses of brandy-and-soda. He 
then took a train to his home, some eighty miles from London, and on arrival 
went straight to bed and sent for a doctor. 

The doctor found his patient restless and excited, with flushed face and com- 
plaining of throbbing headache, the pulse of 90 per minute being full and bounding. 
The average of three blood-pressure readings was 265 mm. systolic. The urine 
was found to be normal. A strong dose of calomel was given and cooling appli- 
cations made to the head. 

On the following morning, to the doctor’s surprise, the patient appeared calm, 
cheerful and free of all symptoms. 

The patient, noting the doctor’s astonishment, asked the reason, and was 
told of the rapid fall in blood-pressure since the night before. Having again 
found the urine normal, the doctor suggested that a ‘‘ sudden shock ’’ might have 
caused the condition, whereupon the patient told him that he had married late in 
life a wife thirty years younger than himself. Previous to marriage he had been 
a hard liver and heavy drinker, but after a long struggle became a total abstainer. 
From the day no alcohol passed his lips until the evening before. On letting 
himself into the house, still feeling tired out, he met his wife, who asked, “ What's 
the matter ? ” and detecting the odour of spirits, exclaimed, * At your old drinking 
habits again, are you ? ” 

The memory of the agony through which he had gone and the realization, 
which then became acute, that he had made a mistake in marrying a wife so much 
younger than himself, together with the tone in which she spoke, just seemed the 
breaking-point. His head felt as if it would burst; he clung to the side of the 
stairs to prevent himself falling, and sent for his doctor. 

Moos saw a considerable hypertonia develop in a forester, æt. 57, who was 
transferred from his sphere of activity, where he had worked for vears, to another 
district. 


All these examples, to which further cases could be added, have in common 
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the occurrence of hypertension following severe psychological trauma. Pre- 
suming that there is an etiological causal relation, and not that a disease, 
formerly latent, merely becomes apparent owing to the trauma, the latter 
acts upon a constitutional hereditary endocrine, or anatomically disposed 
vascular system, and mobilizes—as Bonhoeffer has pointed out for anxiety 
neuroses and psychoses—in conjunction with numerous psychogenetic 
mechanisms, neurotic manifestations in individuals thus disposed. As one of 
the psychogenetic mechanisms we have recognized the factor of expressional 
fixation. This expressional fixation can be supported by trained or conditioned 
phenomena of a conscious or an unconscious nature, similar to those we have 
described for asthma. 

Thus we know of a patient who developed hypertonic troubles after a severe 
disappointment. Since she had no children in marriage, the patient had 
adopted her nephew as a young child. As a result of the unhappiness of her 
married life, the patient devoted all her love to the child. When later on, 
under unpleasant circumstances, the latter dissociated himself from his foster- 
mother, it meant for the patient the loss of the entire content of her life. In 
the excitement of those days the first symptoms of hypertonia occurred. 

Observation for a period of several months showed that the hypertonic 
troubles and the high level of blood-pressure were conditionally linked to events 
concerning the boy—meetings, news, etc. In the intervals the blood-pressure 
remained normal. 

Similar observations have been made by Fahrenkamp. 

Furthermore, the expressional fixation can be furthered by the organic 
experience—in our case of a vasomotor nature—linked to the psychological 
trauma. The organic sensations, experienced in the orginal emotion, are 
reproduced, subjectively and objectively, in similar situations. The trauma, 
which in other cases need not be so apparent as in the examples described, 
can produce idcas which, with excessive fixation, tend to maintain the symptoms 
owing to their emotional tone. 

In this respect the influence of the physician is very important. The 
trauma of an unfavourable diagnosis can, as 1s well known, exaggerate an 
existing hypertension considerably, for a long period. We quote two examples : 

Cast 4.—E. K—-, æt. 52. For six years the patient has complained of pressure 
in the cardiac region, occasional dyspnoea, frequent giddiness, headache and 
insomnia. In the summer of 1928 she consulted a doctor, who told her she had 
arterio-sclerosis and must beware of an apoplectic seizure. After this her symptoms 
greatly increased. The patient lived in permanent fear of death, and said she had 
finished with life. l 

The examination revealed an early nephrosclerosis. The maximal blood- 
pressure varied in several readings between 200 and 180. 

The psychological history of the patient disclosed that, from early youth, 
she had been very timid and sensitive. In 1894, engagement, which was soon 
dissolved. 1000-1914, sexual relation which was happy. In 1902 the patient 


saw the play * Götz von Berlichingen ” in a theatre. So strongly was she impressed 
by a shriek uttered by an actress that from that time onward, always at the time 
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of menstruation, and after the menopause at the time of the new moon, she uttered 
the same shriek in her sleep. Since the discontinuation of relations with her 
friend the patient has devoted herself exclusively to astrology. She fears that 
astrology will drive her mad. The patient is very sensitive. Ordinary street 
occurrences excite her intensely and bring her to tears. She had always been 
afraid of animals, especially mice. Since the death of her mother, her fear has so 
far increased that she shares the bedroom with her brother, who is 14 years her 
elder. 

CASE 5.—X. X., doctor, æt. 32. Since 1919 the patient has complained of excite- 
ment, palpitations, emptiness in the head, disturbances of balance, giddiness, tinnitus 
aurium, pressure in the head, insomnia, fatigue, lack of working power, insecurity, 
anxiety spells, and jerk-like, bouncing movements. The disturbances have had a 
varying intensity. In a casual blood-pressure reading taken in 1923 an increased 
pressure of 150-155 was found. Since then the patient has been in permanent 
fear of an apoplectic seizure. He went from doctor to doctor; generally he was 
told that he was suftering from a premature arterio-sclerosis. The patient knows 
the entire literature on blood-pressure. He counts on his approaching death. 

The psychological history includes the following noteworthy points: Anxietv 
from childhood onward. The patient always hated his father. He was strongly 
attached to his mother, who apparently coddled him. Strong sexual excitability 
with deficient potency. Homosexual traits. Since marriage persistent quarrels 
with his wife, because the patient “ wants his freedom ”’. 

Organically there are no pathological findings. 


Without injustice to the many psychological determinants, the induced 
fear of the approaching apoplectic seizure can be stressed as being common to 
both cases. The conception of the vital functions of heart and vessels is so 
deeply rooted in human nature that the diagnosis of a severe organic cardio- 
vascular disease, especially in individuals already hypochondriacal, involves a 
plausible fear of death. 

In the majority of cases it is not permissible to infer the fear from the 
psychologically conscious. The fear is not the cause, but the consequence of 
the neurosis. The apprehension manifested is to be regarded as a rationalization 
tendency of the neurotic fear, projected to the exterior from the unconscious. 
The hypertension occurring in these cases is an affect-phenomenon in organically 
disposed individuals. For the physician these cases are important because 
they are wronglv diagnosed, as in all the cases we observed, as premature 
arterio-scleroses. 

According to the conception of individual psychology, neurotic fear con- 
stitutes a defence. The conflict between existing inferiority or inferiority 
feelings and the exaggerated fictitious goal tends to lead to a neurosis. Fear, 
just as feelings of guilt and conscience, acts as a measure of defence on the part 
of the unconscious against rising aggressive tendencies. 

The following is a case of ours which could be interpreted on these lines : 


Cast 6.—J. R—, xt. 32, bank clerk. The patient was a lively and healthy 
child. He was always of a sensitive nature. He lost his father very early. His 
upbringing was entirely in the hands of his mother. In older age his mother was 
supposed to have been “ depressed ”. His sister is also ‘‘ depressed ”’. 

At the age of 17} the patient volunteered for the army (1914). At this time 
he was said to have been a jolly and well-balanced person. In the spring of 1915 
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he was taken prisoner and sent to Siberia. He had a wound in the calf of the 
leg. He suffered from severe home-sickness. He did not feel himself capable of 
the heavy work. In August, 1918, he escaped from Siberia. In the Ural moun- 
tains both his legs were frozen. On repatriation to Germany, both legs had to 
be amputated. From October, 1918, until March, 1922, the patient was in 
hospital. There he made the acquaintance of his wife whom he married in 1922. 

After his dismissal from hospital he could not resign himself to the loss of both 
of his legs. The contrast between healthy persons and his crippled self harassed 
him. When in the streets he believed that all eves were turned upon him. More 
and more he abandoned himself to brooding. He had suicidal ideas. 

After a commonplace street occurrence in 1928 the neurosis developed. The 
patient complained of severe heart-pain and palpitations. He suttered from 
spells of fear and excitement. With the attacks of fear he had profuse perspiration. 
The patient lived in constant fear “ that something terrible would happen the 
next moment’’. During the last few weeks he has suffered from hysterical crying. 
For weeks he has not dared to go out into the streets. The patient hardly sleeps 
at all. 

A doctor who treated him found an increase in blood-pressure and sent him to 
Cudowa. The treatment did not improve his condition. In his despair the patient 
became addicted to alcohol, but this only aggravated his condition. 

The increase in blood-pressure was confirmed by us. In several readings the 
maximum pressure varied between 170 and 160. 


Here we have a patient who, after a chain of severe psychological traumas 
—war service, imprisonment, escape from Siberia—acquired a serious organic 
inferiority, the loss of both legs. From the tension between excessive inferionty 
feelings and increased personality ideal results an insecurity which makes 
the patient, in the sense of Adler, take shelter in his neurosis. Incapable, as a 
result of his crippled state, of attaining the powerful position he desired, the 
patient succeeds in finding compensatory gratification in the neurotic mani- 
festations, at the same time withdrawing himself from the pitving looks of the 
surrounding world. By a systematic therapy of encouragement and correction 
of his attitude the patient was freed, objectively and subjectively, from all 
his symptoms. 

According to analytical conceptions neurotic fear is explained by libidinous 
wishes, originating from the unconscious, which are repressed by ideas of 
prohibition, and transformed into fear. 

Actually the significance of sexual matters in the origin of hypertension 
can be shown to arise, in many patients, from the psychologically conscious 
and from deeper layers of consciousness. 


Cask 7.—K. G—, civil servant, æt. 40. Since 1918 the patient has suffered 
from attacks of giddiness, which occur most frequently when walking in the street. 
Frequent attacks of fainting of short duration. Oppression originating in the 
gastric region and radiating up to the larynx. The patient feels himself dazed, 
and affected in his working ability. Several doctors whom he consulted found 
an increase in blood-pressure. Various medicaments for lowering the blood- 
pressure have been used without success. 

Findings: slight enlargement of the heart to the right and left. Blood- 
pressure 170/100, otherwise no organıc findings. 

The patient’s psychological history shows that he was shy and timid from 
his earliest youth, and was intimidated by a severe upbringing. His severe, 
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reserved and intolerant father had always served him as a model. At the age of 
14 the patient became an apprentice. His master seduced him into homosexual 
activities (mutual masturbation without ejaculation himself). Solitary mastur- 
bation followed. The patient reproached himself heavily. He feared, as a result 
of the masturbation, which he practises to the present day, that he would develop 
heart disease. In married life normal coitus impossible. For this reason also 
extreme self-reproach. The patient is discontented with himself and his environ- 
ment. He feels that he is destined for something higher, and is understood by 
nobody. 

In this case it was also possible, by correction of his ideas, to remove the 
patients symptoms. During an after-observation period of six years the patient 
was free, objectively and subjectively, from all symptoms. 

Cask 8.—Ch. A—, æt. 39, married woman. The patient complained for several 
vears of pain in the region of the heart, periods of fear and oppression of varying 
frequency. 

Findings: Heart slightly dilated to the left. Blood-pressure, several readings : 
190.110. Pulse: 116 per minute ; otherwise healthy organs. 

The patient, very lively at an early age and sexually easily excitable, married 
at the age of 31. Married life was very happy in a spiritual and companionate 
sense, but ungratifying in a sexual respect. Her husband indulged in sexual 
intercourse only every 6-8 weeks. The patient kept count of the frequency 
of intercourse from the beginning of her married life. She never dared speak to 
her husband about her deficient gratification. 

During observation over several months it was revealed that the longer the 
interval after the last coition, the more excited the patient was. With increasing 
excitation the blood-pressure rose ; in the days post-coitum it remained stable at 
115 85. By psychological treatment the patient was freed from all her symptoms. 


“In the majority of cases, however,’ as Schultz has pointed out, “ the 
source of the fear of hypertonic individuals is not in such immediate connection 
with actual sexuality ; we find, moreover, deep, semi-clear fear of undesired 
instinctive attitudes, which are kept from the light of self-knowledge—are 
repressed.” 

Case 9 represents an example of a case of psychogenetic hypertonia cured 
bv analytıcal methods. The history of this patient, therefore, noteworthy 
also in other respects, may be dealt with in some detail. 


CasE 9.—L. O—, et. 30, judge. Since his earliest youth the patient has 
complained of occasional pangs ın the region of the heart after bodilv exertion. 

Ihe present symptoms have existed since Januarv, 1918. Thev consist of 
pressure- and tension-sensations in the region of the heart and in the throat. Thev 
are intensified when the patient lies down. A sensation of “ rumbling and rattling ”’ 
in the heart. A dazed feeling, giddiness, anxiety spells, heaviness in the legs. 
Because of these troubles the patient cannot take long walks. 

The patient has consulted doctors constantly since 1918. One of them 
recommended pine-needle baths and avoiding alcohol and tobacco. Another 
recommended a heart sanatorium and complete rest. A third gave a course of 
digitalis. A heart specialist diagnosed, on the grounds of increased blood-pressure, 
a threatening arterio-sclerosis, and ordered a meat-free diet. In a heart sanatorium, 
an enormous and dangerous dilatation of the heart was found. There the patient 
was treated with three-cell baths. One physician injected vegetable heart- 
antitoxin, another heart-hormone. A professor told him that his heart was quite 
healthy—it was all imagination; he should dance and do gymnastic exercises. 
As the patient did not feel capable of this, he discontinued the treatment. Another 
professor gave a course of thyroid. 


560 INFLUENCE OF EMOTIONS ON FUNCTIONS OF ORGANS, ‘July, 


All these measures had no effect; on the contrary, the patient’s condition was 
so very much worse by October, 1928, that he became entirely bedridden. In 
their despair the patient’s parents called in a magnetopath who caused a temporary 
alleviation. But then, when his troubles commenced again, he resumed his 
wanderings from doctor to doctor. 

Since 1918 he had, in all, consulted 21 doctors; as the 22nd he consulted 
Geheimrat His, who recognized the existing cardiovascular neurosis and was 
good enough to send the patient to us. 

Findings: Except a medium-grade hypertension of 160;80, which evidently 
misled previous doctors, no pathological changes in the organs. 

The psychological history revealed : The father stern, very active, inaccessible. 
The mother passive, sensitive. Difference in age between the parents—the 
mother 7 years younger. The patient is the only son. In childhood he was on 
bad terms with his three sisters, as in fact with all children. He maintains that 
the sisters always wanted to dominate him. The patient always believed himself 
wronged. He was a very quiet and timid child. He was always teased because 
of his ugliness. Up to the age of 5 he had enuresis. At the age of IT, beginning 
of masturbation, with strong feelings of guilt. Later on, in his bearing, always 
shy and reserved. The patient was always afraid of making a fool of himself. At 
the age of 26 first coitus with a prostitute—impotence. The patient never dared 
to touch a woman who was his equal. Following the advice of a doctor the patient 
regularly visited prostitutes, without special desire and without special gratin- 
cation. Always deficient erection. 

The beginning of the neurosis was preceded by a war experience. The patient 
had denied a wounded man his help. For his conduct in this battle he was 
awarded a high distinction. The award of the decoration wis commemorated at a 
party. After the party the neurosis broke out. The patient had strong teelings 
of guilt on account of the wounded man. 

We cannot deal with analytical details in this connection. We shall refer to 
them in a later chapter. It may only be pointed out here that repressed homo- 
sexuality was discovered as the root of the neurosis. 

The treatment proved to be successful. The patient lost his heart troubles 
almost entirely. He smokes, drinks, and swam every day last summer. He went 
for very long walking tours without any symptoms. The blood-pressure feli to 
normal. 


From the description of this apparently small group among the labile 
hypertensions follows the demand for their psychotherapeutic treatment. 
The importance of psychotherapy in the treatment of all kinds of hypertensions 
is recognized by most authors (Goldscheider, v. Bergmann, Katsch, Fahren- 
kamp, J. H. Schultz; Laudenheimer, etc.). The intention of psychotherapy. 
in the sense of these authors, is in the first place to produce a visceral soothing ; 
beyond that we believe that we have shown that, within this verv limited 
group, it can also attack the cause. 

In all the cases described—and in some others—it was possible, with an 
after-control of many years, to obtain complete cure, or at least considerable 
improvement. It is frequently impossible, and in the individual case not 
always necessary, to dig deeply into the psychological factors of each case. 
Even without knowledge of the closer details, an effective treatment can be 
attained with psychotherapeutic measures in an appropriate selection of cases. 

A patient, æt. 62, came to consuit us leaning on a stick and supported by her 


husband. She complained of severe giddiness and headaches, and the blood- 
pressure reading showed 18095. The doctor who had treated her before had 
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found an arterio-sclerosis which had passed on to the heart. The patient’s history 
made it seem probable that'a neurotic component shared in the responsibility 
for the high blood-pressure. 

With simple suggestive therapy the blood-pressure fell to 130 80-120 80 
with weekly or fortnightly control over six months. The patient’s symptoms 
disappeared entirely. 


How striking in an organic respect, and how beneficial, psychotherapy of 


hypertension can be is shown especially well by an illustrative case reported by 
Otfried Müller. 


A man of pyknic-arthritic type was admitted to his clinic with a blood-pressure 
of 280 max., albuminuria, oliguria and occasionally pulmonary @dema. Medicinal 
treatment and rest in bed gave no improvement. It was revealed that the 
increased blood-pressure was based on the fearful tension of an unsettled matri- 
monial conflict. When these difficulties were removed the blood-pressure fell to 
150, the diuresis resumed its functioning. The pulmonary cedema and the 
albuminuria disappeared. During an after-observation of several years the 
blood-pressure remained at 130 systolic. The heart hypertrophy did not recede 
altogether. 


Alimentary System. 
SALIVA SECRETION. 


An old Indian custom is based on the emotional inhibition of salivary 
secretion. To prove the guilt of a criminal he was made to take a mouthful 
of rice ; if the rice remained dry during the cross-examination it was assumed 
that the salivary secretion had stopped owing to guilty conscience, and the 
prisoner was sentenced ; otherwise he was acquitted. The opinion that in 
rage the saliva is poisonous is frequently voiced in the older medical literature 
(Gesenius, Eberle, Le Catel); thus Gesenius, writing towards the end of the 
eighteenth century, warns “ enraged people from swallowing their own saliva, 
since it is known that this aggravates the consequences of the rage. Trans- 
ferred to the blood of others it would probably also cause evil effects ”. Eberle, 
a famous physiologist in the middle of the last century, gives an account in far 
more specific terms: “‘ The nervous system seems to play an important part 
in the formation of prussic products in the saliva. It is known that wounds 
caused by the bites of enraged animals vary in malignancy. It would be 
important,’ he continues, “ to make experiments on changes in the saliva 
caused by emotions, fury, wrath, rage, lasciviousness, strong pain, etc., and 
especially to determine the quantitative ratio between the prussic products 
and the other components of the saliva. I myself collected my own saliva 
at the time of a moderate emotion of fury and believe found a far stronger red 
colouring with hydrochloric acid and iron oxide than in the usual state.” 

Pavlov originated exact experimental investigation of psychic influences 
on salivary secretion. His results, both with unconditioned and conditioned 
stimuli, are too well known to need description. The secretory effect of disgust 
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Pavlov explains teleologically. He assumes that the purposive production 
of a rinsing fluid takes place with a view to removing a presumably unwhole- 
some substance which causes disgust ; just as the increase of salivation during 
absorption of food is well suited to the “ necessary working-up ” of the food. 
The presence of such conditioned reflexes in humans was confirmed by Krasno- 
gorski in children. 

The influence of fear and anger on salivary secretion is merely touched upon 
by Pavlov. With a watch-dog of nervous temperament he let a new experi- 
menter elicit the usual highly elaborated conditioned salivary reflex. The 
dog became very excited, and under the influence of this excitement the reaction 
was stronger than usual. Profuse salivation began. When the defensive 
attitude relaxed, and the dog gradually became accustomed to the new experi- 
menter, salivation failed altogether to be elicited by the stimulus. On the 
other hand, Féré, Dumas and Malloizel—the two latter also with Pavlov- 
fistula dogs—believed that they obtained an increase of salivation with weak 
emotional stimuli and an inhibition with strong ones. According to Parfenov, 
dogs produce under the influence of emotions a strong secretion of watery 
saliva with a conspicuously low content ot organic substances. 

Just as contradictory as the animal tests are the experiments with humans. 
In the emotional changes in the insane, and in casually observed emotions of 
sane people, various authors have described sometimes an increase and some- 
times a decrease of salivary secretion (Dieminger, Zerebrowsky, Pilcz, Rehm, 
Paulitzky). Cases of emotionally conditioned sialorrhœa and xerostomy have 
been repeatedly described, especially in the older literature (Sydenham, Whytt, 
Mauriceau, Laycock, Weir Mitchell, Hadden, Hutchinson, Curschmann, Kraus, 
and others). 

Systematic experimental investigations on emotionally conditioned changes 
of salivary secretion in humans have hitherto not been carried out. In our 
own researches, together with Pilz, we endeavoured to ascertain what quanti- 
tative and qualitative changes of salivary secretion take place in humans under 
the influence of emotions. 

Our method was as follows: The subjects were requested to collect their 
total saliva at intervals of eight or fifteen minutes. When we had convinced 
ourselves in the course of half an hour that the secretion took place evenly, 
the subjects were stimulated emotionally for half an hour. For a further half 
hour we observed the behaviour of the salivary secretion when the emotion 
had faded out. The influence of joy, sadness, fear, disgust and anger was 
examined. 

To meet the objection that spitting out the saliva constitutes a source of 
error, we collected the parotid secretion separately. In a glass vessel of about 
1000 c.c. capacity we produced a negative pressure, which was kept constant 
and was permanently controlled by a mercury manometer fitted to the side. 
From this glass vessel two pieces of air-tight rubber tubing with appropriate 
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openings led to the ducts of the parotid glands. Using this apparatus we 
obtained results analogous to those of our other findings. 

Altogether 27 persons were examined, II in hypnosis and 16 in a waking 
state. 

The experiments led to the conclusion that under emotional influences 
quantitative and qualitative changes of saliva take place. 

(I) Quantitative changes. —Under emotional influence an increase or decrease 
of secretion can take place. 

The quantitative changes are often very substantial; thus in Experiment 15 
the quantity of saliva rose, in emotion, from 4 to 20 c.c.; in Experiment 5 the 
quantity of secretion dropped, in a depressive emotion, from 4 to 0'5 c.c., and 
then failed entirely for the next sample. 

In some cases it appeared that in subjects who reacted to emotions with 
reduced secretion, an increase of secretion above the norm took place when the 
emotion was removed. On the other hand, subjects who reacted to emotion 
with increased salivation showed, after the emotion had faded out, a decrease 
below the norm. We interpret this finding as a compensatory reaction, in that 
the saliva which was not produced during the emotion appears more copiously 
after the removal of the emotion, and vice versa. In other cases a behaviour 
analogous to the emotional reaction continued after the fading-out of the 
emotion. We tend to regard these deviations as after-effects of the emotion. 
This assumption finds support in the fact stated by Zerebrowsky, in his paper 
on the secretory functions of the parotid gland, that, after the termination of 
alimentation, the secretion of the glands did not stop at once, but continued 
for several minutes afterwards. | 

The various emotional influences—joy, anger, etc. —were produced succes- 
sively on different days in the same subjects. In all cases the subjects always 
reacted in the same sense, irrespective of the particular emotion acting upon them, 
either with increased or reduced secretion. According to the findings of 
previous authors, we had expected that emotions would act specifically, in the 
sense of a differentiated effect with feelings of pleasure or displeasure. In its 
emotional influence on the salivary glands, therefore, it is not the nature of 
the emotion that is decisive, but the personal, typical behaviour of the subjects. 

(2) Qualitative changes.—Under the influence of emotion distinct changes of 
the thiocyanate and nitrogen content may be observed. 

(a) Thiocvanate content.—The thiocyanate content was determined colori- 
metrically in the various samples of saliva. Thiocyanate was estimated as 
iron thiocyanate. 

Each of the samples of saliva obtained from the subjects was filtered until 
thoroughly clear ; then the thiocyanate reaction was carried out. The result- 
ing colour reactions were compared in the micro-comparator with standard 
solutions of a known thiocyanate concentration, and thus the percentage of 
thiocyanate content was determined. If the percentage of thiocyanate content 
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is related to the quantity of secretion, the absolute thiocyanate content can 
be determined. In all cases a distinct change of thiocyanate content was 
found during emotion, both relatively and absolutely. 

It was found : 


(I) In some cases that an increase of secretion was associated with a 
decrease of thiocyanate which might be due to dilution. 

(2) In others that a decrease of secretion went hand in hand with an 
increase of thiocyanate, which might be due to concentration. 

(3) And again in others that the increase or decrease of thiocyanate 
are in evident contradiction to the quantitative changes of secretion. 


The determination of nitrogen content served to clear up the question or 
dilution and concentration. 

(b) Nitrogen content.—The nitrogen content was determined by the Kjeldahl 
method. With regard to the nitrogen content distinct changes could also be 
demonstrated under the influence of emotions. 

In Experiment 38 the nitrogen content falls, with an increase of the quantity 
of secretion, by more than 50%, from 72:8 mgrm.% (max.) to 40°32 mgrm.°, 
(min.). After the emotion it rises again to 70°2 mgrm.%. The percentage 
of thiocyanate content drops from 0'21 mgrm.°% to o'ıı mgrm.%. In Experi- 
ment 46 the quantity of secretion drops from 4'I c.c. (max.) to 0°85 c.c. during 
emotion, whilst the percentage of nitrogen content rises from 5°6 mgrm.®., 
(min.) before the emotion to 44°8 mgrm.°%%, (max.). The percentage of thio- 
cyanate rises from 0'S mgrm.% to 0°95 mgrm.%. 

These examples already suggest that the changes in the saliva under the 
influence of emotion do not by any means consist only in concentration and 
dilution. This becomes still more evident if one establishes a numerical 
correlation between the changes in quantity, nitrogen and thiocyanate content 
secreted. In the following tables the quantity, the mitrogen and the thio- 
cyanate content secreted in the norm were correlated with the values obtained 
under emotional influence, and that both with regard to the percentage values 
and the absolute values of the electrolytes and non-electrolytes. The first 
two normal samples were compared with the subsequent emotionally influenced 
ones. All values were so transformed that the quantity secreted in the norm 
corresponded to unity. 

The tables reveal clearly that the changes in salivary composition are not 
merely based on dilution and concentration. A few examples at random: 

In Case (a) the quantity secreted rises from I to 6'4. If it were a matter 
of dilution the nitrogen content and thiocyanate content would have to drop 
six-fold. The nitrogen content, however, remains constant and the thio- 
cyanate content is halved. In Case (f) the saliva quantity drops from 1 to 
0'287. This cannot be due to concentration. The nitrogen content actually 
rises from I to 4°48, but the thiocvanate content remains almost unchanged. 
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Plus Types. 


Percentage of thiocyanate and N. Absolute content of thiocyanate and N. 
N A nn 

Name. Norm. Emotion. Name. Norm. Emotion. 
(a) P. I—. P. I—. 

Secreted quantity . ; I ; 6'4 Secreted quantity . : I : 6-4 

Nitrogen content . : I i I Nitrogen content . ; I : 7°! 

Thiocvanate content ; I : 0'53 Thiocyanate content ; I ; 3°4 
(b) K. O—. K. O—. 

Secreted guantity . ‘ I : 2°89 Secreted quantity . A I : 2°89 

Nitrogen content . ‘ I : 0°85 Nitrogen content . ; I : 2 

Thioevanate content ; I : 0:84 Thiocyanate content ‘ I ; 2°42 
(c) S. C—. S. C—. 

Secreted quantity . ‘ p 2'12 Secreted quantity . . I : 2°12 

Nitrogen content . ‘ I : o: 82 Nitrogen content . k I : 1'9 

Thiocyanate content A I : 0°56 Thiocyanate content ; I : 1°17 
(d) S. K—. S. K—. 

Secreted quantity . F I : 3°06 Secreted quantity . ‘ I : 3°06 

Nitrogen content ‘ : 0:87 Nitrogen content . ; I : 2°64 

Thiocyanate content ; I : 0° 69 Thiocyanate content r I ; 17: 
(e) R. A—. R. A—. 

Secreted quantity . P I : 2°72 Secreted quantity . ; I : 2°72 

Nitrogen content . ; I ; 0: 86 Nitrogen content . a I : 1°55 
(f) S. T—. S. T—. 

Secreted quantity . ; I : 0'287 Secreted quantity . , I : 0'287 

Nitrogen content . ; I : 4°84 Nitrogen content . ; I : 1°24 

Thiocvanate content ; I : I-17 Thiocyanate content : I : 0° 35 
(zg) A. N—. A. N—. 

Secreted quantity . 2 I : 0°52 Secreted quantity . : I : 0°52 

Nitrogen content . ; I : 0'71 Nitrogen content . ; I : oO: 38 

Thiocyanate content ‘ 1 : I Thiocyanate content ; I : 0'519 
(h) K. R—. K. R—. 

Secreted quantity . ; I : 0°62 Secreted quantity . ; I > 0°62 

Nitrogen content . ; I ; 0°9 Nitrogen content . ; I : 0:58 

Thiocyanate content i I : 1-06 Thiocyanate content ‘ I : 0:69 
(t) K. A—. K. A—. 

Secreted quantity . x I : 06 Secreted quantity . i I ; 0'6 

Nitrogen content . i I : 1°48 Nitrogen content . ` I : 0'906 

Thiocvanate content ; I : 1°08 Thiocyanate content i I : 0° 564 
(A) G. I—. G. I—. 

secreted quantity . ; I ; 0'74 Secreted quantity . , I ; 0'74 

Nitrogen content . A I : 1°57 Nitrogen content . : I ; 1°16 

Thiocyanate content : I ; I° 3! Thivcyanate content : I : 0°96 


Therefore one must assume that under the influence of emotion, as com- 
pared with the norm, a saliva of different composition is formed. 

The experiments can be summarized as follows : 

(1) Under the influence of emotions, quantitative and qualitative changes 
take place in the saliva. 

(2) Increase or decrease of secretion can take place. The sense of the 
reaction is independent of the type of the emotion experienced ; it is deter- 
mined by the type of the subject. 

(3) The thiocyanate and nitrogen content of the saliva can increase or 
decrease under emotional influence. This increase or decrease is not based on 
an increase or decrease in the total quantity of saliva produced, and also not 
on dilution or concentration ; but in emotion a saliva of different composition 
is produced. The emotion acts directly upon the cell. 
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STOMACH. 
(1) Gastric Secretion. 


Although fairly detailed descriptions of emotional influences on gastric 
functions can be found in the older literature (Fr. Hoffmann, Bonet, Gesenius, 
Hufeland, Crichton and others), exact research only began when it became 
possible to make gastric secretion and motility accessible to observation in a 
manner above criticism. In 1834 Beaumont, an American surgeon, reported 
on experiments he had performed with a Canadian hunter, who, following an 
injury, was left with a gastric fistula through which the gastric mucosa could 
be observed and gastric juice obtained. Beaumont made the following obser- 
vations on the behaviour of the stomach during emotions: “ In fear, anger or 
whatever tones down or disturbs the nervous system, the gastric mucosa 
sometimes becomes red and dry, sometimes pale and moist, and loses its 
shining, healthy appearance ; the secretions are disturbed, greatly diminished 
or entirely inhibited.” Since Beaumont’s classical observations the behaviour 
of the gastric secretion under emotional influence has been the object of much 
research. 

Bidder and Schmidt were the first to demonstrate the secretory effect of 
the desire for food in gastric-fistula dogs. In their book on the digestive fluids, 
published in 1852, they say: “ It is remarkable that in starving animals the 
mere sight of food suffices to increase the gastric secretion, a fact of which we 
have convinced ourselves frequently in animals with divided salivary ducts.” 
Longet (1857) and Richet (1878) arrived at the same result. With an almost 
literal conformity both authors state: “ Si a un chien, porteur d'une fistule 
stomacale, on fait flairer un morceau de viande, la muqueuse gastrique rougit, 
et le suc gastrique s'écoule en dehors.” But above all Pavlov and his pupils, 
in their fundamental and systematic researches with different and improved 
technique, have given convincing proof of the influence of emotion on gastric 
secretion. In sham-feeding tests, and with an accessory stomach, Pavlov was 
able to show that “ craving for food ” and “ pleasure in its enjoyment ” have a 
secretory effect which varied specifically with regard to quantity and quality, 
according to the kind of food given. As Pavlov and his pupils found, the 
reproduction of a partial situation conditionally linked with the act of eating 
—a so-called conditioned reflex—is sufficient to elicit a gastric secretion corre- 
sponding to the actual requirement. In controlling Pavlov’s findings Cohn- 
heim and Soetbeer ascertained that psychical gastric secretion is demonstrable 
in four-day-old dogs. Meier found that the same mechanisms can be observed 
in apes as in the dog. 

It was doubted whether Pavlov’s animal observations were valid for 
humans. ‘I believe,’ says Schüle (Igor), “ that, in fact, psychical forces 
play a far more subordinate part in the civilized “homo sapiens’ than in the 
animal, whose interest is far more intensely concentrated upon food than is the 
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case in humans, even in the most exquisite gourmet.” Troller, Schreuer 
and Riegel arrived at similar conclusions. Already, in 1878, Richet had 
experimentally ascertained in a subject with gastric fistula the occurrence 
of psychical gastric secretion. Further observations followed. In patients 
with gastric fistula Hornborg, Carlson, Umber, Bogen, Kaznelson, Kast, 
Hertz, Sterling, Mantelli, Zuccola all confirmed the stimulating influence of 
sham-feeding on gastric secretion. Cade and Latarjet had the opportunity 
of examining a patient with epigastric hernia in whom a diverticulum, analogous 
to the accessory stomach of Pavlov, entirely severed from the stomach had 
developed through inflammatory processes. A conversation about food 
caused strong secretion in the accessory stomach. Further to Pavlov’s doctrine 
of the conditioned reflexes Bogen ascertained that this was also fully demon- 
strable in a child with gastric fistula. 

Findings in patients with gastric fistula met with criticism on the grounds 
that the conditions were unphysiological. Bulawinzew got a subject to prepare 
a favourite dish ; persons who were let into the experiment started a con- 
versation about the savoury nature of the dish prepared. A sample of the 
gastric contents twenty minutes later showed copious, strongly acid gastric juice. 
Examinations with similar experimental arrangements gave similar results 
(Kast, Grandauer, Butcher, Schaverin, Ostrovidowa and others). After a dream 
of savoury dishes Dobreff observed in himself an increase of secretion. Among 
the factors which produce psychical secretion—sight, smell, taste—sight seems 
to be the most effective. The manner in which the food is presented and served 
and the environments are of influence on the quantity secreted, and the acidity 
(Miller, Bergeim, Rehfuss, Hawk). In hypnotic suggestion of dishes of different 
composition Heyer found, qualitatively, specific changes in the gastric juice 
according to the type of dishes suggested. Researches of Luckhardt, John- 
ston, Delhougue, Hansen, Onteirino, Jaso confirmed his findings. Not only 
the type of dish, however, but also the attitude of the individual towards the 
dish is important. Suggested enjoyment of a dish increases the acidity ; suggested 
dislike diminishes it (Heilig and Hoff). Decrease of acidity and secretion under 
the influence of disgust was observed by Miller, Bergeim, Rehfuss, Hawk and 
Butcher. 

Beaumont’s observations with regard to emotional influence on the gastric 
secretion have already been mentioned. As a result of experiments with dogs 
with gastric fistula, Leconte (1900) arrives at the following conclusions: 
“ D'après ces expériences on voit combien une emotion déprimante peut être 
fatale à la digestion: non seulement, elle peut couper l'appétit, comme les 
personnes nerveuses l’affırment si souvent, mais elle peut supprimer toute la 
sécrétion gastrique.” In the same way, evidently without knowledge of 
Leconte’s findings, Bickel and Sasaki demonstrated “ that in fistula-dogs 
which had been enraged by showing them a cat, the nervous mechanisms of 
the stomach had been so seriously disturbed, that the nervous stimulation 
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associated with the showing of food in the sham-feeding no longer suffice, to 
elicit normal secretion ”. The inhibition of gastric secretion as a result of 
emotions was, in Bickel’s experiments, almost exclusively with respect to the 
quantity of secretion produced. Apart trom a plentiful mucous admixture the 
quality of the secretion underwent no definite change. Decrease of acidity 
and quantity secreted was observed by Bönniger in taking the gastric contents 
of frightened dogs. In patients with gastric fistula the secretion-inhibiting 
effect of unpleasant emotions could also be demonstrated (Hornborg, Carlson, 
Bogen, Schrottenbach, Zuccola). Pleasure-toned stimuli, according to Schrot- 
tenbach, elicit a reactive increase of secretion. In hypnotized patients Heyer 
produced a psychical secretion. Under the suggestion of strong emotion of 
a pleasurable or displeasurable content the gastric secretion stopped altogether. 
He could not demonstrate any definite influence on the acidity and the albumen- 
digesting faculty. After removal of the emotional situation the secretion was 
resumed without renewed appetite suggestion. In controlling Heyer’s experi- 
ments Delhougue and Hansen provided, with regard to the unpleasant emotion, 
a complete confirmation. In pleasurable emotion (Experiment 11) they 
observed, however, a great increase of secretion and acidity. Previously 
Heyer, Bennet and Venables had examined the influence of emotions on the 
gastric secretion with a different experimental arrangement. They determined 
in several subjects the normal curve of acidity and the normal time of empty- 
ing by means of a fractional gastric test after a meal of oat gruel. The next day 
the fractional gastric test was repeated under the influence of emotion. For 
half an hour, under hypnosis, nausea, hunger and fright were suggested to the 
subjects (two patients). In spite of the tests being few and the small number 
of persons tested, the authors draw from the experiments far-reaching con- 
clusions concerning the typical behaviour of the curve of acidity and the time 
of emptving in the different states. 

These experiments were the starting-point for our own investigations. 

Our procedure was as follows: The subjects to be examined—thrst without 
emotional influence—were subjected to a fractional gastric test after a caffein 
test-drink according to the method of Katsch and Kalk. The normal values 
for the curve of acidity, time of emptying and quantity of secretion in the first 
hour after emptying were determined. Since preliminary experiments had 
shown us that a certain number of persons, especially the viscero-labile, showed 
inconstant results in their gastric tests, we only used those subjects for the 
main test who produced the same results in two successive gastric analyses. 
Since differences in the analyses of the gastric contents occurred in some 
persons between hypnosis and the waking state, the normal curves relating to 
tests under suggested emotion were also determined under hypnosis. 

An essential for our experiments was, therefore, close concordance between 
the results of two analyses of the gastric contents taken with an interval of 
several days. 
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The persons whose normal status was thus determined were then subjected 
to further examination under the influence of emotion. The effect of disgust, 
sadness, fear, anger and joy on the curve of acidity, the emptving time and the 
quantity secreted was determined. The tests were carried out partly in a 
waking state and partly under hypnosis. Occasional emotions (fear of operation 
or examination, etc.) gave us the opportunity of examining the influence of 
fear in a waking state. In the experiments carried out under hypnosis the 
subjects were brought into a state of emotion by means of reproduced emotion 
or suggestion of a situation adequate for the subjects. Contrary to Bennet 
and Venables, we attached great importance to the fact that the emotion was 
maintained during the whole period of the experiment—about two hours— 
and was already present before the tube was introduced. 

Seventeen doctors and laboratory assistants were good enough to volunteer 
for the experiments. Whenever patients were used for the hypnotic experi- 
ments these took place with their explicit consent. 


Essentially, our investigations showed that in almost every case a distinct 
influence of emotions on the gastric secretion of our subjects could be demon- 
strated. This influence concerns the curve of acidity, the time of emptying 
and the quantity secreted. With regard to the normal findings all possible 
Variations were to be found: hyperacidity and hypoacidity, acceleration and 
retardation of the emptying time, increased and reduced quantity of secretion ; 
frequently an increase of mucus could also be observed. Heyer’s assumption 
that all emotions alike inhibit secretion did not appear to us to be correct 
according to our experimental procedure. 


In particular the following changes can be observed : 

(I) Curve of acidity.—The majority of our subjects showed, under the 
influence of emotions, curves flatter than their normal curves—that is, they 
react with hypoacidity. Those with hypoacidity frequently show even further 
clecrease of acidity. In cases of normal acidity or hyperacidity the curve 
of acidity is occasionally increased considerably. But even cases of decided 
hvpoacidity may attain values of intense hyperacidity under the influence of 
emotions. Thus a person in the first place with evident hvpoacidity reached, 
under the influence of fear, a maximal acidity for free HCl of 93, and for 
combined HCl of 152. This great amplitude may, as we shall point out later, 
be due to increased mucous content. 


It seemed especially noteworthy that in two subjects with normal acidity 
an entire cessation of production of free HCl could be observed under the 
influence of emotion. The inhibiting effect was so powerful that even upon 
histamine stimulation no free HCl was secreted. On histamine stimulation 
the quantity of combined HCl increased in both tests. In Experiment 2 an 
increase of secretion took place. Even the removal of the depressing emotion 
does not lead to a removal of the acid inhibition ; acid formation was only 
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resumed after the suggestion of a happy situation. It is not impossible, 
however, that the histamine effect was postponed. We believe that we may 
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Fic. 1.—Effect of the same emotion on the same subject on different days. Subject’s 
normal curves: 1. Total acid. 2. Free acid. Curves under emotion: 3. Total 
acid. 4. Free acid. 


10 

60 10 80-9000 HO 70 730 

m ae 

180 

170 

%0 

750 

140 b) 

130 

120 

110 

900 

90 

60 80 

7 70 b) 

60 60 

50 50 

w ' w 

30 30 

20 20 

10 w 

O % 20 30 40 50 60 70 80 90 10010 20 0 % 20 30 40 50 60 7% EKD 
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infer from this that it is not essential to regard histamine-refractory achylia 
as implying a serious organic defect of the gastric glandular system. The 
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possibility of psychogenic, histamine-refractory achylia seems ‘plausible. 
Failure in reaction to histamine, therefore, need not be considered an 
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Fic. 4.—Effect of different emotions on the same subject: (a) Anger. (b) Fear. 
(c) Disgust. Curves as in previous figure. 
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Fic. 5.—Effect of different emotions on the same subject: (a) Fear. (b) Disgust. 
Curves as in previous figures. 
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Fic. 6.—Effect of different emotions on the same subject: (a) Sorrow. (b) Joy. 
(c) Disgust. (d) Fear. Normal quantity secreted. Quantity 
secreted under emotion. 


irreversible defect, as von Bergmann, Katsch and Kalk, and recently Henning 
ancl Fenyes, have emphasized. 
(2) Time of emptying.—Less distinct is the emotional influence on the time 
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of emptying. Since deviations of ten minutes often occur in repeated normal 
curves, only greater deflections can be evaluated. Occasionally precipitated 
emptying occurs, and sometimes strong delays of twenty minutes and 
more. 

(3) Quantity secreted —The quantity secreted, i.e., the quantity of gastric 
juice secreted in the first hour after the discharge of the caffein test-drink, 
is normally also subject to considerable variations. But even in those cases ın 
which the normal values found in the preliminary experiments did not alto- 
gether coincide, the changes taking place under emotional influence are so 
great that they must undoubtedly be registered as results of emotions. In the 
large majority of the tests an increase of secretion was observed under emotional 
influence. This increase is often very substantial. Thus in Experiment 9 
values of 24 and 27 c.c. were found in two preliminary tests ; under the influence 
of disgust the quantity secreted rose to 118 c.c. In Experiment 19, with an 
average secreted quantity of 95 c.c., the suggestion of a depressing experience 
caused an increase to 206 c.c. In other cases reductions of secretion occurred 
which may, as in Experiment 3, lead to complete cessation. 

If one brings the changes of acidity due to emotion into relation with the 
corresponding changes of quantity secreted, one finds sometimes homogeneous 
and sometimes heterogeneous changes. In those cases in which decrease of 
acidity goes hand in hand with increase of secretion, or increase of acidity 
with decrease of secretion, it might be possihle that these are cases of dilution 
or concentration of the acid. All the more noteworthy, therefore, are those 
cases in which hyperacidity can be demonstrated in spite of increased secretion. 
They prove that, as in salivary secretion, there is a direct emotional influence 
on the production of the gastric acid. The same applies to the observations 
in which a reduced acidity occurred with reduced secretion. The change of 
acidity, therefore, cannot be explained by dilution and concentration 
alone. 

Further experiments concerned the question as to whether, and how far the 
deviations that were found could be brought into definite relation with the 
type of emotion experienced, and especially whether certain definite emotions 
always elicited the same kind of changes. 

As in every stimulus-reaction problem, so also in this one, the result of the 
reaction is dependent on the nature of the stimuli and the constitution of the 
reacting system. The ideal of uniform stimuli—qualitatively and quantita- 
tively equal emotions—can, for very obvious reasons, never be attained. In 
the same way, the reacting system—the subject—will probably vary in 
responsiveness on different test days in a somato-psychical respect. 

With this restriction one should attempt to discover whether, with approxi- 
mately equal stimuli—equal emotions—similar results are reached with the 
same subject on different days. It could be shown that this was the case to a 
great extent. The degree of reaction is subject to certain vanations in the 
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same subject on different days; the direction of reaction remains constant. A 
subject, for instance, who reacted to disgust with hyperacidity behaves in the 
same manner upon repetition (Fig. I). 

Generally speaking it was desirable to find out whether the same emotions 
lead to similar results in different subjects. A comparison of the curves makes 
it evident that there is no rule in this respect. The same emotion causes 
hyperacidity in one subject and hypoacidity in another, and varying quantities 
of secretion in others (Figs. 2 and 3). 

It is especially noteworthy that this variability of the findings also applies 
to disgust. Pavlov’s classical experiments have taught that appetite and 
juice production are equivalents. Heyer and many others have demonstrated 
that the same mechanisms as those in Pavlov’s dogs are present in humans. 
It was to be assumed that disgust would cause an inhibition of secretion and 
acid. The relevant observations of Heilig and Hoff, Bennet and Venables 
have been mentioned above. On the other hand our tests have revealed that 
extreme disgust causes a great increase of secretion in many—eight out of 
twelve—subjects. Five of our subjects registered a considerable increase ot 
acidity under the influence of disgust. Our subjects were under conditions 
in which strong dislike was felt for all food during the test and often for many 
hours afterwards. We infer from our tests that great dislike of food, just as 
desire for food, often causes an increase of secretion and acidity in the gastric 
juice, and that the appetite is largely independent of gastric juice and acid 
production. 

The complete irregularity of the emotional gastric reaction of different 
persons to the same emotion was in contrast to the regularity of a uniform 
reactive behaviour of the same subjects to varying emotions. There are 
persons who always react “sour’’ under the influence of the most varying 
emotions (joy, sadness, anger, fear and disgust) (Fig. 4), others who always 
react with hypoacidity (Fig. 5), and again others who express their emotional 
reaction by a change of the volume secreted without essential change in the 
acid secretion (Fig. 6). The manner of reaction is personally and typically 
determined. 

When one takes into consideration that the same results were reached with 
regard to the secretion of saliva, one is led to the examination of the behaviour 
of salivary and gastric secretion in the same persons. In eight out of ten 
subjects thus examined a parallel behaviour ot salivary and gastric secretion 
was revealed. Persons who increase salivary secretion under the influence of 
emotion also increase gastric secretion (plus types) ; persons who decrease 
salivary secretion under the influence of emotion also decrease gastric secretion 
(minus types). There are, therefore, two biologically distinct types of humans 
— plus and minus tvpes—which can be differentiated by means of the secretory 
behaviour of their salivary and gastric glands under the influence of emotion. 

We have tried to bring the established plus and minus types into relation 
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to the hitherto known reaction types which are of clinical value. No corre- 
lations were revealed with the visceral types of Eppinger and Hess—vagotonia 
and sympatheticotonia—established by the aid of pharmacological examination 
with adrenaline. There is, however, a considerable similarity between the 
plus and minus types observed by us and the constitutional types established 
by E. R. Jaensch and W. Jaensch. W. Jaensch and C. Mandowsky have 
examined our cases by sensorial-physiological and experimental-psychological 
methods which cannot be described here in detail. Without knowledge of 
our findings the plus type was found to be a type of individual which tends to 
a psycholabile form of reaction. The minus type, on the other hand, does not 
show this kind of reaction according to the method applied. W. Jaensch and 
C. Mandowsky have given a more detailed report on this. 

We summarize our findings about the emotional influence on the gastric 
secretion as follows : 

(1) As shown by our experimental method, changes of acidity, quantity of 
secretion and time of emptying occur in the gastric juice under the influence 
of emotions. Hypo- and hyperacidity, increase and decrease of the quantity 
secreted, reduction and extension of the emptying time are observed. Hista- 
mine-refractory achylia can develop. 

(2) The same emotion in the same subject cause the same changes on 
different days. | | 

(3) The same emotion in different subjects frequently cause different 
changes. The examination included the influence of disgust, joy, sadness, 
fear and anger ; disgust can also stimulate secretion and acidity. 

(4) Different emotion in the same subject always cause the same changes. 
The form of reaction seems to be established according to types. There are 
secretion and acidity types, hyper- and hypo-acid reaction types. 

(5) Emotional influence on salivary and gastric secretion takes an identical 
course. There are persons who show increased salivary and gastric secretion 
with every emotion (plus types), and others who always show a decrease (minus 
types). 

(6) The established plus and minus types do not coincide with the vegetative 
types of Eppinger and Hess ; there is coincidence with the types established 
by E. R. Jaensch and W. Jaensch. l 


(2) Gastric Motility. 


Secretory and motor functions of the stomach are inseparably connected 
with one another ; acidity and quantity secreted are largely dependent on the 
mechanism of emptying. It has been shown above that the emptying time 
is frequently emotionally influenced. The psychic influences on the gastric 
motility have been subjected to a special investigation. The psychic influence 
on the motor expulsive faculty and on gastric tonus has been examined with 
special methods in animal experiments and in humans. 
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Cohnheim and his collaborators have demonstrated that the showing of 
food and water to hungry and thirsty animals causes a stimulation of gastric 
peristalsis. Psychic secretion must therefore be supplemented by psychic 
motility. Psychic motility precedes the psychic secretion (Magnus). The 
influence of emotion on gastric motility was first determined by Cannon. In 
1898 he reported roentgenological observations in cats. It occurred to him that 
in a group of cats (mostly male) peristaltic movements of the gastric wall could 
not be traced. The reason given for the varying behaviour of the animals was 
their temperament. Animals which resisted being tied down, or otherwise 
became excited, showed no peristaltic waves. Dogs, rabbits and guinea-pigs 
behaved identically when excited. Cannon’s findings have been confirmed 
in dogs roentgenologically (Lommel), with the exposed stomach (Cohnheim), 
and by introducing a balloon into the stomach (Carlson). Graphic registration 
of the gastric movements of a rabbit by means of a Marey drum led to similar 
results (Auer). According to Carlson, all kinds of excitation—of a pleasant or 
unpleasant nature—inhibit the gastric movements. Luckhardt observed 
inhibition of gastric peristalsis in dreaming dogs. 

A large number of observations concerning psychic influence on the gastric 
motility in humans are known from older times (Galen, Falconer, van Helmont, 
Hoffmann, Haller, Beaumont); but not until the Roentgen era could these 
findings be properly evaluated. It is known from clinical experience and series 
of examinations that the gastric tonus and peristalsis in the same person, in 
repeated examinations, are subject to substantial variations, in healthy and 
especially in nervous people (Barclay, Ryle, Assmann and others). Heyer, 
Heilig and Hoff found roentgenologically that suggested appetite stimulates 
gastric peristalsis and that suggested disgust inhibits it. According to Hurst 
the emptying time is extended by dislike of the bismuth meal, and according 
to Haudek and Stiegler through “ psychic irritability and vexation ”. An 
example of strong prolongation of emptying time through emotion is quoted 
by Alvarez. Retardation of the time of emptying through examination fear 
was observed by Miller, Bergeim, Hawk. In fright, and fear of punishment, | 
Wingate Todd and Kuentzel found inhibition of gastric peristalsis and relaxa- 
tion of tonus. Investigation of psychic influence on gastric tonus were partly 
carried out tonometrically after introduction of a rubber balloon into the 
stomach, and partly roentgenologically (Danielopulu, Dumas, Brunswick, 
Luckhardt, Rogers, Martin, Wingate Todd, Kuentzel, Heyer, Heilig, Hoff, 
Barclay). There are relationships between appetite and gastric tonus. Show- 
ing (Barclay) or the suggestion (Heilig and Hoff) of savoury dishes improve 
gastric tonus. Dislike of food or other emotions lead to a relaxation of gastric 
tonus. Under the influence of disgust (smell of asafcetida), in fright (slamming 
of a door), and immediately before fainting, Barclay observed a distinct sinking 
of the lower gastric pole. Heyer reports on two female patients who consulted 
him complaining of lack of appetite, a feeling of heaviness in the abdomen 
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and constipation. Suggestion of disappearance of their complaints led to the 
disappearance of previously existing gastroptoses, which increased upon 
suggestion of an aggravation of the troubles. In a similar case observed by 
us in which aversion for the sexual partner was at the base of the gastroptosis, 
it was possible to lift the highly ptotic lower gastric pole by 10 cm. by psychic 
influence. We shall refer to this case later on. 

These observations caused us to study emotional influence on gastric 
tonus also, in patients with normal toned stomachs. Without knowedge of 
our results, investigations in the same direction were carried out by Charman- 
darjan, Platonow and Bestschinskaja with the ordinary complete barium 
meal. In the suggestion of emotions in hypnosis these authors observed 
changes varying according to the type of emotion suggested ; thus increase of 
peristalsis and tonus with the suggestion of joy, decrease with sadness, varying 
changes (scare), etc. Since the ordinary complete barium meal gave no clear-cut 
results, we proceeded to compare X-ray pictures of gastric mucose with and 
without emotional influence. 

Our procedure was as follows : Under deep hypnosis the subject was 
subjected for half an hour to as strong emotions as possible. At the climax 
of emotion an X-ray picture of the gastric mucosa was made. In order to 
fulfil the same experimental conditions the control was also carried out in 
resting hypnosis. The X-ray pictures at rest, and in emotion, were made at 
intervals ot a few days. In one case radiography of the gastric mucosa was 
carried out immediately after that in hypnotic rest. 

Our investigations, the roentgenological evaluation of which was carried 
out by Prof. Cramer, led to the following results : 


(1) Maria A—. In hypnotic sleep there is a normally directed and normally 
configurated relief of the mucosa folds, starting from the body of the stomach 
and running to the antrum. 

Twenty-four hours later the mucosa X-ray picture of the same patient in 
hypnotic sleep and under the emotion of fear shows a definite remodelling of the 
entire mucosa appearance. The stomach is even more tonic, almost spasticallv 
contracted, and shows especially in the corpus, but also in the angle, an only just 
recognizable, flat formation of folds (the principal fold also seen in the previous 
examination). 

Up in the corpus and down to the angle a cnbriform, cancellous pattern has 
appeared which, according to previous experience, should certainly be interpreted 
as gastritis. 

(2) Sch—. The delineation of the mucosa in sleep and in emotion is fairly 
even and regular. In the angle the gastric wall is slightly puckered. 

(3) Anna M—. 

Sleep: The folds in the corpus show an even and well-marked delineation up 
to the caudal pole. 

The stomach has a fish-hook-like configuration: the pars ascendens is shown 
independently, although covered by secretion and slightly blurred. 

Emotion : In the corpus ventriculi the folds of the mucosa are in general 
well preserved, but somewhat thrown up by motor movement of the gastrıc 
wall. 

On the other hand, the pyloric orifice and the pars ascendens are drawn right 
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up to the corpus by a great hypertonus of the antrum and the angulus, whereby 
an angular formation originates between pars descendens and ascendens, which is 
also shown in the flow of the folds. 

One can hardly speak of an alteration of the mucosa relief in this case, but of a 
considerable alteration of the tonus. 

(4) Vera S—. Position and form of the mucosa relief are the same in hypnotic 
sleep and in emotion; possibly a relaxation of the tonus can be observed within 
the whole corpus and antrum (on the emotion X-ray). The deflection is not very 
precise. 

(5) Lotte S—. In sleep the stomach already shows a fairly strong hypertonus 
and a tendency towards tapering of the antrum. The hypertonus has become 
slightly more marked during the induced emotion, but in principle it does not 
ditfer fundamentally from the pictures in sleep. 

(6) Minna K—. In sleep the mucosa relief and the external shape of the 
stomach are normotonic with well delineated folds associated with full development 
of the antrum. 

In emotion a cramp-like, spastic contraction is found, occasionally in the 
corpus and always in the antrum, which only permits a partial development 
and, in one picture, gives the illusion of an irregular, jaggedly outlined defect- 
formation. 

(7) A. B—, medical student. Before the emotion there is a parallel mucosa 
delineation which may be termed physiological. The folds towards the antrum 
are rather more delicate than broad. 

In the emotion of disgust there is a more marked remodelling of the folds 
primarily due to the extraneous tonus, and a repeatedly observed tendency to 
involute the small curvature in the form of an angulation due to a gathering of 
the antral section towards the corpus. 

(8) Marie An— (subject was examined at rest and in emotion in one session). 
In quiet sleep the relief picture shows very smooth, parallel folds. This pattern 
becomes disorderly under the influence of the emotion. 


If we summarize these observations it can be shown that in five out of 
eight cases we demonstrated distinct changes of tonus from studies of the 
mucosa under the influence of emotion conditioned in hypnosis. These changes 
of tonus, moreover, all moved in the direction of an intensification of tonus, 
which is reminiscent of the intensification of the vagus tonus as described by 
Klee. It was shown how, by increase of the peristaltic tonus in the corpus 
ventriculi alone and without any traceable direct participation of the muscu- 
laris propria mucos&, a puckering of the gastric wall can effect a remodelling 
of the mucosa relief which is quite analogous to the pictures of the relief of the 
gastric wall which have hitherto been interpreted as gastritis. In various 
cases it could be shown how, with increasing intensity of tonus, an initial slight 
disturbance in the folds eventually led to their entire irregularity. Similar 
observations were made concerning the remodelling of the angulus, which, by 
a contraction of the pars ascendens towards the gastric corpus, appears acutely 
angled. The finding is specially typified by a steep angulation of the mucosa- 
folds at the angulus. These pictures also correspond to Klee’s vagus-pictures. 
In a certain respect our experimental results provide a link with the obser- 
vations of Assmann in gastric neuroses. But we would assume that in our 
special cases the changes of the mucosa come about without involvement of 
the muscularis propria mucose. 
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GASTRIC NEUROSES. 


By a consideration of these affect-physiological changes of secretion and 
motility one may arrive at an understanding of gastric neuroses. It may be 
assumed that all changes occurring during emotion can be found as more or 
less marked symptoms in the clinical aspect of gastric neuroses. Subjectivelv 
they appear as gastric pressure, feeling of repletion, pain, anorexia, bulimia, 
nausea, or, objectively, as eructation, regurgitation, rumination or vomiting. 

The older clinicians, up to the first decade of this century, generally limited 
themselves—often with detailed discussion of the mechanism concerned— 
to a purely descriptive account of the disturbances occurring, without doing 
sufficient justice to their psychological content. The usual text-book descnp- 
tion differentiates sensory, motility and secretion neuroses, wherein the mono- 
symptomatic forms are treated separately from the polysymptomatic, the 
nervous dyspepsias. 


I. Sensory Neuroses. 


The sensory neuroses include—curiously enough according to the most 
modern text-books : . 

(1) Under the terms “ gastralgia’’, “cardialgia’’, “ gastrodynia’’, etc., 
the sum of the sensations occurring spasmodically, together with discomfort 
localized in the gastric region (gastric pressure, pyrosis, boring, spastic pain, 
nausea, etc.) ; and— 

(2) Quantitative and qualitative disturbances of appetite. 

With reference to (1), the gastralgias of olden times associated with motor 
disturbances of gastric functions (cardialgia spasmodica of Friedrich Hoffmann) 
comprised, putting first and stressing only the purely subjective factor, a 
multitude of the most heterogeneous disturbances, ranging from the gastric 
pressure of hysterics, through the pain of ulcer, to the gastric crises of tabetics. 

With a closer definition of the concept, there remain, as alone belonging to 
the gastric neuroses, sensations in the gastric region, which are clearly dependent 
on psychic factors, whose functional origin is rather obscure. For the older 
literature we refer to Todd, Schmidtmann, Pemberton, Johnson, Ewald, Buch, 
Meltzer, Oser and others. 

With reference to (2), disturbances of the appetite, which, however, pro- 
bably have nothing to do with the sensibility of the stomach, and hence with 
the sensory neuroses, can occur on a psychoneurotic basis. 

Psychologically conditioned lack of appetite (nervous anorexia) includes a 
number of different syndromes: lack of food desire, rejection of food because 
of fear of consequences without anatomical foundation (Einhorn’s sitophobia) 
and, in a closer sense, refusal of food from disgust and aversion to all nourish- 
ment (siticirgia of Sollier). The anorexia of psychotics must be eliminated. 
The subdivisions of numerous French authors can be more or less dispensed 
with. 
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Anorexia nervosa is a well-defined entity which, after a few precursors 
(Morton, Naudeau, Whytt, Briquet), was first fully described by W. Gull in 
1868 and, independently of him, by Lasegue in 1873. The disturbance 
mostly develops in women between I5 and 20 years of age, and consists 
in a sudden or gradual rejection of certain food, later on to extend to all 
nourishment. As opposed to organically conditioned anorexias, the patient’s 
well-being is usually not essentially affected. At the beginning of the dis- 
turbances there is often a marked, general motor hyperactivity (Laségue, 
Fenwick). The anorexia is often preceded or followed by amenorrhaa ; other 
endocrine disturbances are less common (Leede, Comby and others). In spite 
of very scanty alimentation—a patient of Laségue maintained herself for six 
months almost exclusively on coffee and milk—the patients do not lose much 
weight. Gull, Stiller and others had already assumed that a restriction and 
adaptation of metabolism must take place—an assumption which was quanti- 
tatively corroborated by Magnus-Levy, Leede, Berkmann and our own find- 
ings. A reduction of metabolism to — 40%, was shown by Berkmann, and a 
reduction of — 76% in an extreme case of our own. With further develop- 
ment of the disturbance, however, there may be considerable substantial loss 
of weight. Isolated fatal cases have been observed, sometimes primary, 
sometimes secondary, owing to other illness (Gull, Charcot, Leyden, Marshall, 
Stephens Lockhart, Elliot). The psychic origin and psychological content 
of the disturbance was very early recognized and appreciated. Laségue, 
and after him many others (Charcot, Glax, Leyden, Lauder Brunton, Dubois, 
Dejerine, Allison, Picton, Davies, Venables and others) pointed out the presence 
of an emotional origin—for example, an unhappy love affair, matrimonial 
quarrel, bereavement, etc. In other cases such tendencies as a wish to remain 
or to become slim, a desire to attract attention, evasion of social difficulties, 
etc., can usher in the disturbance, which then leads to an abstention from 
nourishment, which can no longer be controlled by the will (Deniau, Sollier, 
Déjerine, Gauckler, Schnyder, Nathan, Levi, Lyon, Clow and others). Deniau 
(1883) had already recognized that desire for cleanliness, aversion from animal 
functions, and disgust with life, to which Sollier referred, could find their 
expression in anorexia. According to more recent observations in the sphere 
of individual psychology, authority conflicts may be found in almost every 
case of nervous anorexia (Langdon Brown, Crookshank, Carruthers, Young). 
Langdon Brown assumes that the desire to remain small, not to grow up, is 
at the base of the disturbance. All ascetics and sectarians, religiously inspired 
or not, who practise oral chastisement, are to be included in this category. 
According to the analytical interpretation, one could assume that self-punish- 
ment for prohibited oral-aggression desires expresses itself by this syndrome. 

Compared with the fairly frequent nervous anorexias, especially in their 
slighter forms, the very rare intensifications of appetite on a purely neurotic 
basis, bulimia (morbid intensification of sense of hunger), polvphagia (morbid 
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intensification of the eating desire), acoria (lack of sense of satiation), as well 
as the abnormalities of appetite, illustrated by absurd examples in the older 
literature—lycorexia, cynorexia, allotriophagia, geophagia, etc.—are of little 
significance (Fenwick, Deniau, Oser, Bouveret, Rosenthal, Leo, Boas, etc.). 


2. Motility Neuroses. 


(1) Spasms and motor conditions.—The opinion that a diffuse spastic state 
of the stomach, together with decrease of size, can occur ab animi affectionibus, 
especially through rage or fright, goes back to Fr. Hoffmann (1600-17-42). 
He gave to this state the name cardialgia spasmodica, with which he contrasted 
the already known cardialgia flatulenta. This term, unhappy in varous 
respects, owing to its combination of the ideas of spasm and pain, which were, 
without proof, assumed to originate in the cardia, provoked a dispute which 
exists to this day. Most authors agree that painful spasms can occur on a 
psychoneurotic basis in different sections of the stomach (L. R. Müller, Mathieu, 
Roux, Hurst, Ryle, etc.). Our own findings (see above) tend in the same 
direction. Fleiner's attempt to rejuvenate the doctrine of gastric spasms 
by establishing a new clinical entity, the spastic retention-dyspepsias, was not 
successful. A special form of gastric motility neuroses dependent on emotional 
and sexual excitations was described by Kussmaul as peristaltic flutter— 
tormina ventriculi nervosa. The older literature is rich in examples of gastric 
atonias, plegias and ectasias with a nervous basis. Some of these, in all 
probability, may be based on wrong diagnoses. 

(2) Eructalio nervosa—aerophagia.—Nervous eructation consists of spas- 
modic, usually audible, and distinct discharge of an odourless and tasteless 
gas through the mouth. In severe cases the eructations can continue for 
hours. 

The mechanism of the disturbance is much contested. There is agreement 
that the eructated gas is air, but there is argument as to how the air reaches 
the stomach. Desjardin (1814), Magendie (1815), Willieme, Piorry, Quincke, 
Glax and others assumed that the air was swallowed. The term “ aerophagia ’”’ 
originated from Bouveret. Others voiced the opinion that the air was aspi- 
rated, or that at least both factors, aspiration and swallowing, played a part 
(Oser, Weissgerber, Linoissier, Cramer, etc.). It may be a pure acrophagia 
(aérophagie a sec, according to Mathieu), a combination with sialophagia, or 
a combination with the absorption of food. Much accumulation of air in the 
stomach causes a sense of repletion and, owing to close relation with the 
diaphragm and the heart, a sense of oppression, dyspnoea, tachycardia, etc. 
(Römheld’s symptom-complex), asthma dvspepticum (Henoch). With opening 
of the pylorus the air may be expelled into the intestine and cause pneumatosis, 
tympanites. Detailed accounts of the mechanism of aerophagia and eructatio 
nervosa may be found in Bouveret, Tecklenburg, Mathieu and Roux. 


1935.| BY ERICH WITTKOWER, M.D. 581 


Swallowing and eructation of air certainly occur under widely different 
circumstances, and from many different causes. The psychic content of the 
disturbance was taken into consideration, in the older literature, only in so far 
as the frequency of the occurrence in neurasthenics and hysterics was stressed. 
Attempts were made to explain the origin as due to habit, with uneasiness in 
the gastric region, or to errors in the technique of eating. Rosenbach pointed 
to an emotional intensification of the symptoms. The deliberate production of 
aerophagia has been described at different times. Already Desjardin had 
reported the case of a young man who evaded conscription by pumping his 
stomach full of air. There remains a group of aerophagias, summarized by 
Mathieu under the term “involontaire et inconsciente, méconnue par sa 
nature vraie ’’. 

(3) Regurgitation, rumination, vomitus nervosus.—Similar in their clinical 
appearance, and probably closely related in a functional pathogenic sense, are 
regurgitation, rumination and nervous nausea. In all three disturbances— 
shortly, or some time after meals, without effort, nausea or choking sensation— 
the food is brought up, and either swallowed, chewed or spat out. 

(a) Rumination.—Since the classical account ot Fabricius of Aquapendente 
in 1618, and since Peyer’s Merycology of 1685, the picture of rumination— 
merycism—has been described and studied innumerable times. A thorough ` 
summary of the older literature is to be found in Poensgen’s prize essay (1882), 
and in Johannessen (1886) and Singer (1893). 

According to the older literature, the mechanism of rumination—contrary 
to that of vomiting—does not require the help of the phrenic, abdominal and 
gastric muscles. The discharge of food is said to be due only to aspiration. 
According to other accounts—especially those based on roentgenological observa- 
tions—there is no difference in principle between the mechanisms of rumination 
and vomiting (Brügel, Desternes, Schütz, Kreuzfuchs). Already by the middle 
of the last century, e.g., by Dumur (1859), cardia insufficiency was held to 
play an important part in the explanation of the occurrence of rumination. 
Pathological-anatomical findings in ruminants (bulging in the lower part of 
the cesophagus, displacement of the antrum cardiacum above the diaphragm) 
have lately supplied a plausible explanation (Arnold, Zenker, Fleiner, Zusch, 
Luschka). 

‚#tiologically, the older literature on rumination is entirely fettered by the 
opinion that rumination in humans should be identified with the same process 
in anımals. Accordingly there are phantastic descriptions of ruminants with 
horns, the offspring of sinful relations between man and cow, or those whose 
mothers had had a “ maternal impression ” of a cow. The significance of 
habit and imitation was soon recognized. It was found that people living 
among cows could acquire rumination (Perinetti, Sennertus). Ruminating 
familics have been observed (Horstius, L. R. Müller and others). Körner saw 
rumination occurring in children following the example of a nurse. The 
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frequency of rumination in neuroses, hypochondria, hysteria and mental 
diseases has been often described (J. P. Frank, Friedreich, Singer, etc.). Psycho- 
logical excitations aggravate or decrease the rumination (Singer, Vorkastner). 

(b) Vomiting. —In contrast to vomiting of organic origin, nervous vomiting 
—vomitus nervosus—occurs, as already mentioned, without any special 
choking sensation, without any special nausea, and either dependent on, or 
independent of, the absorption of food. Even directly after the vomiting, 
the general condition is not much affected. Only after a longer period loss 
of weight commences. 

The older literature gencrally limits itself, without discussing possible 
psychological influences, to the description of cases in which hysterical vomit- 
ing is inferred from the clinical picture, the presence of other hysterical 
symptoms, the absence of organic changes, and the extreme suggestibilitv 
(J. P. Frank, Louyer-Villermay, Fenwick, Bristow, etc.). Barras quotes one 
of J. P. Frank’s observations concerning a woman who could only retain the 
food she had taken when in a bath, and who eventually had to take all her 
meals in the bath. Charcot cured a boy with intractable vomiting bv cold 
showers ; a patient of Lasegue, a boy, æt. 9, could take only milk flavoured 
with orange-water sent from the dispensary ; when he found out the deception 
he commenced vomiting again. Some psychologically well-defined examples 
are given. The significance of habit, and of imitation, is emphasized (Tuckwell, 
Stiller). The example of the husband who joined in the vomiting of each 
of his wife’s pregnancies 1s well known (Weir Mitchell.) 

Among the emotional factors, naturally, disgust plays a dominant part. 
Barras (1827) reports the case of a colleague and fricnd who had such a decided 
aversion to olive oil that he often vomited when passing houses in Spain in 
which the cooking was done with oil. One of Carter’s patients vomited under 
the impression that her pudding was prepared with putrid cats’ entrails ; the 
vomiting only subsided after some time, when the patient had recognized the 
origin of her disturbance. In other cases the vomiting is preceded by other 
strong emotions (death of the father, dissolution of an engagement, etc.) 
(Ewald). Often the desire to attract attention, or to evoke pity, plays a part 
(Stiller). A peculiar form of vomiting was described by French clinicians as 
“ vomissement par inhibition vitale” (Deniau, Fabre). Von Leyden called 
attention to periodic vomiting occurring in certain cycles (2, 4, 8 weeks). 
Hzmatemesis and even uremic vomiting are listed among hysterical vomiting 
(Laycock, Charcot). 


3. Secretory Neuroses. 


It is implicit in the nature of the subject that gastric secretion neuroses 
do not constitute a disease surt generis. Statements in the older literature, 
mostly based on insufficient laboratory technique, and lacking a precise dis- 
tinction between psychological influences and nervous influences of a different 
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kind, can be relied upon still less. One may only note the fact that it has been 
held for a long time (Pemberton, Copland, Todd, Budd, Trousseau, Stiller, 
Ewald, etc.) that, under nervous, and especially psychological influence, dis- 
turbances of the, gastric secretion (hyperacidity, hypoacidity, anacidity, 
increased and reduced secretion) can occur. Fairly uniform syndromes are: 
“ digestive hypersecretion ’’ (Strauss, Zweig, Calvo, Boas), and ‘ continuous 
flow of gastric juice’’ (Reichmann’s disease). In digestive hypersecretion, 
which is found in many varied clinical conditions, Zweig stresses the dependence 
of emotional influences. How far Reichmann’s disease, which manifests itself 
clinically in fits of vomiting, can occur as a psychoneurotic symptom cannot 
be gathered from the hterature. Its position as a special clinical entity, just 
as that of gastroxynsis (Rossbach), can hardly be maintained. 


4. Nervous Dyspepsia. 


The thoroughly vague clinical picture of nervous dyspepsia, which has been 
subjected to considerable change and differentiation in the course of time, 
and by different authors, includes in its widest definition all disturbances 
originating in the stomach, and, in its strictest sense, the manifold changes 
occurring under psychological influence, subjectively related to the stomach, 
and objectively located there. 

The history of nervous dyspepsia goes back to Cullen, where one finds for 
the first time the term ‘dyspepsia’’, and a fairly detailed description of the 
appearance of the disease. The early nineteenth century was dominated by the 
influence of Broussais, who—as a reaction to the speculative exaggerations of his 
times—adopted a purely anatomical attitude, rejected the concept of neuroses, 
which had been familiar since Willis, Boerhaave, Pinel, and merely recognized 
inflammation, phlegmasia, as the cause of the disease. Misinterpreting post- 
mortem findings, he established gastro-enteritis as one of the most frequent 
diagnoses. He subjected his patients to lengthy hunger cures, and rendered 
them anemic by the frequent application of 30 to 40 leeches in the gastric 
region. Broussais was oppcsed by Laségue, Andral, Chomel, Magendie, 
Barras, and Schmidtmann. Barras, suffering himself from a gastric neurosis, 
had consulted physician after physician in vain, and had undergone Broussais’ 
cure, until he was eventually cured under special psychic circumstances. 
Barras wrote an excellent book, still worth reading to-day, on gastralgias, 
which also deals adequately with the problem of gastric neuroses. In spite 
of this and other forerunners (Trousseau, Brinton, Habershon, Chambers, 
etc.), the concept of dyspepsia only became prominent from the time of 
Leube. In Leube’s opinion dyspepsia was due to an intensification of physio- 
logical digestive processes—a peripherally located hypersensitivity of the 
gastric nerves. It is impossible to embark upon the multitude of papers 
dealing with dyspepsia at the turn of the century. What is of interest in this 
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connection is the fact that it was argued whether the psychical changes found 
in dyspeptics were of primary or secondary origin. Glénard’s opinion, to 
ascribe all cases of nervous dyspepsia to enteroptoses, found much approval 
(Féreol, Hayem, Dujardin-Beaumetz), but also opposition (Ewald). According 
to Beard, Glax, Richter, Burkart, and especially Ewald, dyspepsia was regarded 
as one of the symptoms of neurasthenia and hysteria. The affective, eliciting 
factor was dealt with by numerous authors, but generally regarded as only an 
occasional cause (Glax, Bouveret, Stiller, Leyden, etc.). Rosenbach, who 
established a special disease-concept with the name “ emotional dyspepsia ’’, 
stressed the significance of emotions, and especially of fright, in the occurrence 
of dyspepsia. Strümpell believed the cause of dyspepsia to be primarily 
ideological. According to Strümpell “ gastric disease does not make a hypo- 
chondriac, but hypochondria leads to gastric troubles’’. Fundamental 
investigations were carried out by Dreyfuss, who examined the dyspeptics of 
the Krehl clinic from a psychiatric point of view, and arranged them according 
to a classification which, however, can no longer be maintained to-day. 

The concept of nervous dyspepsia is—like many other terms—hardly any 
longer included in the contemporary medical nomenclature; but one need 
not go as far as Katsch, and throw all the older observations—one may well 
say facts—on to the scrap-heap. If one takes the trouble to work through 
and ponder over the older literature, it will be found that, in a fairly haphazard 
medley, all gastric symptoms which were not clearly organically conditioned 
were regarded as neurotic. It could be shown that “idiopathic ’’, and even such 
disturbances as are to-day unmistakably recognized as organic, were counted 
among the neuroses. For certain forms of disturbances of appetite and of 
vomiting the psychic cause was regarded as certain, for some cases of eruc- 
tation, rumination and pain sensation as probable, and for spastic-atonic 
disorders and secretory changes as possible. In the natural course of progress 
the unnecessarily inflated concept of neurosis was narrowed, by eliminating 
organically conditioned disturbances, and by reserving the term “ gastric 
neurosis ’’, according to the stricter definition, for psychoneuroses definitely 
linked to the stomach, and by concentrating on their psychological origin and 
meaning. Researches of the last decades have served two chief problems : 
the precise demarcation of organic diseases and the psychological understanding 
of gastric neuroses : l 

(I) Under the leadership of von Bergmann the necessary “ demolition ’’ 
(Abbau) of the gastric neuroses has been carried out in the course of the last 
few years. With refinement, perfection and improvement of clinical diagnosis. 
it was found out that in many supposed gastric neuroses, ulcers, cholecvsto- 
pathies and pancreatic diseases could be shown to be the real cause of the 
troubles. On the basis of surgical experience gathered from excised parts of 
the stomach (Konjetzny, Orator, Stoerck, etc.), of the results of gastroscopy 
(Schindler, Hubner, Hohlweg, Korbsch, Gutzeit), and especially of mucosa 
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photography (Rendisch, Forssel, Ackerlund, Stierlin, Chaoul, Berg), v. Berg- 
mann also pointed to the frequency and importance of chronic gastrites, often 
misjudged as neuroses. And ultimately, owing to the roentgenological findings 
of Ackerlund, Oehnell, Key, Healy, H. H. Berg, Barsony, Schatzky, Knothe, 
etc., to the pathological findings of Anders and Bahrmann, and to the animal 
experiments of his collaborators Dietrich and Schwiegk, he recently gave 
special emphasis to the significance of the hiatus (diaphragmatic) hernia. In 
the herniation of the upper section of the stomach through the hiatus of the 
diaphragm, technically known as traction-luxation, he believed he had found 
an explanation for some cases of cardialgia, rumination, aerophagy, eructatio 
nervosa and anginoid troubles. He substitutes for Römheld’s symptom- 
complex the term “ epiphrenal syndrome’’. From his total findings he reaches 
the conclusion that in the diagnoses of gastric neuroses faulty diagnoses have 
frequently occurred, or that, at least, local pathological or functional changes 
are the cause of, or correlated to, the distinct type and the localization 
of the complaints. In his opinion, ‘ pure ’’ neuroses, without functional or 
pathological basis, are scarce, if they occur at all. 

(2) The psychological factor in the causation of gastric neuroses has been 
stressed during recent years in the first place by Katsch, Hansen, Heyer, 
von Weizsäcker, Langdon Brown, and Crookshank. 

In our own account, to avoid repetition, we deliberately waive a classifica- 
tion based on the typical symptoms enumerated above, and merely endeavour 
to deal adequately with the various clinical aspects of the gastric neuroses 
from a psychological point of view. 


CasE 1.—G. G—. A young girl, æt. 18, was sent to us by the school physician 
because she had vomited every morning, for the last half year, during the first 
lesson. The school physician inquired whether the patient should be granted 
facilities during school hours. 

The vomiting occurred for the first time following an experience of extreme 
disgust. The patient witnessed a railway accident in which a workman was run 
over and dismembered by a train. The corpse of the workman was carried past 
the patient. The patient became extremely excited, felt nauseated, and refused 
food for some days. 

In many other onlookers the same experience probably did not elicit the same 
reaction. It may therefore be assumed that, on a constitutional or conditional 
basis, there was readiness in the patient for the degree of reaction, and perhaps 
also for the manner of reaction. 

She reacted with vomiting and refusal of food—a form of reaction which is 
intelligible as a psychological expression of her experience of disgust. It is 
possible that another spectator may have reacted differently to the same experience, 
e.g., by vasomotor disturbance. 

The reaction pursued an exaggerated and protracted course. Only after some 
days was the patient able to take food. We learnt, furthermore, that vomiting 
occurred almost every morning during the half year following the trauma. 

The vomiting always occurred during the first school lessons, so that the 
patient had to stay away from school. The presumption suggests itself that the 
symptom, semi-consciously or quite consciously, fulfils the wishes of the patient. 

Further conversation with the patient revealed that, since the accident, she has 
suffered from spasms of fear and crying ; obsessions related to persons she loves 
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have also since then been acquired. The obsession that her parents, or a friend, 
are stabbed or shot remains. Phantasies of dismemberment related to her parents 
also recur persistently. Ä 


The case, typical of a large number of further cases, and, incidentallv, 
without a local pathological clue, demonstrates the multitude of concurring 
effective factors, whose constellation is necessary to produce the special choice 
of organ and symptom. In the determination of the beginning and of the 
chief symptom manifested, the vomiting, the initial, emotional, traumatic 
experience was important. In the further elaboration of the symptoms a 
number of factors took part, whose mechanisms will have to be elucidated in 
detail. 

A direct involvement of the stomach in a neurosis developing after an 
emotional experience can, according to Moebius, Strümpell and Dreyfuss, be 
conditioned by imagination, in that the trauma involves an objective impression, 
or that through induction, imitation or identification, overvalued imaginations 
with distinct stomach relation are taken over. The term “ imagination 
neurosis ° (Katsch) does not seem to be adequate, as it does not do justice to 
the accompanying affective content which develops strong somatic influence. 

The presence of psychological over-reaction to a lesion must be assumed when, 
after an accident—e.g., a punch in the stomach—or after an injury, gastric 
symptoms are manifested which are in excess of the anatomical injury or the 
functional impairment. To this category also belong the “ grafted ” neuroses, 
which develop on the basis of organic disease. Gastritis, ulcers, etc., may be 
over-valued, and worked up to the pitch of carcinophobia, or the like. 

Especially effective, and recognized for many years (Déjerine, Gauckler, 
Leo, Schiff, Stekel, etc.), are “ iatrogenic ’’ factors—clumsy utterances and 
advice by doctors, as the following example shows : 


CASE 2.—R. N—, married woman, æt. 35, complains since about three years azo 
of gastric trouble. The trouble consists of gastralgia, which occurs independently 
of the absorption of food. Pyrosis and regurgitation are frequent. Vomiting 
never occurs. The appetite is good, but as a result of the gastric troubles the 
patient only dares eat small quantities. The patient lives exclusively on mashed 
vegetables, soups, potatoes and eggs, occasionally some chicken. The patient has 
lost considerable weight. She has been under the treatment of several doctors, 
who always diagnosed a gastric ulcer and prescribed a careful diet. 

Physically, especially in the stomach, no pathological changes were to be 
found. 

The negative findings induced us to assume the presence of a neurosis, produced 
by medical suggestion. Possibly a pathological basis existed originally. On the 
basis of the transference which had developed, it was possible to penetrate the 
neurosis. The patient’s attention was drawn to the fact that the stomach was in 
order. She was induced to return to a normal diet, which caused no trouble. 
Within a short time the patient gained considerable weight. 


The habitual, imitative or tdentificatory taking over of symptoms was 
already mentioned in the discussion of the older literature. Weir Mitchell's 
well-known example has been quoted of the husband who vomited on occasion 
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of the pregnancies of his wife. Roux reports similarly about a child who 
saw and acquired the intractable vomiting of an aunt suffering from gastric 
cancer; and Hurst describes the inhabitants of an island who vomited when 
excursionists arrived who suffered severely from sea-sickness. 


CasE 3.—L. N—, school-girl, æt. 18, a patient under our observation, had for 
half a year vomited after every meal; sometimes immediately, sometimes half an 
hour to one hour later. The vomiting occurred without nausea, and without special 
choking sensation. The appetite was undisturbed. 

No pathological changes were found referable to either the stomach or any 
other organ. Menstruation had ceased since the beginning of the disturbance. 
Finding at the gynecological clinic: genitals infantile, virgo intacta. 

In a frenzy of religious fanaticism the patient had chosen the Virgin Mary as 
an ideal which she strived to emulate in every respect. Her vomiting represented 
an imaginary pregnancy. Since the revelation of the psychic associations—three 


months ago—the patient has given up her vomiting altogether. The periods have 
not yet returned. 


In this case, and in others even more distinctly, it is shown that there 
is no direct link between the exciting psychological factors and the stomach. 
It can be established indirectly—starting from a traumatic origin—when, 

(a) An organic disposition is inherited, or acquired, or happens to exist 
at the moment of the trauma ; or when— l 

(b) The trauma links up with gastric function as psychological expres- 
sion, affect-physiologically, or as intelligible symbols. 

One may assume a casual organic disposition, if the symptom-complex is 
manifested by an organ which happens to be in a state of increased activity 
at the moment of the trauma. 

Bonhoeffer reports the case of a lady who, during a meal, was informed of 
an unexpectedly high increase in her rent. A swallowing inhibition imme- 
diately developed. The disturbance was removed by suggestive treatment 
in ten days. The assumption suggests itself that in this patient, susceptible 
for certain reasons, the choice of the organ was determined by the constellation 
existing at the moment of the trauma (Hansen). 

The inclusion of organic diseases in this group is not determined, as in the 
above-mentioned case, by the intensification of already existing stomach-linked 
symptoms with an organic basis, but (the most frequent modus according to 
v. Bergmann) by affective discharge in the direction of least resistance. 

A case under our observation could be interpreted in this sense : 


Case 4.—W. U—, motor-mechanic, æt. 21, complains, as far back as he can 
remember, of gastric troubles. The gastric troubles consist of pressure sensations 
in the gastric region, and occur independently of the absorption of food. Occa- 
sional eructations with a sour taste. Retention of feces; fair appetite. The 
patient sutfers from insomnia. 

The organic findings reveal the presence of gastritis. 

The patient had masturbated since his sixteenth year. He believed that the 
ejaculation was something morbid. He read in a book that masturbation was 
harmful, and feared tabes dorsalis. At the age of 19 first sexual intercourse. The 
patient performs coitus in the introitus or as coitus interruptus. Lately, deficient 
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erection; occasionally ejaculatio precox. In sexual dreams always ejaculatio 
pr&ecox ; frequent emissions. 

Lately the gastric troubles have always occurred in direct relation to coitus, 
masturbation, and pollution dreams. The patient is very concerned about his 


frequent emissions. 
The patient’s misconceptions with regard to the harm of masturbation, emissions 


and coitus were rectified. The patient was freed from the feeling of guilt. Sub- 
sequently the gastric troubles disappeared altogether; the insomnia was also 


cured. 
A gastric examination, performed after this successful treatment, still revealed 


findings of gastritis. 


An analogous observation is quoted in v. Bergmann’s Functional Pathology : 


“A young father vomited every morning since the death of his only son, the 
heir to the estate. The psychoneurotic vomiting only ceased in the course of 
time, with the relaxation of the affect experience. Examination revealed a 
histamine-refractory achylia, as a consequence of chronic gastritis which had 
caused an atrophy of the gastric mucosa—probably originated as a hematogenous, 
inflammatory reaction, caused by a war-time dysentery, aided by previous strony 
alcoholism—but now, at the time of grief, there was no potus. Originally the 
achylia only caused slight trouble; the psychological upset changed his total 
situation; in the new situation vomiting became the bodily manifestation of 
grief, determined by the inferior organ ; an acquired inferiority.” 


Both cases have in common the development of neurotic symptoms in an 
anatomically diseased organ. But even where the anatomical organ disposition 
is clinically not traceable, gastro-neurotic symptoms can develop following 
the influence of strong emotions (death of beloved persons, matrimonial dis- 
sensions, etc.), as is shown by examples of Leyden, Cohn, Rosenbach, L. R. 
Muller, Katsch, and our own observations. The reason why in these cases the 
stomach is chosen as the organ for neurotic reaction lics, apart from a con- 
stitutional readiness of the organ which is difficult to prove, in the expressive 
psychological content of certain gastric symptoms. Everyday expressions, 
such as “to stick in the throat ’’, “ to swallow an insult ’’, “ to find something 
sickening ", “ to stomach something ’’, etc., Adler’s “ organ jargon ’’ can make 
the choice of symptoms intelligible in some cases of anorexia, bulimia, aero- 
phagia, eructatio nervosa and vomiting neuroses. Apart from actual trau- 
matic occurrences, gastric symptoms and functional disturbances can reflect 
certain psychological attitudes. A cramped attitude can express itself in a 
hypertonus up to spasms with pain, a relaxed bearing, “ letting oneself droop ”’, 
in a hypotonus up to atony and ptosis. Hopelessness, downheartedness, 
depressive situations, weariness of life, inability to deal with life, being “ fed 
up” with life, can all tind their expression in anorexia or vomiting, with or 
without ptotic symptoms ; avidity of life, unsatisfied desire, in bulimia, with 
or without hypertonus (Stiller, Heyer, Katsch, v. Weizsacker, Schindler, etc.). 


(1) Belching. 
Case 5.—W. L—, clerk, æt. 36, has complained for several vears of spasmodic 
spells of anxiety with cardiac pain, general breaking out of sweat, feeling of 
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dizziness and ‘weakness. The troubles subside when the patient has belched 
audibly. 

No pathological organ findings. 

The patient endured manifold vexations. He has often been slighted and 
treated unjustly. Through the fault of others, as he believes, he was unable to 
reach the aim of his life and become a teacher. He had to “ swallow ” a lot from 
his superiors. ‘‘ It often occurred (in German the same word as for ‘ belching ’) 
to me what an unlucky fellow I am.” 

After disclosure of the psychological associations he is free from troubles. 

(2) Anorexia. 

CasE 6.—E. K—, nursemaid, xt. 20, has suffered for 2} years from anorexia. 
She has an unconquerable aversion to taking any food. She has lost 30 lb. during 
this period. Occasionally she has gastralgias, especially when she takes some 
food after a long period without food. 

When admitted to the clinic the patient weighed 36-5 kgrm., and showed a 
ketonuria due to fasting ; otherwise no pathological findings. 

The patient is an orphan, up to her fourteenth year she was in a home ; later 
on she became a nursemaid. At the age of 17 she ran away secretly and became a 
dancer. Various sexual adventures with fellatio; hereafter a strong disgust reaction ; 
since then development of anorexia. 

(3) Fomiting. 

Cast 7.—E. R—, married woman, æt. 39, has suffered since her twenty-fifth 
year, at intervals, from frequent vomiting. During the last five months she has 
vomited after almost every meal. Since then a loss in weight of 20 Ib. 

Findings: Hypotonic stomach, secretion and acidity; otherwise nothing 
abnormal discovered. Mucous content slightly increased ; otherwise no patho- 
logical organic changes. 

As a child of 8 the patient was present during coitus of the parents. Since 
then strong aversion to all sexual activities. Her troubles commenced with the 
beginning of married life. Owing to her symptoms the patient achieves her 
object ; her husband spares her. 

Under hypnotic treatment complete relief of troubles. A gain of 12 Ib. in 
weight in 6 weeks. 

Similar to this is a case recorded by Katsch : 

A young girl, æt. 18, was assaulted by two Moroccans. Subsequently she 
developed vomiting. Owing to misjudgment of the cause, the patient was 
subjected to three gastric operations, including gastro-enterostomy. Under 
hypnotic treatment was relieved of her trouble. She had a relapse when buving 
a piece of soap. In the shop there was a smell of the perfume one of the Moroccans 
had used. 


Naturally, rejection, aversion, disgust, play a special part in such cases ; 
but aversion need not necessarily always spring from sexual conflicts. 

Bouveret reports on a patient who developed anorexia, insomnia and intrac- 
table vomiting after being forced to kiss her dead grandmother's corpse. A 
patient of Moos developed a cardiospasm during the war when it was found 
out that the swamp from which the daily tea-water was taken contained 
decomposed corpses. 

This example, as do several others mentioned above, illustrates the con- 
ditional dependency of the occurrence of neurotic symptoms. This situational 
conditioning can extend to the experience of a total situation similar to an 
initial trauma, or, analogous to the Pavlov reflexes, to partial stimuli linked in 
content with the trauma, or casually occurring together with it (see above— 
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the case of Katsch). The reactivation can take place consciously, in the sense 
of reproduced imagination, or unconsciously. Such mechanisms are so funda- 
mentally connected with the nature of every neurosis that it does not seem 


permissible to us, as Katsch has attempted, to establish the conditioned 
neuroses as a special group. 


In the above records the significance of conscious and unconscious wish- 
tendencies has been mentioned. The vomiting of the patient R—, which 
we explained as a psychological expression, a defence against the matri- 
monial partner, also aimed at keeping off the husband from matrimonial 
congressus, as purpose- and expression-neuroses frequently overlap. The 
older literature, rich in illustrative examples, stresses, in accordance with the 
older doctrines of hysteria, the demonstrative intention, the desire to draw 
attention, to arouse pity, etc. In the newer psychology the purposive factor 
is again stressed, especially in the school of individual psychology. 

We add a further example of a tendency neurosis : 


Case 8.—F. K—, et. 29, married woman, has complained of anorexia for 5 
months, and has lost almost 20 lb. since then. For 3 weeks she has had pain in 
the gastric region, occurring independently of meals. 

No pathological organ findings. 

The patient has been married for 8 years. In the beginning her married life 
was happy. During recent months there have been disputes. The patient 
refused to appear, as she had done previously, together with her husband, who is 
an acrobat, on the wire-rope. She would prefer to attend to her household and 
her children. In view of her gastric troubles she stated that she was incapable of 
professional work. When the husband, following our advice, consented to her 
wishes, she became free from troubles. Rapid gain in weight. Two years later 
the patient consulted us for a typical heart neurosis. 


The therapy of gastric neuroses will generally have to follow the usual 
psychotherapeutic methods of treatment. According to the special case, and 
the attitude of the therapeutist, either direct symptomatic treatment will be 
applied, or such as will more deeply attack the personality. In vomiting 
neuroses and anorexias, hypnotic treatment has proved specially successful ; 
cathartic methods, sedative hypnoses and feeding during hypnosis may be 
used. For this, two examples may be given: 


CASE 9.—F. G—, xt. 28, married woman, consulted us for intractable vomiting. 
The vomiting occurred regularly 1-1} hours after meals; frequently in the 
morning, on an empty stomach. For this vomiting the patient has been admitted 
to several hospitals. She was generally treated with atropine. Ultimately a 
gastropexy was to be performed in a well-known Berlin hospital because of the 
intense gastroptosis. The operation was abandoned at the last moment. When 
admitted to our clinic the patient was in a desolate state. She had wasted con- 
siderably and weighed only 81 Ib. 

It was revealed that the vomiting of the patient was based on a certain conflict. 
Since the beginning of sexual relations the patient had a strong aversion to her 
sexual partner. The sight of the sexually excited man was “ sickening ”’ to her. 
At first the patient vomited always post-coitum, later on when she saw her husband, 


and, eventually, when she thought of him or dreamt of him. Lately the patient 
vomited after every meal. 
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The treatment consisted in psychocatharsis, i.e., in deep hypnosis I allowed 
the patient to abreact the hatred directed against her husband. The patient 
became very excited, hit about, spat, scratched and bit. After only a few days 
there was some improvement. The vomiting ceased altogether. After 4 weeks 
the patient had gained 12 lb., after 6 weeks 22 lb. 
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Fics. 7 and 8.—Raising of a ptotic stomach under psvchic influences: 74. Before 
treatment. 7b. Before treatment (4-hour residue). 8a. Effect of treatment. 8b. 
Influence of a suggested emotion. 


Roentgen findings before treatment (see Figs. 7 and 8): Marked ptosis; lower 
pole in the true pelvis. Considerable secretion on an empty stomach. Poor 
peristalsis. The stomach hangs bag-like and ectasic. In a lying position the 
contents can be pressed into the duodenum. No emptying difficulties. Smooth 
contours ; no notches. 
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Lower gastric pole 13 cm. below the crista iliaca. After 3 hours a gastric 
residue about the size of a fist. After 6 hours there is still a slight gastric residue. 
After 24 hours the stomach is empty. Raentgen findings after treatment (4 weeks 
later): The lower gastric pole is 7 cm. below the crista iliaca. Weak peristalsis. 
The relief distinctly narrowed by the ptosis. The stomach has definitely been 
raised. 

Roentgen findings at the climax of the suggested affect: Lower gastric pole 
about 3} cm. below the crista iliaca. Stronger peristalsis. The relief is apparently 
normal, owing to already increasing tone. Retraction of the stomach, both in 
the latitudinal and the longitudinal axes. 


Sometimes it is difficult, and not even advisable, to reveal the deeper 
psychological associations ; that psvchological treatment can be successful 
in spite of this is shown by the following case: 


Case 10.—E. H—, xt. 19, unemployed, has vomited since her sixteenth year 
after almost every meal. Since an “ indistinctly demarcated notch was shown 
at the pylorus, and an egg-sized 6-hour residue ”, a Billroth was performed at a 
provincial hospital, although the operation revealed no pathological findings. 
For one month after the operation the patient was well; then the vomiting 
commenced again. 

Since the gastro-enterostomy functioned well, an organic explanation of the 
vomiting was unlikely, and the total impression gained was of a probable neurotic 
genesis. We induced the patient, under deep hypnosis, to take small quantities 
of food, with the suggestion of not vomiting. After the first successful results 
the patient gradually gained confidence, and learnt to retain food taken when out 
of hypnosis. Within a short time she gained weight rapidly. 


These observations caused us to apply our feeding method,* also, in cases 
of anorexia nervosa. During deep hypnosis we fed our patients with food of a 
high calorific value, generally made up of a gruel with cream, butter and eggs ; 
by post-hypnotic suggestion we caused them to forget having eaten the food 
and the feeling of satiation, so that the patients took their usual quantity of 
food as well. We succeeded in giving up to 5,000 calories per diem. The 
increases in weight were corresponding. In individual cases maximal increases 
of weight of as much as 40 Ib. were obtained. 

In explaining our successes, we would leave it open whether the therapeutic 
effect is due to removal of the feeling of satiation by suggestion, or, as I believe 
to be more probable, to the act of being fed, in the sense of an infantile regression. 


INTESTINE. 


Intestinal activity is also highly susceptible to psychological influence. 
Experiences of a frightening or terrifying nature are frequently associated with 
increased intestinal activity. On the other hand, it is known that in the 
chronically constipated, psychological peculiarities and changes can occur, 
even to the grotesque picture of the defecation hypochondriac. 

* In elaborating our method we were unaware of the fact that Janet had already reported 


a similar treatment in 1888. Janet treated a voung girl with marked anorexia, and obtained 
an increase in weight of 8°5 kgrm. within three months by feeding during hypnosis. 
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Psychological influence on intestinal activity has been frequently demon- 
strated experimentally. The experiments were mostly performed on dogs 
with a double intestinal fistula (a so-called Vella fistula). The speed of a solid 
ball placed in an isolated intestinal loop, was determined. Upon showing food 
(Cash), under the influence of fear (Fubini, Esselmont, Kronecker), and in 
pain (Benczur), an acceleration could be demonstrated. More recent investi- 
gations, with some change of technique, gave diverging results. Sinelnikoff 
and Borchardt found an inhibition of peristalsis in fear and anger and an 
acceleration in pleasure. This agrees with experiments with the intact intestine. 
Cannon observed roentgenologically inhibition of intestinal peristalsis in pain- 
fully-toned emotions (fright, fear, pain), and von Bergmann and Katsch 
observed the same in a rabbit with an abdominal window. “ Pleasurably- 
toned emotions ” (showing of a turnip) stimulate, according to von Bergmann 
and Katsch, the peristalsis of the visible small and large intestine of the rabbit. 

Analogous mechanisms exist in humans. Increased activity of the small 
intestine could be observed in a patient with jejunal fistula when discussing 
one of his favourite dishes (Alvarez), and an increase of activity of the large 
intestine directly after meals in a patient with a fistula of the colon (Macewen). 
A patient of Hurst nearly fainted during a roentgenological examination. The 
sight of food, which was quickly procured, had a distinctly stimulating effect 
on the activity of the large intestine. The inhibiting effect of emotions was 
first demonstrated by Rossbach. With a patient on whose thin abdominal 
walls intestinal peristalsis was distinctly visible, he demonstrated that under 
the influence of fright, sudden prohibition to eat, and other emotions, the peri- 
Staltic movements of the intestine cease immediately. Sinelnikoff undertook 
experiments with a patient who had been provided with an artificial cesophagus 
from a part of her small intestine. He confirmed the immediate cessation 
of the contracting waves under the influence of emotion. Retroperistaltic 
waves were observed by Lehman and Gibson in a patient with jejunal fistula 
in depressive states of mind, and a cessation of the secretion of intestinal 
juice by Macewen in the above-mentioned patient with fistula of the large 
intestine. 

Passing from the physiological to the pathological state, stimulation of 
peristalsis can lead to diarrhcea—psychogenic diarrhcea—and an inhibition 
can lead to constipation—psychogenic constipation. The physiological 
mechanism governing defecation can be lost—dyschezia ; physiological 
processes, normally unconscious, slight motor disturbances, can be felt as 
painful—painful sensation ; locally, hypotonus can develop to atony, and hyper- 
tonus to spasms. Why, in the individual case, the one or the other disturbance 
occurs is difficult to decide. In so far as the expressive content does not 
explain the choice of symptom sufficiently, one might imagine that—as in the 
stomach—a personality-type behaviour, or, for instance in the case of diarrheea, 
an infantile regression, could provide an explanation. 
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Local spasm in the small intestine, on a psychological basis, can lead to 
complete occlusion, even to the development of the classical picture of spastic 
ileus ; even fecal vomiting has been observed repeatedly (Cousot, Treeves, 
Slajmer, Schloffer, and many others). During laparotomy, contraction rings 
may be found which close the lumen of the small intestine to a greater or lesser 
extent. Among the multitude of factors causing a spastic ileus (this is not 
the place to deal with them in detail), the psychic factor seems to represent 
only one of many causal factors. In the nature of the matter, almost all the 
cases published have been submitted from surgical quarters, and therefore 
lack sufficient psychological consideration. The existing literature is hardly 
sufficient to determine the actual percentage of cases of ileus which are psvcho- 
logically conditioned. As far as the psychic factor is taken into consideration 
at all, most authors limit themselves to the statement that a “hysterical ” 
ileus had been present. The functional nature of the disease is inferred from 
the lack of an organic stricture, and from the demonstration of more or less 
extensive spasms of the small intestine. In support of the hvsterical origin 
have been quoted peculiarities of total behaviour, hysterical stigmata, the 
presence of other “ nervous hysterical ” disturbances, and especially the sub- 
sidence of the symptoms during narcosis, and the prompt success of laparo- 
tomy without further action. Little is known of the psychological origin, 
content and expressive content of the disturbance. Moos ıeports an interesting 
case, the details of which must be looked up in the original. This unmarried 
patient, æt. 38, drove her sister to suicide by reproaching her about an illegiti- 
mate pregnancy. After her sister’s death the patient developed so intense 
a retention of fæces and gas that the patient herself was generally considered 
to be pregnant. Grief, remorse because of her guilty feeling about her sister’s 
death provoked self-punishment in the patient, which eventually found its 
climax in an ileus operation. In a patient of Katsch the ileus developed “ in 
evident connection with her highly dramatic defloration ’’. Generally speaking, 
Katsch doubts whether psychologically-conditioned obstructions of the intestine 
are always caused by symbolic burdening of the intestine, but thinks it probable 
that it is sometimes due to simple transference of visceral reactions to closely 
adjoining provinces. 

From these cases there is a steady gradation to that host of patients, 
mostly female, who, instead of the alarming symptoms of spastic ileus, com- 
plain of local or diffuse, often colic-like abdominal troubles. These are those 
innumerable cases classified under such dubious diagnoses as visceral ptosis, 
kinking of intestine, adhesions, chronic appendicitis, displaced uterus, etc. 
These conditions are based—as Liek correctly emphasizes—whether proved 
by radiology or not, on “‘ nervous ’’ spasms of the small and large intestines. 
The psychological origin of these disturbances is often evident. Liek reports 
the case of a young woman, unhappily married, who experienced her first 
serious attack of enterospasm after misconduct at the house of her lover, and 
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again one and a half years later, on a similar occasion. He points out that 
emotions of all kinds (infidelity, matrimonial dissensions, divorce), and especially 
disturbances of sexual life, frequently play an important part in this origin. 
The chicf danger, Liek says in another place, threatening these patients is 
undoubtedly from surgeons, since the patients, and unfortunately also the 
surgeons, display a readiness for operative procedure. The attitude of many 
surgeons, pathologically and anatomically biased, supported by the patient’s 
own wish, leads to the first incision, which is then followed by a whole chain 
of further operations. The obstructing significance of adhesions is often 
overrated in this connection (Goodhart, Hutchinson, Cassidy, von Bergmann, 
Hever, Ruggles, v. Noorden, Woodyatt, etc.). 
A typical history of such a patient is as follows : 


An unmarried woman, O. R—, æt. 31, virgo intacta, has complained for several 
vears of violent, unbearable, colic-like pain in the lower right part of the abdomen. 
For these troubles, first of all, her vermiform appendix was removed. Six further 
operations were performed for adhesions. Finally she was told that there was 
no help for her. The patient consulted the surgical out-patient department of 


the Charité (Berlin) for a seventh operation. The patient was sent to me from 
there. 


There are, confirmed by X-ray, band-like adhesions in the region of the cecum 
which, however, by no means obstruct the intestinal passage. 


It can be shown that the troubles of this very psycholabile patient are 
aggravated by emotions of all kinds. With rest, hypnosis, encouragement, 
and settling the patient in a profession which absorbs her, the intestinal troubles 
have disappeared altogether, after two years’ observation. 

In their psychological content such passions for operation are often based 
on masochistic tendencies, passive castration wishes, and, above all, on sexual 


substitutive gratification. The symbolism of the abdominal operation is 
obvious enough. 


CONSTIPATION. 


Virchow, in the middle of the past century, still adhered to a purely organic 
conception of chronic constipation (inflammatory adhesions of the peritoneum, 
change of position of the intestine). But in the following period a more 
functionally directed view asserted itself (Trousseau, Henoch, Leichtenstern, 
Nothnagel, etc.) which gained ground, especially towards the end of the century 
when systematic psychotherapy flourished. It was recognized that chronic 
constipation can develop on an emotional, and especially on a habit basis. 
Physicians and neurologists (Dejerine, Delius, Dubois, Dunin, Fleiner, Forel, 
Peyer) vied with each other in elucidating the psychological components of 
chronic constipation, and in demonstrating their psychotherapeutic treatment. 
The development of Roentgen technique made it possible to elaborate the 
knowledge previously acquired clinically (Howship, H. Strauss, etc.), and to 
arrive at functional pathogenic, and local principles of classification. The 
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strict distinction between spastic and atonic constipation (Fleiner), later on 
termed hypo- and hyperkinetic forms by Gotthold Schwarz, could not be main- 
tained. It was shown that actually mixed forms are present, “ dyskinetic ” 
constipation. Further local classification, according to the part ot the colon 
affected, differentiates between ascending, descending and rectal types, the 
dyschezia recti (Strauss, Hurst). In the last few decades the significance of 
psychological factors in the occurrence of chronic constipation has found 
general recognition (Struempell, Matthes, von Bergmann, Hurst, von Noorden, 
Payer, Westphal, Katsch, and many others). Had any further proof been 
required, it was convincingly given by Heyer. In hypnotized patients Hever 
was able by suggestion to remove existing constipation and produce it again, 
and, moreover, to demonstrate this ræntgenologically. 

In dealing with the psychological origin of chronic functional constipation 
there has, in my opinion, frequently been insufficiently strict distinction made 
between (1) that due to habit, and (2) psychoneurotic constipation ; a distinc- 
tion which must be decisive not only for a conception of its pathogeny, but 
also for its therapy. A chronic constipation can be acquired by bad habits 
or as one or the only symptom of a psychoneurosis. 


(1) Habit Constipation. 


To explain habit constipation one adopts the conception that the regularity 
of normal defecation comes about in the manner of Pavlov’s conditioned 
reflexes (J. Bauer, v. Bergmann). The social necessity of not submitting to 
the occurring urge when necessary, predisposes to the development of con- 
stipation. This explains the fact that by indolence in the regularity of defaeca- 
tion, by deliberate suppression of the urge for fear of pain, aversion to filthy, 
evil-smelling lavatories, lack of time, professional and local impossibilities, 
the well-drilled reflex mechanism can be put out of order. Change of the 
habitual environmental conditions, change of residence, change of diet or 
confinement to bed can also be injurious. 


(2) Psychoneurotic Constipation. 


In another group of patients, not the habit, but the emotional factor prevails. 

Goodhart reports the case of a patient who, in a railway accident, was 
buried for half an hour under the debris of the train. Following the accident 
he developed an obstinate constipation: “ For days his bowels refused to act 
although he took all sorts of things to make them do so.’ 

For the explanation of such cases one might refer to Pavlov’s animal 
observations which showed that, during extiaordinary events (flood in Lenin- 
grad), acquired conditioned reflexes can be lost. The temporary loss of the 
conditioned reflexes, rated by Pavlov himself as a neurosis, occurred from then 
onward in the same animals in connection with every more or less powerful 
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stimulus. In addition, one needs an explanation as to why it should be pre- 
cisely the intestine that is affected in this special, or in similar cases, by the 
affect reaction elicited by the trauma, or by the psychoneurosis possibly 
ensuing. 

Here also—as in gastric neuroses—constipation can occur when the eliciting 
trauma embodies a direct objective impression on the intestine ; or when, as the 
following example shows, an imitative, identificatory transfer of symptoms 
takes place. 


D. H—, a widow, xt. 62, has suffered for five months from constipation. 
Defzcation is only possible with purgatives. The patient’s husband, whom she 
nursed until his death, suffered from rectal cancer. He had constipation. During 
the illness of her husband the patient herself feared that she, too, might be suffering 
from rectal cancer. Since the death of her husband, five months ago, the patient 
has developed constipation. 


Inherited, acquired or coincident intestinal disposition at the moment of 
the trauma can, in other cases, explain the development of constipation. 


A few examples follow : 


In a 14-year-old patient of Payer, a cicatricial stenosis had developed after a 
cauterization. The patient’s mechanical constipation induced Payer, since dila- 
tation gave no relief, to perform an excision of the scar. Halfa year later defecation 
was regular. After serious quarrels with her family the old trouble commenced 
again. The rectum was now perfectly normal. Only reconciliation with her 
family and improvement of her mental outlook by more agreeable social conditions 
ettected a cure. 

E. B—, an 18-year-old patient of ours, had to flee from Russia on board a ship 
during the revolution. During the crossing he was compelled to hide in a barrel. 
Defxcation involved the greatest danger, so that he was compelled to retain his 
fæces. Since the day of the sea-crossing the patient has suffered from constipation. 

. Westphal gives a similar report about a patient who, an artillery observer at 
a dangerous post in the war, was afraid to leave his sheltered position for defecation 
during heavy bombardment and who, from that time, suffered from obstinate 
constipation. 


So here we have three patients in whom, basing on an acquired (Payer’s 
case) or casually existing disposition, at the time of the trauma, a psycho- 
neurotic constipation has developed. In the last two cases there was an 
interruption of habit; but one would be justified in stressing the affective 
factor. 

In another group of patients the origin of the constipation is not so easily 
inferred from extraneous events as from morbid affect reaction. In these 
cases the symptom is located far deeper in the character, and can be inter- 
preted as an expression of the total psychological behaviour, or as a mis- 
directed purposive, demonstrative conversion symptom. 

It is obvious that it would be wrong to regard it as morbid and requiring 
treatment, that slow, sluggish people often suffer from a retardation of their 
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intestinal functions, constipation (Goodhart), just as the slowing of the meta- 
bolic functions in depressives is well known. There are sensitive people who 
see a ‘‘ degradation of their human ideal ” in the performance of their functions 
and who want to manifest by retention of fæces their superiority over all 
animal functions (Fleiner, Westphal). This is frequently also combined with 
anorexia nervosa. In other cases one cannot but have the impression (often 
brought out by psycho-analysis, and cheaply ridiculed by opponents of analysis) 
that the symptom is the bodily expression of some psychological defence 
attitude, withdrawal and seclusion from the surrounding world. We know a 
34-year-old patient, taciturn, unsociable, misanthropic and “ shut in’, who 
suffers simultaneously from constipation, vaginismus and spastic retention of 
urine ; she shuts, as it were, all bodily apertures to the surrounding world. 
Similar cases have been described by Alvarez. Payer, surely an unimpeachable 
witness, reports patients in whom he observed an obstinate constipation 
only at the time they filed their income-tax declarations; an observation 
which tallies with the relations between fæces and money disclosed by psycho- 
analysis, and which, in certain cases, explains retention of fæces as an expres- 
sion of thrift, avarice, greediness or rapacity. 

Sexual conflicts are a frequent cause of chronic constipation (Tissot, Payer). 
Especially in women, insufficient sexual gratification, lack of opportunity, 
inadequacy of the partner or lack of orgasm, can lead to constipation as a re- 
gressive substitutive gratification or as a local anatomical transference. 


M. T—, æt. 25, dressmaker, consulted us for obstinate constipation. At 18 
the patient had friendly relations with a man, with whom she used to have intimate 
contact, but owing to her refusal, no proper intercourse. Soon, shortly after the 
beginning of sexual excitation, she developed constipation, which, later on, became 
permanent. 

A. St—, æt. 25, already somewhat constipated, observed an increase of her 
trouble during the last 2 years. Until two years ago the patient masturbated 
intensely. Passing the hardened fæces, as the patient reports spontaneously, takes 
place with decidedly pleasurable sensations. 

A patient of Schindler had been divorced after five years of unhappy 
matrimony, and had married a considerate, loving husband. On the honeymoon 
the husband was entirely impotent. Permanent sexual tension without 
gratification, during the honeymoon, caused proctostasis. With cure of the 
husband's impotence the patient's constipation disappeared. 


Heyer mentions a female patient in whom obstinate constipation of several 
days’ duration—yielding to purgatives—always occurred after sexual inter- 
course which did not give her an orgasm. 

Heyer, furthermore, points to the striking frequency of chronic constipation 
in men and women of advanced age. With extinction of sexual functions a 
change takes place in which, frequently, elderly people, no longer capable of 
interest in others, devote their entire interest to self-preservation, absorption 
of food, the digestive organs and their functions. Thus von Weizsäcker tried, 
in a most ingenious manner, to reduce the psychology of the hypochondriac 
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—of whom he says the patient is married to his intestinal functions—his 
avarice, his egotism, his stool-hypochondria, to the common denominator of 
Instinctive self-devotion, auto-erotism, narcissism. The increased interest 
in the course of one’s own digestion disturbs its autonomous functions. 

In the treatment of chronic functional constipation the practitioner usually 
limits himself to purgatives, lubricating preparations, enemas, diets producing 
abundant residue, massage, and gymnastics stimulating peristalsis. Although 
their value was soon recognized, psycho-therapeutic methods for the treatment 
of constipation have, in general, not become prominent. They comprise 
either : 

(1) Suggestive methods (waking suggestion and hypnosis), exclusively 
directed towards the symptoms, without discussion of causality (Delius, 
Forel, Heyer, Hannemann, and others) ; or, 

(2) Training regulations with and without the employment of medicine, 
based on a habit origin of the constipation (Dubois, Dejerine, Fleiner, Sahh, 
v. Bergmann, v. Noorden, etc.) ; or, 

(3) Detailed methods, attacking the personality directly, endeavouring to 
remove the disturbances after disclosure of the psychological background 
(Heyer, Mohr, Moos, Schindler, Westphal, etc.). 

Our experiments cover 40 persons, suffering from constipation, whom I 
have treated, together with Mr. Dhawan, during recent years; 35 of these 
were women and 5 men. The greater proportion of women is explained, 
apart from external contingencies, by the more frequent occurrence of con- 
stipation in women. All patients were subjected to a thorough medical 
examination. In cases where physical changes were found, the patients 
were given the appropriate treatment. These patients are not included in 
the statistics. 

The roentgenological control, carried out by Prof. Cramer (barium meal 
and enema), revealed, in the large majority of cases, hyperkinetic and mixed 
forms, in 6 cases a hypokinesis, and in 4 a proctostasis. Hurst’s assumption 
that only proctogenic constipations occur on a psychoneurotic basis, is not 
supported by our findings. 

We have based the treatment of our patients on the division into habit 
and psychoneurotic constipation. Habit constipation was treated with 
exercise therapy, psychoneurotic cases by consideration of the conflicts causing 
them. Since faulty habit formation, conditioning of wrong mechanisms, are 
also frequently present in psychoneurotic constipations, we have, in most 
cases, combined exercise treatment with psychotherapy. For exercise treat- 
ment we have employed methods of the Yoga practice, in which we have had 
the assistance of Mr. Dhawan, to whom these methods are familiar. 


The Yoga doctrine, the 3,000-year-old Indian doctrine of salvation, aims at 
the relief of the soul (purusa) from matter (praktri). This abstraction takes place 
—this is not the place to enter upon the religious and philosophic content of the 
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doctrine—in 8 stages (angas), of which asana (the manner of sitting), mudra (the 
carriage of the head) and samjama (concentration, meditation and contemplation) 
attracted our therapeutic interest and seemed to offer a prospect for utilization 
in European medicine. 

We have selected three suitably modified exercises for the treatment of chronic 
constipation. 

Exercise No. 1 (Gherand:i Samhita, vol. ii, pp. 15, 24; vol. iii, pp. 21, 82) : The 
patient sits on the ground and tries to reach his big toes with his finger-tips, the 
knees being stretched. In bending there is opening, and in rising contraction of 
the sphincter ani. The exercise is practised for three weeks every morning for 
15-20 minutes with rests. 

Exercise No. 2 (Gherandé Samhita, vol. ii, pp. 22, 24): In a squatting position, 
the knees not touching the ground, the patient sits in a bath and, with his heels 
pressed against the buttocks, he parts the nates and the rectum, with active dila- 
tation of the anus. During respiration, at the point of maximal expiration, small 
quantities of water are drawn up into the rectum by the negative pressure produced 
in the rectum; thereupon closing of the anus. By repeated performance the 
patient carries out an autoclysma. 

Exercise No. 3: With the aid of pictures the patient receives instruction in the 
anatomy of the intestine and its functioning. In a quiet and easy position the 
patient concentrates upon peristaltic movements of the intestine. 

Our exercises resemble pure gymnastics and “ autogenetic ” training (J. H. 
Schultz). They are distinct from pure gymnastics in that their purgative effect 
is not due to bodily movement, but to the concentration effort directed on the 
symptoms and having a training effect. Exercise No. 3 approaches the autogenetic 
training of J. H. Schultz and similar concentrative methods. Only recently J. H. 
Schultz has given a comprehensive description of the wide applicability of his 
method ; he has also achieved good results in the treatment of chronic constipation. 
The systematic development of the Schultz method was based on the progressive 
stages of self-experience encountered by hypnotics when falling asleep, whilst our 
exercises, originating from direct study at the source, the Yoga practice, is far 
more primitive, does not include the systematic regulations of Schultz, and merely 
adopts the principle of meditation. We do not doubt that, in complicated cases, 
the Schultz method has a wider scope of useful employment. 


Of the 40 patients treated by us—without dieting—as described above, 
most of whom looked back upon a more or less lengthy experience of pur- 
gatives, 16 were thoroughly cured, i.e., a daily spontaneous defecation was 
reached ; 10 were improved (spontaneous defecation approximately every 
second day), 10 remained uninfluenced, and 4 have not been under observation 
long enough. Our patients include sufferers of all ages from 10 to 70. The 
prospect of success is independent of age and the duration of the illness ; even 
in old age, and after more than thirty years’ duration of the illness, we had 
good results. The after-control takes from two to twenty-three months. 

Finally, a few cases by way of illustration : 

(1) H. W—, et. 23, female, farm labourer. Constipated for 9 years, spon- 
taneous defecation impossible; takes purgatives every 3-4 davs. Therapy: 
Exercises 1 and 2; effect after 4 weeks—daily defecation. After-control: 13 
months. 

(2) F. St—, æt. 37, married woman. Constipated for 13 years; spontaneous 
defecation impossible ; formerly she took purgatives regularly ; lately defecation 
only possible after enema. Therapy: Exercises 1 and 3; effect after 2 weeks— 


daily defecation. After-control: 8 months. 
(3) E. Sch—, æt. 40, married woman. Constipated for 25 years; worse during 
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the last two years; regular use of purgatives required. Therapy: Exercises I 
and 3; effect after 1 week—daily defecation. After-control: 8 months. 

(4) A. St—, æt. 25, married woman. Constipated for 20 years; spontaneous 
defecation impossible ; regular use of purgatives required. Therapy: Exercises 
I, 2 and 3; effect after 3 weeks. After-control: 11 months. 

(5) E. Sch—, æt. 21, housemaid. Constipated 5 years ; spontaneous defecation 
impossible ; regular use of purgatives required. Therapy: Exercises 1, 2 and 3; 
etfect after one week. After-control: 14 months. 


DIARRHEA. 


It is the general opinion (Oppenheim, Fleiner and many others) that psycho- 
neurotic diarrhoea is far more infrequent than constipation, although very 
common as an emotional reaction in everyday experience. The mention of 
diarrhoea as one of the symptoms of hysteria goes far back (Sydenham, Whytt, 
Pemme, etc.). Described for the first time by Trousseau in 1868—diarrhée 
nerveuse—numerous individual observations and general descriptions may be 
found subsequently in Henoch, Jolly, Peyer, Gilles de la Tourette, Rosenheim, 
Rosenbach, Lauder Brunton, von Leube, Boas, Nothnagel and others. But 
the older cases, even those of Geissler, Wick and Muskat, are inadequate, as 
sufficiently elaborate psycho-anamneses are generally lacking, and poor 
development of intestinal diagnosis made a clear distinction from organic 
diseases impossible. On the other hand, there is, no doubt, frequently. over- 
lapping between psychoneurotic diarrhoea and that of Graves’ disease. 

More plausible than for constipation, because more generally known, the 
explanation of the origin of psychoneurotic diarrhoea does not present any 
difficulties. Diarrhoea occurring for the first time under special emotional 
circumstances arises as, for instance, in the following case : 

A patient of Déjerine, æt. 28, daughter of a politician, witnessed an attempted 
assassination of her father. Whilst out driving, shots were fired at their open 
carriage. The patient flung herself over her father to protect him. Nobody was 
injured. But the diarrhoa, which developed as a result of the fear experienced, 


recurred subsequently after every emotion and was not influenced by the most 
varied treatments. 


Although apparently obvious and easily explained, the question arises 
why in the initial situation, and subsequently, it was just the intestine that 
was affected, and that in the manner described. This relation to the intestine 
becomes more evident and intelligible when a direct objective effect of the 
eliciting trauma on the intestine is present, or when symptoms are transferred 
by imitation. 

Jolly reports the case of a lady living in Strasbourg who received the news 
that one of her relatives in Munich had died of cholera after a short illness. She 
was terribly frightened and immediately imagined that she had acquired the 
disease, although no case of cholera had occurred in Strasbourg. She lost her 
appetite and soon developed fairly intense diarrhoea, which only abated after 


some eight days. Similarly Janowski observed, during the cholera epidemic at 
Kiev in 1892, an “ epidemic ” diarrhoea in non-infected individuals: ‘ In many 
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cases the fæces were actually more or less liquid, and often the frequency and the 
consistency of the stools were such as are observed in the first period of the Asiatic 
cholera.” Nothnagel describes a patient who developed diarrhoea as soon as one 
of his children was given a purgative ; and Deniau mentions an English physiologist 
who, taken with sudden diarrhoea at his first lecture, was subsequently attacked 
by the same evil for one year at every attempt to lecture. He told his misfortune 
to a young colleague, a biologist, who remembered the story when mounting the 
rostrum, and who for some time. fell a victim to the same disturbance. 


An inherited disposition towards the development of diarrhcea must be 
assumed when it is prevalent in a family, and other symptoms also point to a 
constitutional inferiority of the intestine. In a family described by Kelling 
diarrhoea occurred in grandmother, mother and child, together with other 
hysterical symptoms and evidently influenced by emotion. Another case of 
this type (of pedigree) was described by Ziese and myself: 


L. H—, a married woman, æt. 55, suffered from diarrhoea for twenty-five years. 
Sometimes it occurred daily ; occasionally at intervals of weeks or months. The 
stool was generally thin and waterv, without blood or mucus admixtures. About 
three years ago there was an acute exacerbation. Medical treatment had no effect. 

Finding : Histamine-refractory achylia. 

This woman, otherwise psychically weil balanced, observed a gradual intensi- 
fication of the diarrheea dependent on emotions ; the most insignificant everyday 
excitation sufficed to elicit diarrheea. 


E. W— (daughter of Mrs. H—), a married woman, et. 32, suffered from diar- 
rhoea since the age of 11. There was no organic explanation for the diarrhcea. 

When 14 years of age she began to suffer from spells of anxiety with “ hysterical 
crying ’’. The patient mused frequently on the senselessness of life ; had suicidal 
ideas. After temporary improvement, again periods of deepest depression. Nine 
months ago there was a serious aggravation of the condition when a neighbour 
threw herself out of a window. Loss of appetite, insomnia; the patient thinks 
a great deal about death; has obsessional thoughts of men, animals and plants, 
dying or dead. 

The intensification of her psvchological state always went hand in hand with 
an increase of the diarrhoea. If the state of the mother was aggravated (see above), 
the diarrhoca of the daughter was also intensified. The patient could not keep 
appointments, since diarrhoeas, due to her perpetual fear of being late, prevented 
her from being in time. 

Psychiatric diagnosis : Endogenous depression. 


H. W—, at. 3 (daughter of Mrs. W—), developed diarrhoea with every emotion. 
Every evening, being afraid of the dark, she had diarrhea; joy at her mother’s 
discharge from hospital caused profuse diarrhea. 


A. E—, married woman, et. 44 (sister of Mrs. H—), suffered from diarrhoea 
since childhood, especially following psychological excitations. Every excitement 
in her professional life caused severe diarrhwa. When in professional ditticulties 
she could frequently find no rest even at night. The idea of the impossibility of 
reaching a lavatory, or of being caught by her trouble when in company caused 
diarrho-a and made the patient unfit for society. 

Upon giving up her profession, at the age of 37, the diarrhoea decreased in 
intensity. Since her marriage, and especially since the birth of her child, the 
patient has been almost entirely relieved of her disease. 


M. W—, xt. 26, farmer, sutfered from diarrhaa since childhood. This well- 
balanced man, by no means abnormal psychically, observed from the first that his 
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diarrhoea only occurred when there was no lavatory in the vicinity. Even as a 
child, therefore, he could not take part in the outings of the family; now he 
cannot reach the nearest town, which is half an hour’s walk, unmolested by his 
troubles. 

The son of this patient is said to suffer from pyloric spasm, another member of 
the family from a gastric ulcer, and another from chronic constipation. In three 
members of the family bronchial asthma was found. 

This is a family, which, followed through five generations, shows a wealth of 
visceral disturbances, especially neurotic diarrhoea. In 12 of the 28 members 
examined, visceral disturbances were found ; 6 suffered from diarrhcea. Diarrhoea 
occurred in different forms : as psychological gastrogenous diarrhoea, as a symptom 
of an endogenous depression, and as emotional diarrhoea. One may assume that 
the special choice of symptom is caused by a constitutional, inherited inferiority 
and predisposition of the intestine. 


In other cases an intestinal disposition can be acquired. A traumatic 
experience, effective during or after a florid intestinal disease, can cause a 
recrudescence of the disease or at least fix or produce intestinal symptoms, 
neurotically determined, without any pathological findings, which may be 
explained as an emotional discharge in the line of least resistance. 


A patient of Fleiner, a German officer, had severe abdominal pain and diarrhoea 
after eating apples ina camp in China. He was panic-stricken at the idea of meet- 
ing a wretched and inglorious end in a foreign country. In an apparently grave 
condition he was transported back to the coast and brought on board a German 
battleship. With the diagnosis “‘ tropical diarrhoea’’ the patient was admitted 
to sanatoria and hospitals, but no amcebe, bacilli or parasites were traced ; finally 
the psychological origin of the disease was discovered by Fleiner, and by increasing 
his self-confidence, health and fitness for service were restored. 

A female patient, et. 37, under our own observation, M. F—, has suffered since 
1917, at long intervals, from “ intestinal spasms ” and watery diarrhoea. Since 
1930, spells of anxiety with palpitation, spastic sensations in the region of the heart, 
dvspnoea and fainting fits have been added to the picture. The intestinal disease 
began after the patient had been infected with amoebic dysentery in 1917 on a 
Russian transport. Ostensibly the amoebic dysentery has not been completely 
cured. The patient has consulted numerous physicians and attended altogether 
32 hospitals, without any alleviation. 

Thorough clinical examination (proctoscopy, examination of intestinal secretions 
and stool, enema, etc.) revealed no evidence of a continued infection with amcebic 
dysentery, nor of any other organic disease of the intestine. 

The psychological history, however, made a psychological origin seem probable. 
This extremely lively, versatile, and mentally agile patient had grown up with 
strictly orthodox Catholic parents. In 1915 she became engaged. Shortly before 
her bethrothed left to fight in the war she made a vow to enter a convent should he 
be killed. In a state of constant grave moral conflict, because of her vow, the 
patient, at heart worldly-minded, and with a promising career, sought admission toa 
convent after his death. As the time of admission finally approached, a serious 
aggravation of the intestinal symptoms occurred, so that the patient was refused 
admission on the ground that she would have to regain her health first. Since 
then the patient has been burdened with a strong sense of guilt for breaking the 
vow by which she had pledged herself to her betrothed. 

In both cases there is a neurotic prolongation of a disease originally organic. 
In the second case—and perhaps also in the first—one had the impression that 
besides the moral conflict, emotionally effective owing to the feeling of guilt, a 
purposive factor helps in the preservation of thesymptom. The persistence of the 
disease vindicates the patient in her own eyes for not keeping the vow she made. 
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In some of the cases the cause of the neurotic intestinal symptoms can be 
gathered neither from the type of the trauma nor from bodily disposition. 
This can be explained by affect-physiology in that—as in other symptoms—a 
single somatic affect reaction, diarrhoea, occurring under exceptional circum- 
stances, is conditionally linked, consciously or unconsciously, to the initial 
experience or corresponding situations, and occasionally reproduced. A con- 
clusive reason why, in one case, diarrhoea occurs, and, in others, other affect 
phenomena, is, however, yet lacking. 

Besides the case of Déjerine’s mentioned above, observations of Westphal, 
Stekel, Zehandelaar, Glorieux and others, could be adduced. 


Westphal reported the case of a business man in Saarlouis who suffered from 
sudden spasmodic abdominal pain. The pain was severest if the telephone suddenly 


rang at dinner time. One finds the explanation in the psychological history of this 
association of events. 


At the end of the war Saarlouis was frequently bombed by aeroplanes. The 
abdominal spasms occurred at the time of the air raids, frequently associated with 
severe diarrhoea. The telephone bell unconsciously recalls to his memory the 


shrieking sound of the sirens during the air raids, and the anxiety diarrhoea that 
had occurred at these times. 


Stekel observed a patient who had suffered for many years from “ nervous ”’ 
diarrhoea. All diets were useless. The patient was usually wakened by diarrhaa 
in the morning, and three to four attacks followed in the course of the day. 

This highly erotic and polygamous patient is married to a woman, a few years 
his elder, who has long ceased to attract him. He fulfils his matrimonial duties 
without desire. Every pretty woman he sees during the day excites his erotic 
imagination. At night, in dreams, these phantasies recur, interrupted by the fear 
that his wife might catch him in the act. His eroticism closes with an anxiety 
emotion. The diarrhoea which awakens him in the morning is an accompanying 
symptom of the anxiety-dream. 


Finally, it seems probable that—as with constipation—diarrhoea attacks 
can occur without any definite affective hue, and with contents with reversed 
symbols, intelligible through their psychological content. We have ourselves 
no experience in this respect, and our own material, limited owing to the relative 
infrequency of these cases, does not permit us to give any special directions 
for treatment. Favourable results have been achieved with hypnosis (Delius, 
Forel, Ripman), persuasion (Dubois, Déjerine), conflict discussion (Westphal) 
and psycho-analysis (Stekel, Schindler). 


BILE. 


The psychological stimulation of biliary secretion has been known for a 
long time from animal experiments. Bruno, a pupil of Pavlov, gave a report 
in 1898 on experiments with dogs with a Pavlov biliary fistula. In 2 of the 
6 dogs examined, mere showing of food produced biliary secretion. Cohnheim, 
Cohnheim and Klee, and Klee and Klüpfel observed, in dogs with duodenal 
fistula, an increase of the biliary secretion before any gastric contents entered 
the duodenum. With a different and essentially improved bile-duct technique, 
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Puestow demonstrated biliary secretion as a result of the smell of food and 
immediately after its absorption. According to McMaster and Elman psychical 
biliary secretion is shown by a relaxation of the muscles of the sphincter of 
Oddi. Sosman, Whitaker and Edson could find no influence whatever on 
human biliary secretion from the sight, smell or taste of food, whilst Bovden 
observed emptying of the gall-bladder from the smell of fried bacon. When 
food is suggested, the bile secreted corresponds to the type of food suggested 
(Langheinrich). 

Inhibition of the biliary secretion by emotion was observed by Oechsler. 
When, close to a dog with biliary-fistula, another dog was dissected, one of 
Oechsler’s test dogs became very excited. Apparently under the influence 
of the emotion, the bile, which had hitherto flown continuously, was no longer 
secreted. Only when the emotion had faded was the secretion resumed, and 
it reached the average after 1} hours. In one of Puestow’s test 
dogs the biliary secretion, occurring regularly after absorption of food, ceased 
for one hour. The biliary secretion was resumed when visitors, who had 
distracted the dog, left the room. Systematic experiments of Dobreff showed 
in 23 tests performed on dogs with a gall-bladder fistula 10 times, and in 15 
tests on dogs with a bile-duct fistula 8 times, a distinct decrease of the biliary 
secretion from excitement caused by showing a cat. 

In our own researches we found that emotions—also in humans—exercise 
an essential influence on the biliary secretion. 

Our own experimental procedure corrésponds to that stated in earlier 
chapters. A duodenal tube was passed into a suitable subject with an empty 
stomach. The bile secreted was collected in test-tubes. At intervals of 
5 minutes the tubes were changed. Under deep hypnosis, joy, sadness, fear 
and anger were suggested. 

Twenty experiments agreed in showing that joy, sorrow and fear had a 
stimulating effect on the bile. The effect became obvious almost coincidently 
with the beginning of suggestion and faded out just as quickly. Anger occupies 
a special position ; as long as the anger lasts, the biliary secretion is entirely, 
or almost entirely, inhibited (Figs. 9 and Io). 

Frequently we have observed qualitative changes. Thus we had the im- 
pression that the bile produced in joy is especially light in colour ; a consistent 
picture, however, could not be gained. 

It remains to be discussed why the biliary secretion ceases during anger. 
The reasons might be: 

(1) Spasm of the bile-ducts, and— 
(2) Decreased biliary secretion. 

Formerly we believed a spastic contraction of the bile-ducts to be the more 
probable. After an intravenous injection of chlorcholegnostyl, the colouring 
matter had disappeared from the circulation after one hour, whilst the secre- 
tion into the duodenum could be protracted at will. On the other hand 
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the inhibition of the biliary secretion in anger cannot be prevented by a previous 
administration of atropine. In the light of our results regarding salivary 
secretion, we believe a direct influencing of the bile production to be possible. 
Most probably there is a combination of inhibited production and spasm. 
Definite blood-bilirubin variations could not be shown. 


. 


Fic. 9.—Effect of sorrow. 


Summarizing, the following conclusions may be drawn : 

(I) Certain sensations in the right upper region of the abdomen after anger 
may be plausibly explained as spasms of the bile-ducts. 

(2) The digestion of the angered individual is apt to take a course similar 
to that in obstructive jaundice. 

(3) Psychological factors may assist in the origin of jaundice, and perhaps 
also of gall-stones. | 


= ee ee, 


Fic. 10.—Effect of anger. 


Spleen. 


The conception can be traced back to antiquity (Plato) that the spleen is 
connected with character, temperament and state of mind. ‘ Spleen’’ and 
“ Milzsucht ’’ have long been regarded as equivalent to hypochondria, melan- 
choly and folly (Haller). Van Helmont also believed that the condition of 
the spleen exercised an influence on the soul. These opinions were adopted 
by physicians of the early nineteenth century (Descuret, v. Lenhossek, etc.) ; 
there was, however, a tendency to regard changes of the spleen as secondary. 


1935.| BY ERICH WITTKOWER, M.D. 607 


Modern physiology has, though from totally different points of view, been 
able to confirm the influence of emotion on the spleen. As a result of casual 
observation in plethysmographic spleen examinations, Hargis and Mann found 
that the volume of the spleen of experimental dogs decreases distinctly during 
emotion. “ Any loud noise, as the clapping of the hands, the sudden starting 
of a motor, the banging of a door, the ringing of the telephone, procedures 
involving some discomfort to the animal ’’, caused a contraction of the spleen 
(splenic reflex). Differences of responsiveness, according to the temperaments 
of the dogs, could be observed. These results were confirmed directly and 
indirectly. In a dog, very much attached to his keeper, Barcroft observed 
that every time the keeper left the room a splenic contraction took place 
owing to anxiety to follow him. Splenic contractions were also produced by 
the presence of cats. As an indirect confirmation, the emotional polycythemia, 
discovered by Ferrara, Lamson, Izquierdo and Cannon, has been interpreted 
as an emotional draining of the splenic blood depot. The splenic contraction 
in emotion was ascribed by Cannon to an emotional flow of adrenaline. 

Reliable facts about the behaviour of the human spleen in emotion are 
hardly available, in view of the difficulty of observing it. A roentgenological 
observation, according to which a reduction in size of the spleen of a man 
under the influence of fright was demonstrated, has been communicated by 
Benhamou, Marchioni and Nouchy. 


Blood. 


Our account so far reveals to what extent organic functions may be in- 
fluenced by psychological, and especially emotional, factors. It might be 
supposed that the blood also, as the most sensitive, unspecific indicator of 
disturbed organic function, might be altered by emotion. 

Affective influence might cause— 

(1) Morphological ; 
(2) Immuno-biological ; and 
(3) Physico-chemical changes. 


(1) MORPHOLOGICAL CHANGES. 


Presumption of emotionally conditioned morphological changes in the 
blood is the more permissible since researches of the last few decades have 
established the possibility of visceral-nervous influence on the blood-picture 
(Glaser, E. F. Müller, Petersen, Schilling, Hoff, Rosenow, etc.). From entirely 
different angles of approach, and with experimental procedures differing in 
principle, these authors arrived at the result that by central-cerebral and peri- 
pheral visceral-nervous action the erythrocyte and leucocyte count, and the 
differential blood-picture could be definitely changed. 
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The occurrence of emotional polycythemia has already been mentioned. 
In students, directly after an examination, Ferrara found an average increase 
of the erythrocyte count by about 450,000 per c.c. The degree of increase 
depended on the temperament of the students ; it was smaller in unemotional 
phlegmatic persons, and higher in those who were very excited. 

The finding of emotional polycythemia was confirmed by animal experi- 
ments by Lamson, Izquierdo and Cannon. In cats, which were frightened bv 
the exhibition of dogs, the erythrocyte count rose considerably (up to 50°.) 
within five minutes. After removal of the suprarenal glands the rise did not 
take place. Since hematocrit and hemoglobin values do not rise in the 
same proportion as the erythrocyte count, it was assumed that in emotion 
small cells pass into the blood-stream. Emotional polycythemia, just as 
emotional increase of leucocytes and blood-platelets (Field), were ascribed bv 
Cannon, as already mentioned, to the contraction of the spleen, and were 
brought into relation with his theory of thé central significance of the supra- 
renal gland in the emotional process, which will have to be discussed. 

Changes in the leucocyte count conditioned by imagination have been 
demonstrated by Glaser and Bath. Independently of one another, both 
authors found that the sight or smell of a meal, and the thought of eating it, 
suffice to produce a leucocytosis. The variations of the leucocyte count which 
were found were sometimes greater than those registered with the actual meal. 
In hepatic diseases, according to findings of E. Bath, the sight of food caused 
a drop in the leucocyte count. These leucocytoses and leucopenias took place 
without changes in the differential blood-picture. 

The influence of emotion on the white blood-picture has been described by 
Joltrain, Tinel, Schiff, Mora, Amman, Hoffmann and Menkin. On the basis 
of war observations, Joltrain described the syndrome of emotional hemoclastic 
shock, in which he includes leucopenias. According to an observation of 
Tinel, the leucocyte count can drop from 7,300 to 3,400 in anger ; according to 
P. Schiff, disagreeable noises (sawing noise, tearing of fabrics, etc.) can cause 
a drop in the leucocyte count and cause a change in the blood-picture in sensitive 
persons. On the other hand Mora and his collaborators have reported a rise 
of the leucocyte count from emotional influence. In artificially excited dogs, 
and in patients on the operating-table, they found considerable leucocytosis 
with a relative increase of the polymorphonuclear neutrophils. According to 
Menkin, an increase of mononuclear cells occurs in cats excited by the showing 
of dogs, and a decrease of polynucliears. ) 

These contradictory statements suggested a fresh examination of the 
problem. Using the experimental procedure described in earlier chapters, we 
have investigated the influence of emotions on the white-cell count and on the 
differential blood-picture. 

Hypnotizable subjects were put into a state of strong emotion under 
hypnosis. At intervals of five minutes, and on an empty stomach, the white 
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count and differential blood-picture were examined. The experiment was 
performed on five persons and carried out more elaborately on two. 

As a result of some 50 tests, the following results were obtained: 

(1) Under hypnosis, and in sleep, no essential variations of the white count 
occur. Spontaneous physiological variations are reduced to a minimum. If 
the white count is, for some reason, increased before the experiment, it drops 
to the lower limit of normality. 

(2) During emotion, if sufficiently strong, an increase of the white count is 
found. As it is not always possible to produce very strong emotion, some of 
the experiments are negative. The average increase of the white count 
amounts to 2,000-3,000 leucocytes per c.mm. Very rarely a decrease of the 
L. count can be observed. The type of emotion seems to be irrelevant for the 
leucocytic reaction. The investigations included the influence of joy, sadness, 
fear, anger, etc. The emotional leucocytosis* is not due to the motor reactions 
connected with the affect, as it was observed to be strongest in repressed, and 
not in emotion expressed by movement (associated with effort). 

(3) The results obtained under hypnosis can be reproduced in the waking 
state. By provoking a quarrel, and in an actress who deliberately worked 
herself up into a state of emotion, variations in the leucocyte count were ` 
found. 

(4) During sexual orgasm, too, a rise in the leucocyte count takes place 
up to the climax of the orgasm, and is then followed by a decline. 

(5) Changes in the differential blood-picture, apart from an occasional 
slight lymphocytosis, were not found. In particular, it was not possible—in 
spite of strongest emotions—to produce a shift to the left of the Arneth- 
Schilling count. Even in cases where a shift to the left was present before 
the experiment, it was not possible to increase it. 

As an explanation of the affect-leucocytosis it is assumed that it is a vaso- 
motor distributional change of the leucocytes. The hypothesis, advanced by 
G. Schulz many years ago, that leucocytosis can be caused by a variation of 
distribution of leucocytes between the periphery and the internal organs has 
been tested, and partly confirmed by Goldscheider and Jakob. Instead of 
the term “displacement leucocytosis ’’ (Verschtebungsleukocytose) chosen by 
Graff for such states, Schilling has recommended the expression “ distribution 
leucocytosis ’’ (Verteilungsleucocytose). Experimental investigations of Behr, 
Glaser, E. F. Muller, Petersen, Heymann, and many others, have proved the 
existence of a splanchno-peripheral equalization mechanism. ŒE. F. Müller 
tried to explain the changes of distribution of the leucocytes taking place in 
affect-leucocytosis, by the splanchno-peripheral reflex-mechanism described 
by him, whilst Cannon assumes that the affect-leucocytosis is due to the 
emotional hyperadrenalinemia found by himself and de la Paz. 


* The picture of affect-leucocvtosis has of late been confirmed by Dobreff and Tomoff. 
Under the intluence of fear o examination or operation they observed a rise of the leucocyte 
count, rarely a decrease. 
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Cannon also tried to explain as a result of the emotional flow of adrenaline, 
the reduction of coagulation time during emotion, which he and Mendenhall 
found. His explanation was based on preliminary experiments (Cannon and 
Grey) which had shown that intravenous injections of the smallest quantities 
of adrenaline definitely reduced the coagulation time. Determination of the 

coagulation time was carried out by means of a graphically registering coagulo- 

meter according to the directions of Cannon and Mendenhall. In pain, fear, 
and anger the coagulation time of the animals examined (cats) was definitelv 
reduced. From an average rest-reading of 4°5-5°5 minutes the coagulation 
time was reduced, under emotional influence, to one minute or less. 


(2) IMMUNO-BIOLOGICAL CHANGES. 


An old saying, which may be found in the oldest medical books, runs: 
“ Melancholici, qui natura sunt timidi et inconstantes, frequentius reliquos in 
morbos incidunt.” According to old popular belief, timidity and lack of vital 
energy increase susceptibility to illness. It was assumed that emotions during 
‚ infectious diseases aggravate the illness and protract recovery. According to 
Mosso, the wounded of the winning side, in the war, recovered quicker than 
those of the defeated. 

Only recently have experimental investigations been made to discover 
how far this popular belief is justified. Not having any experimental experience 
ourselves, we quote—for the sake of completeness—the results contained in 
the literature. Cohn infected two series of guinea-pigs in the same manner. 
Whilst one series was simply left to recover, the other series was scared and 
frightened in every possible way. It was found that in the second group the 
infection took a far more deleterious course than in the first. 

The probability that psychological mechanisms affect the state of immunitv 
has been supported by the proof of the possibility of its influence by the sym- 
pathetic nervous system. Rosenthal and Holzer found that adrenaline raises 
the typhoid agglutinin titre, pilocarpine lowers it. According to H. F. O. 
Haberlandt, excitation of the sympathetic impedes the course of an infection. 
Bogendörfer demonstrated that after division of the cervical spinal cord, dogs 
become incapable of developing paratyphoid-agglutinin. According to Heilig 
and Hoff, the basal parts of the inter-brain and mid-brain seem to be “ of 
paramount importance ” for the production or mobilization of opsonins and 
agglutinins. Examining cases of organic diseases in various parts of the 
cerebro-spinal system, only in lesions of the strio-pallidum did they find a fall 
in the opsonin content and failure of typhoid-agglutinin formation. 

A decrease in the opsonin content is also found in states of depression and 
in painfully-toned emotions suggested under hypnosis. Elation, and the 
suggestion of pleasurably-toned emotions seemed to be without influence. In 
confirmation of these observations, Heilig and Hoff demonstrated that it was 
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possible, in certain persons, to produce herpes labialis experimentally. In 
three persons who had repeatedly developed herpes labialis in connection with 
depressing experiences, it was possible to produce herpetic eruptions by hyp- 
notic reproduction of painfully-toned emotions. By mere suggestion that 
herpes should develop, the eruptions did not occur. The authors infer from 
their observations that a decrease in the protective forces, caused by the pain- 
fully-toned emotion, in the special case of herpes—but probably also in other 
diseases—predisposes to the development of the infection. 


(3) PHYSICO-CHEMICAL CHANGES.* 


For the blood chemistry also, the existence of a central nervous regulation 
has been proved. These regulating mechanisms seem to govern both inorganic 
and organic constituents. Isotonia, isoionia and isohydria are generally 
maintained with great constancy. It was desirable to investigate experi- 
mentally whether the chemical composition of the blood can be influenced 
psvchologically, and whether in neurotics, compared with the healthy, devia- 
tions in the blood composition can take place. 


(a) Calcium and Potassium. 


In 1924 Glaser reported remarkable calcium fluctuations under the influence 
of hypnoses of long duration. He observed a fall of the serum-calcium content 
during hypnotic relaxation of as much as 2:16 mgrm. %. By suggested 
excitement he produced an increase of the calcium level of as much as 
3.53 mgrm. °,. Experiments, repeated with the same subjects on different 
days, occasionally showed substantial differences of calcium content. Especially 
in patients with a labile temperament he found variations up to a maximal 
difference of 4:89 mgrm. %. Following Kraus and his school, he explains the 
fall of the calcium level, in hypnotic relaxation, as the effect of a sympathetic 
stimulation, and the nse, during emotion, as a state of vagotonic excitation. 
From his findings he draws far-reaching conclusions as to the influence of 
psychological factors on electrolyte and colloidal cell-processes. 

Glaser’s observations have been checked by Tomasson, Kretschmer, Kriiger, 
Schazillo and Abramow, Povorinsky and Mjassiszew. Tomasson confirmed 
the fact that in manic-depressives, in certain functional states, and sometimes 
in schizophrenics, the calcium values deviate from the normal. According to 
Kretschmer and Krüger hypnosis only exercises an influence on the calcium 
level if this is already abnormally changed or variable. Schazillo and Abramow 
extended their research to the behaviour of potassium. They believe that 
they have ascertained that pleasurable emotions act more strongly on the 
calcium level, and depressive emotions more on the potassium level. Their 

* A systematic account of metabolic processes (water-, salt-, mineral-, protein-, fat- 


carbohydrate metabolism) under emotional influence does not seem possible at the moment. 
The facts that are at present known are communicated in this and the following chapters. 
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experiments of short duration (entire duration of test 15 minutes) show con- 
siderable and trequently hardly credible changes. Thus, in one experiment 
the calcium level drops within 5 minutes trom 12-1 to 5-4 mgrm. °%. 

In view of its fundamental importance, we have subjected the problem to 
renewed investigation. In our experimental procedure we adhered to the 
directions of Glaser. The experiments were performed with 14 persons; all 
of them were neurotics who were under our care. We review the results of 72 
tests. The calcium estimations were made according to the method of de 
Waard : the potassium estimations according to that of Cramer and Tisdall. 
Only in cases of good agreement of estimations were the results considered. 
For the calcium estimation a margin of error of 0-3 mgrm. °% was allowed, 
for the potassium estimation a margin of 5 mgrm. °%%. 

The following questions were of interest : 

(1) Are the serum-calcium and serum-potassium values found in neurotics 
outside the normal ? 

(2) Are the fluctuations of the calcium and potassium content to be found 
in neurotics in repeated readings ? 

(3) Can the calcium and potassium level of the blood be influenced under 
hypnosis ? 

(4) What influence do emotions exercise on the calcium and potassium 
content of the serum ? 

Ad. 1. The limits of the normal calcium scale are differently stated by 
different authors (Leicher, Mayer, Billigheimer, Herzeld, Lubowski, Zondek, 
Petow, Siebert, and many others). According to the experience of our clinic, 
calcium values between 9:5 and II mgrm. % in the serum are regarded as 
normal. Other authors (Leicher, Herzfeldt, Lubowski, Urbach, etc.) give the 
upper limit of normal as 12 mgrm. %. Cramer, Tisdall and Billigheimer 
regard a content of 9 mgrm. % as normal. 

If we examine from this point of view the results we have obtained 
from I4 persons in 23 readings, we find that only Ir are within the normal 
scale (9:5-11 mgrm. %). If the upper limit is extended to 12 mgrm. °5, 
5 readings remain over 12, and 3 under 9:5. It is proved, therefore, by the 
patients we examined that the calcium values of neurotics are sometimes 
outside the normal, although we have never observed deviations as great as 
those observed by Glaser; in one case 7:07 mgrm. %. Even more variable 
than for calcium are the statements in literature concerning the range of the 
normal potassium values. According to Zondek, Petow and Siebert the normal 
serum-potassium values vary between 18°28 and 24°36 mgrm. %, according to 
Dresel and Katz between 22-7 and 38-8 mgrm. %. Cramer and Tisdall give 
18:2 and 70 mgrm. °% as limits of normality. In view of these wide limits it 
seems impossible to determine typical variations for neurotics. In the patients 
we examined, we observed an average degree of variation of between 20 and 
27 mgım. °%%. A few increased and decreased readings are striking. (Table Ia). 
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Ad. 2. Uniformity of the calcium value, in repeated examinations of the 
same person, has been found by many authors. If one assumes a range of 
variation of 0°5 mgrm. °% for repeated examinations, our findings show that in 
6 subjects which were examined several times, such consistency, on repetition, 
was only attained by two. Four subjects show variations of greater degree 


r 
pi 


(maximum 2 mgrm. %). If one assumes a range of variation of 5 mgrm. °, 
for repeated potassium determinations, 4 of the 6 subjects examined show 
consistency, 2 inconsistency. 

Ad. 3. To ascertain the influence of hypnotic relaxation on the calcium 
level, the calcium values of 14 subjects were taken in 23 tests before and after 
an hypnosis of at least one hour. Under the same conditions as above, no 
variation of the calcium content was found in 7 tests in 7 of the 14 subjects 
examined. A fall in the calcium value (maximum 1°52 mgrm. °,) was observed 
four times and an increase (maximum 2-I mgrm.%) three times under the 
influence of the hypnosis. We confirmed Glaser’s observation that, in certain 
persons, hypnotic relaxation has an influence on the calcium level of the serum. 
Contrary to Glaser we sometimes found an increase and sometimes a decrease of 
the calcium content. 

Under the influence of hypnoses of long duration the potassium content 
shows a distinct tendency to decline. The original value is generally diminished. 
In three subjects variations of more than 5 mgrm.%, occurred. In one subject 
the fall amounted to 18-79 mgrm. %. 

As far as may be gathered from the limited number of experiments there is 
no indication of a tendency to antagonistic change of calcium and potassium 
value. Subjects who, under hypnosis, change their calcium level, can retain 
their potassium content unaltered, and vice-versa. No ion-antagonism can 
be demonstrated. 

Ad. 4. Suggested excitement, according to Glaser’s statements, produces 
a rise of the calcium level. Seven of our subjects were examined in 13 
experiments with regard to the behaviour of their calcium during emotion. 
After a rest-hypnosis of at least one hour they were subjected to maximal 
affect by suggestion of suitable emotionally-toned situations. After half 
an hour a blood-test was taken at the climax of the affect. In the 7 persons 
examined there were two cases of changes beyond the margin of error. 
In one subject an increase of the calcium content was found on repeated 
examination. 

Distinct variations in potassium content were found in two out of six 
subjects examined. In one case a considerable increase (by 9:27 mgrm. °,) 
took place, in another a decrease by 6-67 mgrm. °,. 

The type of emotion suggested seems to be irrelevant for the result of the 
experiment. 

In answering the questions enumerated above, we arrive at the following 


results: 
LXXXI. 40 
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(1) The serum calcium and potassium values of neurotics are sometimes 
outside the norm. Sometimes they are higher, sometimes lower. 

(2) They are—in repeated estimations in the same person—subject to 
distinct variations in certain cases. 

(3) Under the influence of hypnoses of long duration, increase or decrease 
of calcium can occur. The potassium values tend to drop. 

(4) Sometimes a rise in calcium may be observed under emotional influence. 
In one case an increase, in another a decrease of potassium took place. 

We abstain from speculative discussions and limit ourselves to reporting 
the results. 


(b) Salt and Water Content. 


Psychological influence on salt- and water economy has been investigated 
by several authors (Heyer, Grote, Heilig, Hoff, Dobreff, Marx, Grossmann). 
Most of the authors considered only the renal secretion. We shall refer to 
this later on. 

Marx demonstrated that during suggestion of drinking, a dilution of the 
blood takes place, coincidently with an increased secretion of diluted urine. 
He did not find any influence of emotion on the blood water content. 

In our own experiments we examined the influence of emotion on the 
serum chlorides and the blood water content of 16 subjects. The serum 
chlorides were estimated by the method of Volhard, the blood water content 
by that of Pincussen. Venous blood samples were used for the blood water 
estimation. . 

In 32 experiments we arrived at the following results : 

(1) If one assumes the range of normal serum chlorides to be between 
0:56-0:61 grm. °%, the values found in neurotics are frequently below the 
normal. 

(2) Definite fluctuations of the serum chloride value can be found in the 
same person in repeated estimations on different days (maximum 0-58 grm. °p). 

(3) In the majority of the subjects examined, the serum chloride value is 
not influenced by hypnoses of long duration. Fluctuations of more than 
0:02 grm. °,, were found in 7 experiments. In four cases there is an increase, 
in three a decrease. Only in one case is the deviation considerable (difference 
0:005 grm. %). 

(4) Under the influence of emotion the serum chloride values are diminished 
in 4 out of 14 experiments. The decrease in chlorides could be explained 
either by an increased gastric secretion of hydrochloric acid, as described 
above, or by an increased renal secretion of chlorides. 

(5) The decrease of kations and anions in the blood under the influence 
of emotion is all the more striking, as—in contrast to Marx— we nearly always 
found an emotional concentration of the blood. In one case the blood was 
diluted. 
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(c) Blood Sugar (Glycosuria). 


Just as in gout, it is an old medical experience in diabetes mellitus that 
an existing diabetes can be aggravated by emotion. The older literature 
on diabetes is full of cases which developed following emotion. A summary 
of the relevant material was made, at my suggestion, in an inaugural disser- 
tation by Mieth. A large number of animal and clinical experimental investi- 
gations have been performed which suggest the possibility of psychological 
influence on carbohydrate metabolism. 

In 1877 Boehm and Hoffmann reported the observation that the mere 
fastening of cats to the operating table was sufficient to produce glycosuria. 
They believed that several factors, cooling, pain, disturbances of circulation, 
were responsible for the development of this “ Fesselungsdiabetes ’’. These 
findings were confirmed in the following years by Eckhard, Waterman, Smit, 
Henderson, Underhill, whilst M. H. Fischer observed no glycosuria when 
rabbits were fastened down. Cannon, Shohl and Wright showed in ıgıı 
that sugar secretion can be elicited by excitement, independently of the 
animals being fastened down. Locked-up cats secreted sugar when they 
were frightened by barking dogs. It would, therefore, be more appropriate 
to speak of “ emotional glycosuria ’’. When the suprarenal gland had been 
removed, the emotional glycosuria failed to occur. The emotional glycosuria 
was ascribed to an emotional discharge ot adrenaline. The investigations of 
Cannon, Shohl and Wright introduced a polemic of many years’ duration, 
which has been carried on practically to the present time, as to whether, and 
to what extent there is an emotional hyperglycemia and glycosuria, and how 
far both are due to an increased suprarenal activity. With regard to the 
suprarenal question we reter to a later chapter. The presence of emotional 
hyperglycemia in cats was found by Scott, Buscaino, Crile and Britton, in 
rabbits by Hirsch, Reinbach, Rolly, Oppermann, Loewy, Rosenberg, Jacobsen, 
Buscaino, Fujii, and others. The blood sugar of dogs is subject to slighter 
fluctuations (Loewy, Rosenberg, Hirsch, Reinbach and Shaffer). Emotional 
hyperglycemia in dogs was demonstrated by Loewy, Rosenberg, Hirsch and 
Reinbach. An experimental dog of Seelig showed no sugar secretion in spite 
of being tied down for 14 hours. The results of Bang and Allen are inconstant. 
Emotional hyperglycemia is entirely denied by Stewart and Rogoff alone. 
Not very convincing objections have been raised by Morita, Ross and McGuigan. 
Morita observed hyperglycemia and glycosuria in decerebrated rabbits 
following sensory stimulation, and infers from this fact “ that emotions can 
only play a subordinate part in the sugar mobilization ”. Ross and McGuigan 
regard it as an objection that the blood sugar rises in ether narcosis; as a 
result of the sedative influence, a fall in the blood sugar would be expected. 

In human pathology it has been known for a long time that, in nervous 
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people, glycosuria occasionally occurs after excitement (Goodhart, Flesch). 
Several authors have systematically examined the behaviour of urine and 
blood after emotion, and have tried to influence the blood sugar by suggestion. 

Experiments by Schuster, Syllaba, Povorinsky and Finne demonstrate the 
influence of saccharine absorption and various suggested ideas on the blood- 
sugar content. Syllaba observed an increase of the blood sugar after taking 
saccharine ; Schuster, Povorinsky and Finne stated that they could increase 
the blood sugar content by suggestions of eating sugar or honey, and 
found an inhibition of the increase of blood sugar when suggesting the sugar- 
lessness of a sugary solution. Older observations by Marcus, Sahlgren, Nielsen, 
and Jörgensen, which agree with our own experiences, were of an entirely 
negative nature. Neither by giving a crystalline solution, normally without 
influence on the blood sugar, nor by the suggestion of giving sugar, could the 
blood sugar be increased ; nor was it possible to influence the blood sugar 
curve during a glucose tolerance test. 

With regard to the influence of emotion, Smillie, a pupil of Cannon, showed 
that 4 out of 9 students had glycosuria after a difficult examination, but 
after an easy examination only one. According to experiments of Fiske and 
Cannon, 12 out of 25 members of the Harvard football club had glycosuria 
after an exciting game; 5 of them were substitutes who had not taken part 
in the match. Glycosuria of the reserve men in exciting football matches 
was not confirmed by Edwards, Richards and Dill. Observations on examina- 
tion condidates were also made by Ricci, Folin, Smillie, Tigerstedt, Malmiwista, 
Mikkonen, Macleod, Dobreff, Tomoff, Adolph, T. V. Wang and P.C. Wang. The 
percentage of those secreting sugar varies. Whilst Tigerstedt observed glyco- 
suria Io times among 13 students, and Malmiwista and Mikkonen 7 times among 
1o candidates for the matriculation examination, only 17-18 °% of 69 students 
examined by Folin, Denis and Smillie secreted sugar, and Macleod could find 
no cases of glycosuria at all, “ though the examinations were made unusuallv 
nerve-racking ’’. The absence of examination hyperglycemia and glycosuria 
in the Chinese students they examined, is ascribed by Adolph, P. V. Wang and 
P. O. Wang to the equanimity of the Chinese. As other situations suitable 
for the testing of emotional changes of blood sugar, operation fear (Ricci, 
Derrien, Piéron, Dobreff and Tomoff) and the excitement of airmen before 
and after a flight (Maranon) have been chosen. The extent of the change 
varies. Against Maranon’s experiments, as far as they were performed after 
the flight, the objection has been raised that, apart from purely emotional, 
other factors may also have played a part in influencing the blood sugar. 
Van der Scheer assumes that the physiological fluctuations of the blood sugar 
content are due to emotional fluctuations. In experimentally produced 
fright-reactions (horn signal) he could find no definite influence on the blood 
sugar. Under the influence of experimentally produced states of emotional 
tension (dark-room with sham electrode) the blood sugar level rose. Folin 
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and Berglund observed a considerable rise of blood sugar after fainting, 
Hackebusch in hypnotically produced affect. 

A different experimental procedure was chosen by Ricci. In patients 
awaiting operation he determined the threshold at which they secreted no 
sugar into the urine by a glucose tolerance test. The day before the operation, 
on which the patients were notified of the forthcoming operation, he gave 
50 grm. sugar less than had been determined as the threshold quantity in the 
preliminary examination. In 6 out of 15 patients tested in this manner, a 
glycosuria developed on the day before the operation. Regarding the influence 
of emotion on the blood sugar curve during a glucose tolerance test a few 
casual observations are available. Hale-White and Payne carried out com- 
parative examinations in students and laboratory assistants. They found 
that the blood sugar curves of the laboratory assistants were more consistent 
than those of the students—a finding which they link with the anxiety of the 
students lest the test might reveal something abnormal. According to their 
observations, and those of John and Sweeney, a drop in the curve, and 
occasional dips, were observed under the influence of disgust. 

If one surveys all these results, it seems that their contradictory content 
is partly explained by a different selection of subjects, but partly also by a 
variable standard of criticism with regard to the experimental procedure and 
evaluation of results. Together with Bay, therefore, we set out to examine 
once more, with full precautions, the influence of emotion on the human blood 
sugar level. In part we have checked the experimental procedures described 
by others, and in part chosen our own experimental conditions. We examined : 

(I) The susceptibility of the fasting blood sugar to emotions produced 
under hypnosis or in a waking state. 

(2) Changes of the blood sugar level during a 
fear. 

(3) Differences between the blood sugar curves of normals and of neurotics 
during the glucose tolerance test. 

(4) Susceptibility of the blood sugar curve to emotion. 

With regard to (1), the experiments were carried out on 5 persons, 4 of 
whom were subjected to fear under deep hypnosis, and 1 to disgust in a waking 
state. The fasting blood sugar was determined every Io minutes for a period 
of 50 minutes. We found fluctuations of 3-4 mgrm. °. In one control, in 
whom the fasting blood sugar was determined at rest, we found a fluctuation 
of g mgrm. °,. This corresponds to the findings of Klein and Heinemann. 
Since the directions of our observations (increase or decrease) varied, it is 
impossible to demonstrate changes beyond the range of physiological variation. 

With regard to (2), in order to examine the effect of “ genuine ” emotions, 
we emploved, as did Ricci, Dobreff and Tomoff, the fear of an impending 
operation. Patients were placed at our disposal by the Surgical Clinic of the 
Charité. We tested the blood sugar on two different days before the operation, 


“genuine ” affect, usually 
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to get an idea of the normal degree of fluctuation. Then the blood sugar was 
determined directly before the operation. Our experiments, which comprise 
IO patients, are summarized in Table I. Our results conform in general 
with those of Dobreff and Tomoff, but we cannot demonstrate a definite change, 
beyond the extent of physiological fluctuations. 

With regard to (3), a difference between the glucose tolerance tests of 
neurotics and normals has been reported by various authors (Wiegert, Barren- 
scheen, Eisler, Jörgensen, and Plum). Our own investigations comprise 5 
normal persons (Table II) and 5 neurotics (Table III). The subjects 4 and 5 
were young, thoroughly healthy persons (16 and 18 years of age), with a higher 
carbohydrate tolerance corresponding to their age (Hale-White, Payne. 
Jörgensen, and Plum). In the other subjects a definite difference between 
the behaviour of the normals and that of the neurotics could not be shown. 

With regard to (4), the susceptibility of the glucose tolerance test to 
emotions has never, hitherto, been systematically investigated. The difficulty 
to be faced in these investigations is the inconstancy of the blood sugar curve 
in the same subject on different days (Staub, Hale-White, Payne, Sweeney, 
etc.). From numerous examinations we know that the blood sugar curve 
is dependent on many factors (previous alimentation, muscular work, outside 
temperature, etc.). In spite of all possible consideration of these factors, we 
also failed to obtain uniform normal curves in oral glucose tests. As a greater 
constancy of assimilation with intravenous administration is known to be 
. obtained (Jörgensen, Plum), we chose the following experimental procedure : 

After the subjects had been given, for 3 days, a standard diet which thev 
continued to receive on the following days, the fasting blood sugar was 
determined on the mornings of 2 different days ; then the subjects were given 
20 c.c. of a 20% glucose solution intravenously within I minute. The 
blood sugar was tested every 5 minutes for half an hour. On another dav 
the experiment was repeated in a state of emotion (hypnosis or waking state). 

The experiments gave the following results: The fasting blood sugar 
varies considerably on different days. It is not definitely changed by emotion. 

The blood sugar curves at rest are not thoroughly congruent, but are 
similar in form. They are not definitely changed by emotion. 

In 3 of the experiments the curve appears fairly constant at rest, distinctly 
changed in emotion ; but in two others it fluctuates to the same extent at 
rest, so that we cannot infer any conclusions from these facts. Further 
investigations seem indicated. | 

Summarizing, it may be said that the sugar level in the blood, both fasting 
and during carbohydrate testing, normally fluctuates so much that an approxi- 
mately reliable rest-value cannot be determined. In some, cases occur under 
emotional influence which, however, do not definitely exceed the physiological 
fluctuations, and are by no means always present. \We dare not infer any 
conclusions from these findings. 
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Urine Excretion. 


It might be expected that—more so than in the blood—psychological 
disturbances of the salt and water economy would be revealed by quantitative 
urine tests. 

Bykow, Berkmann, Marx, Govaerts and Cambier succeeded in training 
dogs to pass urine as a conditioned reflex. After previous training, signals 
(special test room, introduction of an enema nozzle, etc.) sufficed to provoke 
a urination corresponding to that occurring after an actual intake of water. 
Also in humans, a blood-dilution—demonstrable in the hemoglobin content — 
and an increased passing of dilute urine, corresponding to that after an actual 
drink, has been produced by suggestion of drinking (Marx, Hoff, Wermer, 
Bauer and Sahlgren). Sahlgren succeeded in diminishing the quantity of 
urine passed after giving $ litre of water by negative suggestion. 

With regard to the influence of emotion, we know from everyday obser- 
- vations that emotions, e.g., fear, have a stimulating, and occasionally an 
inhibiting, effect on the function of the bladder. Since the time of Sydenham, 
Golding, Brett, Laycock, Féré, the spasmodic ample flow of “ rock-water ’’- 
clear urine in hysterics has been well known. Psychological oligurias are far 
scarcer. Ernst de Divonne observed a patient whose urination stopped for 
24 hours after the reception of unpleasant news. The origin and expressive 
content of these drinking and urinating disturbances is obscure. Psycho- 
genically, psychological polydipsia—potomania (Cottet)—is probably close 
to polyphagia or bulimia, and potophobia to nervous anorexia. Clinically a 
demarcation between psychological polyurias and diabetes insipidus is often 
ditticult. Functionally it is probably correct to hold responsible for the: 
origin of the disturbances an inhibiting or stimulating psychological influence 
on the activity of the posterior lobe of the pituitary. 

Experimental observations are available concerning the effect of emotion 
on the quantity of urine passed, the chlorides, the phosphates, the total 
nitrogen and its fractions. Albuminuria, especially the orthostatic, seems to 
be susceptible to psychological influence* (Schreiber). 

The experiments were carried out sometimes as balance tests after several 
davs’ adaptation to a standard diet of known nitrogen and phosphorus content 
(Heyer, Grote, Jankowska) ; sometimes the salt and water excretion, after 
ingestion of 1 litre of fluid, was compared with and without emotional influence 
(Heilig, Hoff, Grossmann). 

(a) Urine quantities.—In the animal experiment, Dobreff observed complete 
anuria under the influence of strong emotion. Heyer and Grote, in their 
experimental procedure in human beings, could find no influence on the quantity 
of urine passed. Jankowska found an increase of the 2-hour portions. Accord- 
to Heilig and Hoff, pleasurably toned emotions act in an inhibiting, painfully 


* A manic-depressive colleague told me that clinical observations had established the fact 
that, in the depressive phase of his disease, he always excreted albumen and formed elements, 


620 INFLUENCE OF EMOTIONS ON FUNCTIONS OF ORGANS, [ July, 


toned emotions in a stimulating manner on the diuresis. Grossmann generally 
found either no changes, or irregular ones only. 

(b) Chlorides and phosphates —According to Heyer and Grote there was 
increased phosphate excretion on the test day. The chloride excretion was 
unchanged in their experiments. Jankowska found a chloride increase. 
Heilig and Hoff observed a behaviour of the chloride and phosphate excretion 
analogous to that of the water excretion—stimulation by painfully toned 
emotions, inhibition by pleasurably toned emotions. Grossmann, again, 
describes varying results. 

(c) Hydrogen ton concentration.—A shifting of the actual reaction of the 
urine to the alkaline side is described by Laignel-Lavastine, in his observations 
on the mentally affected, as a typical symptom of fear and depression. The 
occurrence of emotional alkalosis in excited non-psychotics is confirmed by 
Jankowska. 

(d) Total nitrogen, urea, uric acid, creatinine, ammonia.—The excretion of 
total nitrogen, and its fractions, is not influenced by emotional causes, accord- 
ing to the findings of Heyer and Grote. According to Jankowska the total 
nitrogen and the urinary ammonia are occasionally increased. 

These very contradictory results called for re-examination. Our own 
experiments were carried out partly as function tests, and partly as balance 
tests. 


I. Renal Function Tests. 


The subjects were induced to drink within half an hour, as in the usual 
Volhard test, 1 litre of tea in the morning on an empty stomach. The quantity 
and specific gravity of the half-hour specimens were recorded for 4 hours. 
The function test was repeated in the same manner on different days. Onlv 
in case of approximate conformity of the results were the subjects emploved 
for the affect experiment. For this they were subjected to hypnotic emotion 
before drinking the tea, and were kept in a state of emotion for the whole 
duration of the experiment (44 hours). The control results from 7 persons 
at rest were sufficiently constant for experiments in emotion. Under emotional 
influence there was sometimes a delayed and diminished urination, sometimes, 
and that usually, an accelerated urination exceeding by far the quantity of 
liquid absorbed. The result of the experiments (plus or minus behaviour) is 
independent of the type and intensity of the emotion. Quantitative differences. 
but never a reversion of the direction of reaction, were observed in repetitions. 
No connection with other affective organic functions could be established. 


II. Balance Tests. 


The subjects were given a diet of their own choice for several days. After 
adaptation, the subjects—generally at 7 a.m.---were put for I hour into a state 
of emotion as strong as possible. We only employed depressive sthenic 
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emotions. By post-hypnotic order the subjects were kept in a depressive 
state of mind for the whole day of the experiment. In some of the tests, 
the urine passed in the first 2 hours after the beginning of the experiment 
was collected and examined separately. Our investigations embraced the 
quantity urinated, the hydrogen ion concentration, the titre, the chlorides, 
the total nitrogen content, and the content of uric acid. Eight experiments 
were performed with 7 persons ; they were all neurotics. 
Our experiments led to the following results : 


(a) Quantity of urine.—The daily quantity of urine is generally hardly affected. 
In one case (No. 3) the daily quantity rose from an average of 100 c.c. to more 
than double on the test day ; in another (No. 7) the daily quantity dropped from 
an average of 790 c.c. to 400 c.c. on the test day. 

(b) Hydrogen ton concentration.—In two experiments (Nos. 6 and 7), a shift 
of the hydrogen ion concentration to the alkaline side was observed in the daily 
urine quantity. 

(c) Litre —In four experiments (Nos. 2, 4, 6 and 7), changes in titre were 
found. The titre of the urine may be increased or diminished. 

(d) Chlorides—Compared with the total quantity excreted daily, and to some 
extent compared with the previous days, a remarkably high quantity of chlorides 
was excreted in three of the cases (Nos. 3, 4 and 7), and a remarkably small 
quantity in another case (No. 6) in the 2-hour portion of the test day. Thus 
No. 3 excreted 2°26 grm., out of a total of 4:29 grm., in the 2-hour portion. In 
No. 6, who had an average excretion of 3°15 grm., during the days when he was 
adapted to his diet, the 2-hour portion on the test day was reduced to 2°33 grm. 
By a saving or a surplus in the course of the day, the change revealed in the 2-hour 
portion is balanced in the total daily quantity. 

(e) Nitrogen content—Compared with the days of adaptation, the nitrogen 
excretion in the 2-hour portion of one of the cases (No. 7), is distinctly reduced on 
the test day. With an average of 1°75 grm. on the preceding days, the excreted 
nitrogen drops on the test day to 0°73 grm. A rise in the quantity of nitrogen 
excreted on the test day was observed in one case (No. 3). From an average 
value of 8°25 grm. the nitrogen excretion rose to 10°68 grm. on the test day. 

(f) Changes in the excretion of uric acid, under the influence of emotion, were 
noted in two experiments (Nos. 3 and 4). In these experiments, performed with 
the same subject, the uric acid values observed in the days of adaptation are 
doubled in No. 3, and halved in No. 4. 


Summarizing our experimental results, the following may be stated : 


I. Renal function tests —Under the influence of emotion an abbreviated 
and diminished, or, more frequently, an accelerated and increased urination 
takes place. The quantity of urine can greatly exceed the quantity of liquid 
absorbed. Direction of reaction, viz., increase or decrease of urination, are 
independent of type and intensity of the emotions. 

II. Balance tests.—(1) In some of the subjects, no changes in the composition 
of urine can be found in spite of the strongest emotion. 

(2) In those subjects in whom changes occur, several constituents of the 
urine are generally concerned simultaneously. 

(3) The changes are generally more distinct in the 2-hour portion, that is, 
the portion collected during the first hour after the one hour of experimental 
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emotion. Both increase and decrease of the urine ingredients examined mav 
occur. Increased excretion in the 2-hour portion is balanced by a saving, 
decreased excretion by a surplus in the course of the day. 

(4) Changes in the quantity of urine, the hydrogen ion concentration, the 
titre, the chlorides, the total nitrogen content and the content of uric acid 
were found. A storing of uric acid could afford an explanation for an emotional 
origin of attacks of gout. 

(5) Rules for the nature of the changes cannot be established. In the 
same subjects different changes may occur on different test days. Further 
research seems indicated. 


Basal Metabolism. 


Again it is an everyday experience that depressive states of mind of long 
duration may lead to loss of weight. From a biological point of view, grief 
and worry, apart from possible diminution of the desire for food, seem to 
impair digestion and utilization of the food absorbed ; and coincidently there 
is an increase of metabolism, and hence demand for nutrition. On the other 
hand, it is known that occasionally increase of weight and appetite may occur 
under depressive influences. 
© Grafe explains the findings in his fundamental experiments concerning 
the influence of emotions on the oxygen-consumption of humans on the basis 
of the animal observations of Alexander and Revesz. With intermittent 
optical stimulation of dogs by means of a source of light near the eve these 
authors observed an increase in the oxygen consumption. A traumatic shock 
produced, in cats, a decrease of the basal metabolism up to 70°, (Aub). The 
observations of Crile and his collaborators, only briefly reported, also seem to 
indicate a decrease of metabolism in rabbits frightened by barking dogs. 

In humans, the influence of mental activity, sham work and emotion on 
the O, consumption has been examined. On the influence of mental activity 
there is an extensive literature (Lavoisier, Loewy, Speck, Becker, Olsen, 
Benedict, Carper and many others). With suggestion of muscular work no 
change of metabolism could be observed (Grafe and Traumann) ; however, 
with the suggestion of heat-cold experiences the O, consumption was not in 
accordance with the actual surrounding temperature, but corresponded to 
the situation suggested (Gessler and Hansen). In our own experiments, 
together with Grassheim, we endeavoured to ascertain whether it were possible 
to reproduce the specific dynamic action effect by hypnotic suggestion. In 
3 out of 20 subjects examined, we obtained a moderate “ specific dynamic 
effect by the suggestion of meals. It is noteworthy that these were subjects 
who also showed variability of metabolic values in control examinations. In 
the other subjects, apart from a negative phase in the beginning, which in 
some cases amounted to —14° 4, no effect from the suggestion of meals could 
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be observed. Negative suggestions after giving the food were also more or 
less negative. 

The existence of an emotional influence on O,-consumption is indicated by 
the familiar experience in routine metabolic examinations, that in excited 
persons the readings are generally too high in the beginning and, therefore, 
have to be repeated. Grafe’s systematic investigations were inspired by a 
casual observation. In a doctor, who was in perfect metabolic balance, he 
sobserved, under the influence of a severe misfortune, a decrease in weight of 
2 kgrm. within a few days, in spite of his taking the same amount of nutrition. 
Suggestions of emotions under hypnosis did not at first lead to a convincing 
change of oxygen consumption (Grafe and Traumann). Repetition of the 
experiments some years later in a larger number of subjects yielded positive 
results (Grafe and Mayer). By suggestion of emotions, an increase of meta- 
bolism up to 25% occurred. The changes observed by Ziegler and Levine 
are even greater (28, 40, in one case even 86°%). Ziegler and Levine induced 
their subjects—14 war veterans—to reproduce in their minds unpleasant war 
reminiscences. The emotional findings were compared with two control 
examinations made at rest. Since then these results have been repeatedly 
re-examined (Carney, Landis, Totten, Deutsch, Segal, Binswanger, Strouse, 
Whitehorn, Lundholm, Gardener, and Marx). The majority of the authors 
agree that an increase in metabolism can be caused by emotions. A con- 
siderable increase of the O, consumption was observed by Segal, Binswanger, 
Strouse in patients with exophthalmic goitre before operation. The obser- 
vations of Whitehorn, Lundholm and Gardener were negative, however, with 
only one subject. A decrease of metabolism in emotion to the extent of 
26-6% has been described by Deutsch. In an attempt to explain the emotional 
metabolic changes, Grafe and Mayer, following up the experiments of Alexander 
and Revesz, believed that an increase of cerebral metabolism could occur 
with consecutive effect on the entire metabolism. More probably the explana- 
tion lies in an emotional production of hormones. A hyperactivity ot the 
suprarenal and thyroid glands could explain the increased metabolism. 

Summarizing, it may be said that, according to the findings of most 
authors, the O, consumption is to a varying extent increased, and occasionally 
diminished, by emotion. The problem of a disturbed utilization of food, 
which is very probable in view of the emotionally disturbed organic functions, 
has hitherto not been tackled. 


Endocrine Glands. 


The investigations of Cannon and his school have made it seem probable 
that emotions are discharged through the sympathetic. Since the reciprocal 
relations between the endocrine glands and the visceral nervous svstem are 
well known, it may be assumed, and has to some extent been proved, that all 
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endocrine glands can be influenced psychologically in their activity. Experi- 
mental results published hitherto concern primarily the suprarenal and 
thvroid glands. 


(1) SUPRARENAL GLAND. 


Cannon’s researches on the influence of emotion on adrenaline secretion 
are fundamental for the biology of emotions. In ıgıı Cannon and de la Paz 
showed that in emotional states the adrenaline content of the venous blood ofg 
the suprarenal gland increases. To obtain venous blood from the suprarenal 
gland they introduced a soft catheter through the femoral vein into the vena 
cava up to the level of the veins of the suprarenal gland. Blood was taken 
at rest, in pain and in excitement. The cats used as test animals were excited 
by introducing barking dogs into the laboratory. The influence of the “excited ” 
blood on a strip of intestine was compared with that of the blood “ at rest ’’. 
The blood taken at rest exercises hardly any influence at all, whilst emotional 
blood inhibits the intestinal peristalsis immediately. In view of their impor- 
tance, Cannon’s findings were controlled in excitement, pain and asphyxia. 
Controls performed with the same experimental procedure by Hitchings, 
Sloan and Austin produced confirmatory results. The catheter method met 
with criticism. It was found to be better to prove the increase of adrenaline 
by the effect on denervated organs of the test animal, without blood sampling. 
An action on the denervated iris (Elliot, Kellaway), the denervated heart 
(Levy, Cannon, Britton, Lewis, Rapport, Carasco-Formiguera), on denervated 
salivary glands (Florovsky, Baschmakoff), on denervated limbs (von Anrep, 
Pearlman, Vincent), due to the increase of adrenaline under the circumstances 
indicated, could be demonstrated. According to Britton and Cannon the 
heart-beat of the denervated heart increases in emotion by 15-30 beats per 
minute. Houssay, Molinelli, Tournade and Chabrol anastomosed the suprarenal 
vein of a test animal A with the jugular vein of a test animal B. Following 
strong sensory stimulation of A, adrenaline effects occurred in B. Cannon's 
findings and their interpretation were fiercely attacked by Stewart and 
Rogoff. Stewart and Rogoff took blood from a cava-pouch which they tested 
on an intestinal preparation. They could find neither a hyperadrenalinemia 
nor an emotional hyperglycemia. Negative results, with regard to the 
emotional increase of adrenaline, were also given by the expenments of 
Hartman, McCordock and Loder. It would lead too far to enter into details 
of the controversy, which was fought out in a long series of papers by Cannon 
on one side, and Stewart and Rogoff on the other. A few points mav be 
quoted. Stewart and Rogoff objected to the catheter method; with the 
cava-pouch method used, they obtained, as already mentioned, negative 
results. In their opinion, the rise in the number of heart-beats in the denervated 
heart cannot with certainty be attributed to an increase of adrenaline ; it 
might be conditioned by vasomotor changes of blood-distribution or by 
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non-suprarenal substances. Having eliminated the suprarenal glands from 
the circulation they still observed an increase of the heart-beat index. Using 
the cava-pouch method employed by Stewart and Rogoff, Japanese research 
workers have succeeded of late (Kodama, Sugawara, Watanabé, Saito, and 
Sataké) in demonstrating an adrenaline increase following emotion and 
sensory stimulation. After section of the hepatic nerves, and in the “ reduced ”’ 
animal, Cannon and his collaborators have followed up the problem of why, 
after elimination of the suprarenal gland, a slight increase of heart-beat occurs 
in the denervated heart in excitement. In some very interesting new experi- 
ments, they have shown that even after elimination of the suprarenal glands, 
liver, pancreas, intestinal mucosa, pituitary, testicles, thyroid, parathyroid, 
skeletal muscles, and semilunar ganglia, this slight increase of the heart-beat in 
excitement is still found. They found that the rise is due to a substance 
similar to adrenaline, produced in the smooth muscles and elicited by svm- 
pathetic stimulation. This substance, termed ‘‘sympathin’ by Cannon, 
probably constitutes an analogue to Loewi’s vagus hormone. 

Cannon's direct demonstration of an increased secretion of adrenaline in 
emotion was indirectly supported by the existence of a large number of 
emotional changes of organic functions which can be explained as adrenaline 
effects. Thus the emotional increase of blood-pressure, the acceleration of 
pulse, hyperglycemia, inhibition of gastric and intestinal peristalsis, the 
decrease of coagulation time, erythrocytosis and many other phenomena 
can easily be brought under the common heading of an emotional 
adrenaline discharge. The different phenomena have been treated in detail 
in the earlier chapters. Following the ideas of Darwin, Spencer, McDougall 
and Crile, Cannon has, in his well-known emergency theory, submitted the 
whole body of emotional affect-phenomena to a teleological examination. He 
has demonstrated how the mobilization of sugar, the acceleration of pulse, 
the change of blood distribution in emotion, stimulate the energy of the 
skeletal muscles and thus increase efficiency for fight or flight. 

The occurrence of the affect-phenomena interpreted as adrenaline effects 
makes the occurrence of emotional hyperadrenalinemia seem probable also 
in humans. Direct proof has hitherto hardly been possible owing to technical 
difficulties. The more astonishing is a single observation by Brandt and 
Katz, who reported an adrenaline increase in a patient brought into a state of 
excitement under hypnosis. The tests with a rabbit’s ear, an intestinal 
preparation, and an enucleated frog’s eye, formerly negative, turned out 
positive with the “excited ’’ blood. These findings, which would exceed 
Cannon’s observations, require confirmation. 


(2) THYROID, 


It is, on the other hand, certain that many phenomena of emotional 
expression—protruding of the eyes in rage, palpitation, diarrhcea, trembling, 
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perspiration in fear—point to a hyperactivity of the thyroid and correspond 
with the classical symptoms of Graves’s disease. Neuro-regulation of the 
thyroid can be accepted as proved (Asher, Flack, Cannon, Smith, McKeen, 
Cattel, Levy). Cases of Graves’s disease of emotional origin have been 
described ın large numbers (Rothacker, Maranon, Bram, Deutsch, Langdon 
Brown, Emerson, Steinitz, and many others). The assumption, therefore, 
was convenient that besides, or together with, an increased adrenaline produc- 
tion, an activation of the thyroid takes place. In experiments with Scheringer 
and Bay we have endeavoured to examine how far somatic changes take 
place in emotion, which can be registered with exact methods, and point to 
an involvement of the thyroid. 

That the basal metabolism rises in emotion has already been mentioned. 
We have attempted to find whether, under emotional influences, changes of 
the skin-condenser index (Lueg), the Reid-Hunt reaction and the blood- 
lodine content occur. . 

It was shown that the skin-condenser index, which we examined together 
with Lueg, is not subject to essential variations. In some trial experiments 
there was also no definite effect on the Reid-Hunt reaction. We have aban- 
doned the Dresel-Goldner reaction, since Dresel and Goldner themselves have 
doubted the suitability of the reaction for test purposes. 

There were, however, distinct changes of the blood-iodine content. Our 
experimental procedure was as follows : 

In order to eliminate spontaneous variations of the blood-iodine value, 
the subjects, who for 3 days were given a diet in which food containing iodine 
was largely avoided, were subjected, in the mornings, on an empty stomach, 
to half-hourly blood sampling from one of the veins of the arm. Subsequently 
they were subjected to emotions, either in a waking state or under hypnosis, 
for a period of 15 minutes. After further collection of blood under emotional 
influence, the behaviour of the blood-iodine content, after the fading-out of 
the emotion, was observed. The iodine determinations were carried out by 
Scheringer with bis modification of von Fellenberg’s method. 

Our experiments led to the following results: 

(1) The blood-iodine value of our subjects corresponds, generally speaking, 
with the values given in the literature. 

(2) In 13 out of 15 subjects examined, a rise of the blood-iodine index 
during emotion took place to an extent of over 20% ; in g even above 50°. 
In individual subjects the iodine increase amounted to almost 100% and 
more. Iodine values were found such as are otherwise only known in Graves’s 
disease. In 2 cases the rise of the blood-iodine index failed. These were 
subjects who, in spite of uniform experimental procedure, were not affected 
by emotions. 

(3) When the emotion fades out, the iodine index gradually declines to 
the normal. In 6 subjects the original value was reached after 14-2 hours. 
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In 7 subjects, after 14-2 hours, the 1odine content was increased compared 
with the normal. 

In view of the experimental procedure, an exogenous iodine supply cannot 
be held responsible for the rise of the iodine index. It may be assumed that 
the observed increase of the endogenous iodine, which is contained in the 
blood chiefly in combination with albumen as a constituent of the thyroid 
hormone, is due to an increased discharge of thyroid hormone. This fact mav 
be regarded as established. It 1s remarkable in how short a time the rise in 
iodine takes place. All further discussions will depend on whether, in the 
co-operation of thyroid and suprarenal gland, one attributes a dominating 
part to the one or the other of the two, or whether one assumes that the 
incretion of the one increases the susceptibility of the visceral nervous svstem 
for the effect of the incretion of the other. Stimulation of the thyroid by 
activity of the suprarenal gland was assumed a long time ago by Eppinger, 
Falta and Rudiger. Osokin found histological thyroid changes following the 
influence of adrenaline. After injection of adrenaline the action current of 
the thyroid is increased (Cannon, McKeen, Cattell), its iodine content drops, 
and the iodine content of the blood rises (Veil and Sturm). The increase of 
the thyreo-globulin content of the blood, on the other hand, diminishes 
the stimulus-threshold of the visceral nervous system for adrenaline (Asher, 
Flack, Oswald, and Levy). By stimulation of the cervical sympathetic, and 
during emotion, Levy found in experiments on cats an increase of the blood- 
pressure-raising effect of adrenaline. In any case, and especially in the 
emotional process, the functional disposition of the visceral nervous system 
plavs a central part. Constitutional or acquired increased responsiveness 
will largely determine the extent of the affect-reaction. Emotion has a 
stimulating effect on the sympathetic, and produces, either directly or in- 
directly, an increased activity of the thyreo-adrenal apparatus of Cramer, or, 
including the pituitary gland, the kinetic system of Crile. Suprarenal and 
thyroid hormones act uniformly in principle; there are differences in the 
speed of reaction. The suprarenal hormone acts quickly, strongly, tempo- 
rarily ; the thyroid hormone acts more slowly, more weakly and more persis- 
tently. The acute affect-phenomena, including the increase of basal meta- 
bolism, are probably due to the activity of the suprarenal gland. Persistent 
emotions can produce thyroid effects. To this extent our researches form a 
link with the understanding of Graves’s disease of emotional origin. 


Psychogalvanic Phenomenon. 


The psychogalvanic phenomenon has been dealt with from various 
aspects. In this account, special interest is devoted to its occurrence in 
emotional activities. A large amount of work has been directed towards the 
elucidation of its physico-physiological basis. In this connection, it has only 
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been possible to take purely physico-physiological speculations into considera- 
tion as far as it was necessary for the understanding and critical examination 
of the findings. 

It was our primary endeavour to ascertain what information about the 
affect-psychology of the healthy subjects and neurotics could be gained with 
the aid of the psychogalvanic phenomenon. 


I. HISTORICAL INTRODUCTION. 
The Nature of the Psychogalvanic Phenomenon. 


Although Vigoroux had already found in 1879 that in hemianzsthesia 
the electric resistance of the skin is changed compared with that of the healthy 
side, Fere, in 1888, was the first to demonstrate the psychogalvanic reflex 
phenomenon. He placed two electrodes of equal diameter some distance apart 
from one another on the anterior surface of the forearm and the outer surface 
of the leg. He connected the electrodes through a battery with a sensitive 
galvanometer. Upon sensory stimuli, and emotions, he found deflections of 
the galvanometer needle. If there was no external stimulation he noticed a 
slow drop of the current. Fere interpreted these phenomena as changes in 
the conductive resistance of the tissues. 

The first thorough experiments on this phenomenon were carried out by 
Tarchanoff (1890). He employed non-polarizable clay electrodes and a mirror 
galvanometer. The subject was connected to the mirror galvanometer 
without employment of a battery. Tarchanoff demonstrated a current 
flowing from skin-regions rich in glands to those poorer in glands. This 
current was held to be dependent on the state of excitation of the nervous system. 
It revealed a participation of the glands in every nervous activity. 

Sticker corroborated Tarchanoff’s tests with healthy subjects. But he 
found that the phenomenon was also present in persons with anesthesia due 
to a peripheral nerve-lesion. So there can be no question of a simple secretory 
current. The psychogalvanic reflex phenomenon must be the expression of 
effects due to sensory stimulation, secretory current and other factors which 
influence one another and to a varying degree. Sticker assumes that local 
capillary stimulation and general stimulation of capillary circulation must be 
added to the secretory current as essential factors. 

Sommer carried out the first experiments to determine the essential 
factors. He assumed that the conductive resistance of the skin, and therewith 
the intensity of the current, 1s changed by psycho-physiological workings. 
In order to obtain better contacts he constructed two rubber balloons whose 
surfaces were coated with tin-foil. Also he applied powdered bronze to the 
hands of the subject. Sommer reached the following results : 

(I) The electromotive activity is much stronger in the fingers than in 
the palms. 
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(2) Muscle innervations, by which the fingers are pressed more or less 
tightly against the electrodes, play an essential part in the occurrence. 

(3) If these are spontaneous movements of expression, then one can speak 
of an electromotive final result of psycho-physiological activities. 

(4) The secretory theory does not suffice to explain all effects; the 
musculo-physiological component must also be considered. 

(5) But both theories together do not suffice to explain the strong electro- 
motive effect, which results when the subject puts the fingers only quite 
lightly on the electrodes. 

In a later paper Sommer contends that the current registered by the 
mirror galvanometer is essentially due to differences of pressure. He was 
able to show the same phenomena when pressing metal electrodes, insulated 
by hard rubber grips, on to the electrodes lying on the subject. In another 
paper, in collaboration with Furstenau, he tried to explain the occurrence of 
the electromotive forces by allotting to the skin the part of a metal. He 
determined its place in the contact series of the elements between copper and 
antimony. Sommer and Fürstenau attained far greater effects when they 
employed zinc and carbon as electrodes. Then they no longer had the 
elements connected in opposition but in series, viz., zinc (—) against skin 
(+), and skin (—) against carbon (+). 

In 1907 Veraguth published a comprehensive paper on the psychogalvanic 
reflex phenomenon. His technique was as follows: From non-polarizable 
electrodes, he connected the wires on the one side with a mirror galvanometer, 
and on the other side with a battery consisting of two Leclanché elements. 
The free pole of the battery was connected with the free terminal of the 
galvanometer. The mirror galvanometer was connected in parallel with a 
shunt. His essential deductions with regard to the nature of the psycho- 
galvanic phenomenon were chiefly negative : 

(1) It is improbable that the psychogalvanic reflex phenomenon is due 
to a change in the blood quantity (Esmarch’s bloodlessness, venous conges- 
tion). 

(2) It is improbable that the psychogalvanic phenomenon is caused’ by 
sweat secretion (hands treated with formalin). 

(3) It is improbable that spontaneous contact changes actuate the psycho- 
galvanic phenomenon (thimble electrode). 

(4) The spinal nerves do not constitute the anatomical basis of the centrifugal 
path of the reflex arc. 

Veraguth arrived at the conclusion that the psychogalvanic phenomenon is 
the expression of resistance variations of the skin. 

Albrecht dealt thoroughly with the physics of the psychogalvanic pheno- 
menon. He started out from the following hypothesis: fluctuations of 
current—in any method of testing—originate from changes in the resistance 
of the tissues, or from changes of the electromotive force. 
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The changes of resistance can be due to various causes : 

(1) Mechanical: caused by changes in the contact surface. But Albrecht 
believes one can neglect this component in most cases. 

(2) Changes due to physiological changes of the skin. 

(a) Secretion of the sweat-glands. 

(b) Filling of the glandular canals with sweat. 
(c) Moistening of the electrode surface. 

(d) Dampening of the skin. 

(e) Qualitative changes of the sweat. 

Changes of the electromotive force are assumed to be due to fluctuations 
of secretion. Albrecht arrived at the following conclusions : 

(1) The current that can be derived without external current originates at 
the electrodes, or the points of contact respectively. 

(2) The electromotive force is supplied by the metal electrodes together 
with the electrolytes on and in the body, their essential constituents being 
subjected to fluctuations in their composition. 

(3) The electrolytes of the body hardly participate as a concentration-chain 
in the generation of the current. 

(4) The current fluctuations after stimuli are due to changes of the Ohm 
resistance of the tissues and changes of the electromotive force. 

(5) The changes of resistance may be dependent on the changes of the 
electromotive force. 

(6) Increase of electromotive force is dependent on the secretion of the 
skin-glands. 

Then follow a number of authors who have contributed little towards the 
explanation of the phenomenon. Their works include the most contradictory 
tests, mostly without precise statements of the technique. The work of 
Gildemeister, who dealt with the physical interpretation of the psychogalvanic 
phenomenon, is of great importance. He showed that an active change of 
resistance does not call forth the phenomenon. The deflections of the galvano- 
meter needle, therefore, must be due to changes of the electromotive forces. 
Since the electromotive force of the action currents is surpassed many times 
by the electromotive force following emotions, the only explanation which 
remained was the decrease of the polarization of the tissues. Prideaux 
maintains that after elimination of the polarization the psychogalvanic 
phenomenon disappears. Gildemeister proved that the emotional fluctuations 
of the galvanometer needle are dependent on fluctuations of the tissue polariza- 
tion, taking a parallel course. This statement is satisfactory if one has an 
exosomatic current source; but the phenomenon is not explained if every 
current of exosomatic origin is eliminated. 

According to the present conception, therefore, the occurrence of the 
phenomenon (Gildemeister, Wechsler, Strohl and Prideaux) is explained by a 

decrease of the tissue polarization under the influence of the activity of the 
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nerves. This conception would tally with the membrane-theory of Bernstein- 
Höber, according to which the cell membranes become more permeable for 
ions at the beginning of the glandular activity, i.e., become fissured. 


II. NOMENCLATURE ; FACTORS ELICITING THE PSYCHOGALVANIC 
PHENOMENON ; SOURCES OF ERROR. 


In the account of the historical development we have pointed out that it 
was only due to Veraguth’s researches that the already known “ galvanic 
phenomena on the human skin ”, following various stimuli, gained wide- 
spread interest. 

Veraguth chose for these phenomena the designation, “ psycho-physical 
galvanic reflex phenomenon ”’, or abbreviated, “ psychogalvanic reflex ”. 

In view of the fact that the reflex was recorded with various vertebrates, 
the horse, cat, dog (Erbs, Hara, Aveling, McDowall, Gebhardt, Wang, Richter) 
and frog (Kohlrausch, Schilf, Fauville, Hahn, Lueg, Buytendijk, Eerelman), 
Gildemeister thought it awkward for the physiologist to retain the name 
‘“ psychogalvanic reflex ’’. He suggested calling the Tarchanoff phenomenon 
without exosomatic current source simply “ galvanic skin reflex ’’, and the 
Veraguth phenomenon “galvanic skin reflex with auxiliary current ”. 
According to this nomenclature the psychogalvanic reflex is only a special 
case. Further attempts at changing the nomenclature have been made 
repeatedly (Lauer, Landis). 

Since our tests deal exclusively with psychological experiments with 
humans, we have retained in our paper the term “ psychogalvanic reflex ", 
which has become current in world literature. 

It is still a matter of controversy how far, in a psychological sense, the 
emotion can be regarded, directly or indirectly, as the eliciting cause of the 
psychogalvanic phenomenon. It would go far beyond the scope of this work 
to discuss the links between the “ problem situation’ (Aufgabesituation) of 
the test, attention, intellectual effort and the emotion, and their significance 
for the psychogalvanic phenomenon. The emotional origin of the psycho- 
galvanic phenomenon is advocated by most authors ; besides this, conation, 
cognition, volition, change of attention and changed layers of consciousness 
have all been held responsible for the occurrence of the phenomenon. We refer 
to the papers of Griinbaum, H. Wells, Weinberg, Brown, Wechsler, Bartlett, 
Messerle, Aveling, Cattell, Linde, Abel, Landis. Without entering into the 
details of the controversy, we associate ourselves with those authors who, 
working generally, and especially under the conditions of the test arrangement 
which we ourselves used, regard emotions as the essential source of 
psycho-galvanic activity (Veraguth, Binswanger, Whateley Smith, Godefroy, 
Farmer, Chambers, Wechsler, Syz, Morgan, Woodworth, Brooks, Westburgh, 
Ruckmick, Oedegard, Crosland). 

The emotional disturbance can be called forth by various stimuli. A large 
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number of authors applied chiefly sensory sensations of an acoustic, tactile 
and visual nature. Veraguth, Binswanger, Jung and Peterson were the first 
to combine the association test with the psychogalvanic phenomenon. We 
also—as is described in detail below—have used this type of stimulation. In 
this test arrangement the following reactions may be noted : 

I. Linked to the content of the test word— 

(1) By reference to a more or less remote, affectively toned ex- 
perience, which may be conscious or unconscious (complex reaction). 

(2) By reference to a current, affectively toned experience, e.g., an 
experience which has taken place during the last few days or weeks, 
or is about to take place. 

(3) By reference to affectively toned conditional factors actuated 
during the test, by the relations of the subject to the experimenter. 

II. Not linked to the content of the test word, but affecting the subject 
simultaneously— | 

(1) Dependent on the experimenter, 

(a) owing to tempo ; particular accentuation of the test 
word. 

(b) owing to the inner attitude of the subject towards the 
experimenter (e.g., what is the experimenter thinking just now ? 
Am I doing it correctly, etc. ?). 

(2) Due to the environment, noise, etc. 

The psychogalvanic phenomenon is of so complicated a nature that its 
application, especially in a psychological respect, can only take place with 
due consideration of the numerous psychological and physiological factors 
which may influence the reflex, and may be the source of errors. These 
factors may amplify, diminish or suppress altogether the deflections of the 
galvanometer. 


A. Physiological Factors. 


The physiological factors may be divided into— 
1. Purely physiological factors. 
2. Psycho-physiological and physiological factors, which are revealed 
by changes in the exosomatic physical conditions. 


1. a. Sweat-gland Activity. 


As already pointed out, the psychogalvanic phenomenon seems to be 
dependent on the activity of the sweat-glands. Subjects who do not perspire 
show no reaction whatever. Unfortunately we had only two non-perspiring 
subjects, and for extraneous reasons we were unable to examine them 
thoroughly. Whether the phenomenon is exclusively linked to the secretion 
of the glands and whether it is proportional thereto in its force is contested. 
With a neurotic patient with hyperidrosis Golla could not convince himself 
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that the conductivity increased with increasing sweat secretion. We found 
the phenomenon to be abolished when our subjects perspired heavily. Sticker 
has stated that with strongly warmed or strongly cooled hands the phenomenon 
was diminished. According to Wechsler, Wang, Lu, Richter, Wiersma and 
others the intensity of the reflex is directly proportionate to the intensity of 
the sweat secretion. In stimulation of the sweat secretion, caused by various 
means (warming, exertion, emotion, pilocarpine), Richter observed a decrease 
of the skin resistance. Veraguth, Albrecht and others examined the influence 
of the atropine effect. Under atropine and after previous treatment of the 
hands with formalin the phenomenon occurred, though somewhat more 
feebly. Other authors report an entire disappearance of the phenomenon. 


I.b. Capillary Circulation. 


Whether, and to what extent, capillary action—vasodilatation or con- 
traction—influences the course ot the psychogalvanic phenomenon is a much 
discussed question. Prideaux, Sticker and Radecki regarded the psycho- 
galvanic phenomenon as a consequence of the capillary circulation. Prideaux 
observed an increase of the psychogalvanic phenomenon during a state of 
general vasodilatation. Farmer and Chambers only observed a secondary 
influence of the capillary action, since this is primarily influenced by emotion. 
According to Veraguth, Peterson, Jung, Waller, Darrow, Wang, Pan, Lu, 
vasomotor changes are without influence. The phenomenon is not hindered 
by the Esmarch bloodlessness. 


2.a. Muscular Action Currents. 


Muscular movements, i.e., action currents generated by them, influence 
the line of the psychogalvanic curve. Spontaneous muscular movements can 
occur as expressive phenomena of emotions, and must, therefore, not be 
regarded as an absolute source of error in the utilization of the psychogalvanic 
reactions. In our system of measurement they caused such slight fluctuations, 
that they could hardly be registered, and therefore could be left out of 
consideration. 

Not so with arbitrary muscular movements: the earliest experimenters 
on the psychogalvanic reflex ascertained their influence on psychogalvanic 
curves. Fere, with one subject, noted a slight deflection even from closing 
the eyelids ; Tarchanoff from convergence of the eyes. Whether the galvano- 
meter deflections can actually be traced to the action currents of these small 
muscular groups, or to incidental endogenous psychic processes, cannot be 
gathered from the statements of these authors. 

A more precise judgment is possible for the deflections caused by the 
movement of greater muscular groups, the electrodes being firmly attached. 
Veraguth, Wechsler, Abramowski, Radecki, Binswanger, Sidis, Kalmus, 
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Westburgh and many other authors observed galvanometer deflections from 
leg, head, diaphragm and other movements. Farmer and Chambers, 
however, state that they observed no change of the curve if the emotional 
tonus was not changed. The influence of muscular movements has been 
very clearly described by Starch, who made several subjects execute rhythmical 
leg-movements. Prideaux, Moravcsik, and also ourselves, were able easily to 
eliminate this source of error, since these reactions are not preceded by a period 
of latency, and the course of reaction can be qualitatively and quantitatively 
evaluated. Greater difficulty arises in the judgment of movements of those 
parts of the body to which the electrodes are attached. Increased pressure 
on the electrodes increases, loosening of the electrode contact diminishes, the 
intensity of deflection. Binswanger, Sommer, Peterson and Jung, Prideaux 
and Veraguth and others have pointed out this source of error. Even when 
employing liquid electrodes, Binswanger, Prideaux and others have observed 
influences from contact variations. In our system of measurement, which 
has a different scale, the error remains within narrow limits. 


2.b. Respiratory Changes. 


Deep inhalation and exhalation, coughing and sighing cause psycho- 
galvanic reactions, either through the incidental generation of muscular action 
currents, through contact changes at the electrodes, or through a change of 
the emotional tonus. Binswanger differentiates between casual respiratory 
changes due to fatigue, and such changes which, as complex-characteristics, 
are closely related to the affectivity of the subject. The relations between 
respiratory and emotional curves have been examined by various authors 
(Peterson and Jung, Veraguth, Radecki, Farmer and Chambers, Philipson 
and Menzerath, and others). Not one of the authors found a congruence of 
both curves. Strong fluctuations of the pneumographic curve could be 
accompanied by slight fluctuations of the psychogalvanic curve, and vice 
versa. Upon repeated coughing and sighing, Peterson and Jung observed an 
exhaustion of the curve, also after repeated sensory or emotional stimuli. In 
their opinion the emotional tonus is the active factor in the change of the 
deflections. In our test arrangement, deep inhalations, arbitrary or spon- 
taneous, were without influence unless they were based on an emotion (sigh). 


2.c. Changes of Temperature. 


Changes of temperature during the experiment exercise an influence on 
the external physical conditions. Since in most tests metal electrodes were 
employed, the temperature also changed the degree of concentration of the 
electrolytes. It thereby changes the electromotive force of the element 
skin-electrolyte-electrode, and causes deflections of the galvanometer. 
Besides, the changes of temperature alter the conductive resistance, as was 
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found by Wechsler, Peterson, Jung and others. According to Westburgh’s 
investigations the optimal temperature for the zinc sulphate solution is 
31-33° C., that of the room 19-23° C. 


2.d. General Bodily Condition. 


Fatigue diminishes the reactive faculty. With subjects otherwise highly 
reactive, we observed, under the influence of fatigue, a weakening of the 
psychogalvanic phenomenon, up to the point of complete lack of reaction. 
But whether this phenomenon can be explained as purely physiological 
fatigue seems doubtful ; it may be assumed also that the psychological fact 
of fatigue, together with a lack of reactive disposition, plays an important 
part. Binswanger and Waller observed an increase of the electric resistance 
in sleep. Wechsler observed the psychogalvanic phenomenon to occur from 
stimuli in sleep, probably caused by a change in the depth of the sleep. Farmer 
and Chambers examined the psychogalvanic phenomenon during 24 hours, 
and observed an increase of resistance before meals, during sleep—especially 
early in the night—and a decrease of resistance after meals and after awakening. 
This shows that the choice of the time is of importance for the individual 
tests. If possible the same hours of the day should be chosen for the same 
subject, so as to eliminate as far as possible all extraneous factors, which might 
serve as errors. Prideaux observed a decline of the reactive faculty in women 
during the period of menstruation. Whateley Smith observed a decrease of the 
deflections after the consumption of alcohol. Abramowski also observed a 
decrease in number and intensity of the deflections under the influence of 
alcohol. 


B. Psychological Factors. 
(a) Expectation. 


The earliest investigators of the phenomenon had already observed the 
irregular galvanometer fluctuations which always occurred at the beginning of 
a test series, even when external stimulations were eliminated. These 
reactions may be psychologically ascribed to the tension of expectation. 
Tarchanoff writes : “ If the subject is in a state of tense expectation of partly 
unknown stimuli or questions, the galvanometer mirror always exhibits 
irregular fluctuations, which make the beginning of the test exceedingly 
difficult. In the performance of such tests, therefore, the individual serving 
the purpose must be familiarized with self-control with regard to attention, 
and the psychical state.” Veraguth, Peterson and Jung, Sommer and 
Fiirstenau and others have had the same experience. According to Peterson 
and Jung, the extent of the expectation curve is dependent upon the affectivity 
of the subject. 

But it is not only at the beginning of the test series that such reactions of 
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expectation can be observed. Irregular fluctuations occur also in the interval 
between two stimuli, if the interval is somewhat long. These must also be 
ascribed to endogenous psychical factors, such as expectation, unrest, etc. 
Radecki observed the occurrence of these interval reactions especially fre- 
quently in women. 


(b) Attention. 


Important for the occurrence of the psychogalvanic phenomenon is the 
inner participation of the subject in the test. Binswanger examined experi- 
mentally the effect of attention on the psychogałvanic phenomenon. He 
observed a decrease of the deflections owing to distraction. Wechsler reports 
the same experience. 


(c) Arbitrary Influencing of the Psychogalvanic Phenomenon. 


The question whether, and to what extent, the subject is able to produce, 
amplify, diminish or extinguish psychogalvanic reactions has been the problem 
of many investigations. Here we find contrasting opinions. According to 
Veraguth and Golla the psychogalvanic phenomenon is beyond volitional 
control. It is impossible to suppress it or to produce it. De Puyfontaine, 
one of the first investigators of the psychogałvanic phenomenon, contends 
that it is produced exclusively by volitional activity; his findings, however, 
have been explained by contact changes. Binswanger observed a decrease of 
the deflections in a colleague who wanted to suppress the galvanic reaction 
for jealousy. He interpreted this phenomenon by assuming that the subject 
only perceived the stimulus words superficially, so that no complexes were 
touched. Veraguth, Abramowski, Wechsler, Radecki observed a decline in 
number and intensity of the reactions through arbitrary suppression, but no 
entire disappearance. Waller, on the contrary, observed an increase of the 
deflections through attempted suppression. Radecki carried out further 
investigations to ascertain the arbitrary influence with regard to the production 
or amplification of the psychogalvanic phenomenon. He arrived at the 
result that no subject was able to influence the psychogalvanic phenomenon 
in this respect. The reactions occurring were invariably due to associations 
of the subject. 


(d) Intellectual Activity. 


Whether intellectual activity is to be regarded as a factor eliciting the 
psychogalvanic phenomenon is much contested. 

Some authors limit themselves, without critical observations, to the 
statement that mental activity causes galvanic reactions. Kalmus and Sidis 
reject intellectual activity as a cause altogether. Golla also observed that 
during the declamation of a poem, however emotional the content might be, 
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no psychogalvanic phenomenon occurred. Veraguth was able to demonstrate 
the psychogalvanic influence of selected, in contrast to random, reading. 

Our experience tallies with Veraguth’s observations. 

Starch, to investigate this question, gave a very difficult problem, in the 
solution of which few subjects succeeded. In nearly all records he observed a 
raising of the curve, and explained this by assuming that quiet mental work, 
even when somewhat strenuous, causes only slight reactions, and that the 
deflections become greater when there is emotional participation. Philipson 
and Menzerath made the same observations. A large number of authors 
contend that the chief factor in mental activity is the emotional participation. 
Thus Binswanger says: “ In mental activity the emotional processes, in the 
sense of Bleuler, have an influence; intellectual work has not; specially 
sensitive galvanometers might register reactions even from purely intellectual 
activity, since,” as he adds, “ there is probably no entirely emotionless state.’ 
Abramowski also sees in the accompanying emotion the factor which is decisive 
for the reaction. Wechsler, who carried out very thorough tests on this 
question, points out that mental exertion acts not merely as an intellectual 
process, but also emotionally, through the relations to the experimenter. 
Upon giving a somewhat lengthy arithmetic problem, he observed the strongest 
deflections in the beginning, and only a few during the solution of the problem ; 
from this he infers that it is not the mental activity, but the emotional tension 
which is the releasing factor. Moravcsik states that in intellectual work the 
intensity of the deflection is dependent on the intensity of the exertion, since 
exertion disturbs the emotional stability. 


3 


(e) Fatigue. 


At the end of lengthy test series the reactions frequently become infrequent 
and also lose intensity. Changes of the rest curve occur—it becomes slower 
(Tarchanoff, Veraguth, Prideaux, Radecki, Wechsler, Waller, Golla, McCowan, 
Ruckmick and others). 

Upon repeating the same test words in one test series, or upon repeating 
the whole test series, we mostly found, in agreement with the relevant literature, 
slighter reactions. The decrease in this case is probably due more to mental 
than to physical fatigue, inasmuch as other psychological factors do not give 
the explanation. Tarchanoff states that in physically and mentally fatigued 
subjects the psychogalvanic phenomenon can even be extinguished. Radecki 
performed experiments which took one hour and longer. In most cases he 
found towards the end a distinct qualitative and quantitative decrease of the 
reactions. Grunbaum explains this phenomenon by a reduction of attention, 
and not by fatigue. Gregor points out the difference that in fatigue all 
reactions are reduced ; in reduction of attention, however, only the reactions 
to the same stimuli. Golla suggests speaking of progressive indifference 
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instead of fatigue, for a stronger stimulus inserted between a number of 
weaker stimuli actuates a reaction which corresponds to that released by a 
stimulus of the same intensity at the beginning of the series. 


A 


B 


Fic. 11.—Arrangement of Wheatstone’s bridge for psychogalvanic reaction. S, 
subject; W, resistance, 10,000 ohms; P, resistance, 48 ohms; B, accumulator, 
2 volts; MG, mirror galvanometer ; SH, shunt (variable resistance, 560 ohms) ; 
U, switch; M, milliammeter; G, sliding contact. 


III. TEST ARRANGEMENTS. 


In our tests we employed a somewhat modified Veraguth arrangement. 

As test arrangement we employed a Wheatstone bridge (Fig. 11). The current 
was conducted from the battery B on the one side through the resistance P (48 
ohms), and on the other through the subject and the resistance w to the mirror 
galvanometer. The resistance was fitted with a sliding contact G, which was 
connected with the second galvanometer terminal. 

If the resistance via the subject and w was equal to that in the section of the 
resistance P, no current flowed through the galvanometer. If the ohm resistance 
of the subject changed, or if an electromotive force originated from the subject, 
or if the polarization of the subject changed, tensional differences occurred in a 
and B which were compensated for by the galvanometer. To avoid an overcharge 
of the galvanometer we connected a shunt, sH, in parallel. 

At the beginning of each test the switch u was switched to the milliammetre 
M. Then the current was so regulated by the sliding contact G that the milliam- 
meter registered no current. Then we switched over to the galvanometer, which 
was gradually deshunted so that the deflections produced emotionally traversed 
as much of the scale as possible. | 

As deriving electrodes we employed two zinc plates of equal size, which were 
fixed to the fingers with gauze strips soaked with a saturated zinc sulphate solution. 
As a protection against rapid evaporation, the fingers were covered with rubber 
sheaths. As instrument we employed a Siemens mirror galvanometer of 60-ohm 
resistance. We always adapted the sensitivity of our instrument by means of the 
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shunt connected in parallel in such a manner that the strongest reactions traversed 
the whole scale. The scale was 4 m. long, and was fixed at a distance of 2 m. from 
the instrument. Under the scale a light source was fitted, a unifilamentous lamp 
whose ray was condensed by a lens so that it appeared, after reflection by the 
galvanometer, as a point on the scale. Our maximal deflections were between 
80° and 90°. 


Test Proceedings. 


The subject was seated on a comfortable easy-chair, and the electrodes were 
fixed to corresponding fingers of both hands as stated above. The room 
was darkened and the greatest possible silence secured. After a few minutes 
for adaptation of the subject to the surroundings, the current was switched 
on. If there is no external stimulation the light-point begins to travel slowly 


in one direction. 
occurs with all subjects, has been termed the 


As emotional stimuli we employed test words. 


The speed of this initial movement differs for different 


subjects, but remains constant for the same subject. This curve, which 


“rest curve ” by Veraguth. 
When the rest curve remained constant the test began. 


TABLE I. 
queen Christmas mountains body death 
stick red raid belief disdain 
opening mean energy excursion finger 
lungs street hunger insanity bones 
childhood vessel thrashing law-court beard 
blood kev humility future church 
wealth drown bladder riding pencil 
black trousers thanks nose curious 
worm enemy moon funeral paper 
ship Sunday fear dictatorship friendship 
forest rat unrest raw cold 
conscience = door veneration hope motor-car 
hair distress snake fire disappointment 
ee = station alone departure birthday 
disgust punishment money vain noisy 
vellow water house bowels liquor 
secretly king child happiness cinema 
burglar caterpillar fall eyes rescue 
belly stairs blue pursuit smell 
help knife barricade fidelity run 


One hundred test words (Table I) were given to the subject. 


After every 


25 words the thoughts suggested by the test words were collected ; at the 
same time the subject stated the degree of subjective participation for each 
test word. ~ 
At the beginning of the test, as stated above, initial fluctuations occur. 
Klasi and McCowan recommend leaving the first 5-6 test words out of con- 
sideration. The significance of the initial excitation must be judged indivi- 
dually. In every case we allowed the actual test to be preceded by a larger 
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number of test words. In some subjects the initial excitation could only be 
overcome after several preliminary test days. 

On every test day only 25 test words were given. After a greater number 
of words fatigue becomes noticeable, so that through the weakening of the 
reactions, the test findings become useless. There are also individual differences. 
The ¢est time on each of the 4 days averaged 2 hours. 

The introspective faculty was generally good, even with subjects of small 
intelligence. 

In the case of 25 test words there was no difficulty in reproducing the 
associations appertaining to the test words afterwards. We did not limit 
ourselves, as most authors, to reaction words, but let the subjects form asso- 
ciation series. By eliminating the spoken verbal reaction, we forfeited the 
reaction time, so valuable in the association test; but the act of speaking 
causes, as Veraguth had previously proved, a substantial source of error. 

The content of the associations can only be utilized with reserve. Awkward 
contents can be deliberately withheld. At times reproduction can be rendered 
difficult or impossible through deliberate or unconscious repression. 

Extent and time of deflection were registered. 

By intensity of deflection we mean the maximal scale section through which 
the light-point passes in the direction opposite to that of the rest-current, as 
reaction to the test word. We purposely avoided a numerical registration and 
a curve, since we were intent upon receiving comparative values, and because 
of the physiological and psychological sources of error described above (e.g., 
fatigue), which necessitate a subjective evaluation of every deflection by the 
experimenter. We limited ourselves to an evaluation of the deflections by 
plus signs (maximal deflection ++--++). It was noted in each case whether 
the deflection occurred with fluctuations caused by emotionally toned individual 
associations, or as a uniform, uninterrupted deflection. 

By time of deflection we mean the entire time of the reaction, viz., the 
period from the application of the stimulus up to the return of the light-point 
to the place it pointed to when the stimulus was given. The time of deflection, 
therefore, includes the period of latency, viz., the time passing between the 
application of the stimulus and the beginning of the reaction. We could 
afford to neglect the period of latency all the more, since according to most 
authors (Veraguth, Radecki, Abramowski, Prideaux, Wechsler, Farmer, 
Chambers), the period of latency is generally constant and usually amounts to 
2-5 seconds. 

Note was also taken of whether the deflection was preceded by a negative 
fluctuation (Sticker, Veraguth, Odegard), and whether it was followed by a 
more or less substantial after-reaction. 

The tempo of the test was so arranged that a new test word was not given 
before the reaction to the previous one had faded away. If the intervals are 
too short, superimposing of stimuli takes place (Veraguth). According to 
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Radecki, interference of the stimuli can also take place—stimuli following 
one another too quickly can extinguish one another. On the other hand, too 
long intervals, as mentioned above, put the subject in a state of “ tense 
expectation '’, whereby deflections are caused. According to our experience 
the expectation fluctuations thus produced have no great importance; we 
only very seldom observed them. 

To recapitulate, we can infer— 

(1) The psychogalvanic phenomenon can be used, with reserve, 
as an indicator of emotion. 

(2) The physico-physiological foundations of the phenomenon have 
not yet been thoroughly cleared up. 

(3) In psychological evaluation of the phenomenon, the numerous 
physiological and psychological sources of error must be given due 
consideration. 

As these sources of error are very substantial, psychological examinations 
with the aid of the psychogalvanic phenomenon should only be undertaken 
with the strictest criticism, and with the greatest reserve. 

Our experience has been gathered from 60 subjects with a total of some 
6000 test words. 

The 60 subjects consisted of 31 women, 22 men and 7 children. For the 
children, special test words were chosen. The age of the subjects varied 
between 5 and 60 years. The subjects were heterogeneous in social level, and 
were highly divergent in intelligence, education and personal development. 
They were, mostly, bodily and mentally healthy. 


IV. AuTHOR’S TEST RESULTS. 


(1) The Psychogalvanic Reactivity in Relation to the Affectivity 
of the Subject. 


The psychological evaluation of the reactional results found in our subjects, 
with the method described, can be carried out— 

(1) Without consideration of the content of the associations. 
(2) With consideration of the content of the associations. 

If one leaves the content of the associations out of consideration, and tries 
to arrive at conclusions with regard to the personality structure of the person 
to be examined merely from the psychogalvanic attitude, one’ must bear in 
mind the fact that actual reactions can cover up and obliterate the typical 
personality reactions ; on the other hand, the utilization of the association 
content is conditional on the willingness of the subject to relate truthfully his 
associations, and on his faculty to reproduce these associations in their 
entirety. 

As the subjects are by no means always willing or able to comply with 
these conditions the attempt seems justified, with due consideration of the 
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sources of error involved, to use the psychogalvanic reactions without know- 
ledge of the content of the associations by which they are caused. 

This utilization can be performed : 

(1) Without regard to the test words causing the reactions. 
(2) With regard to the test words causing the reactions. 

If the test words are neglected one can infer from the result of the psycho- 
galvanic reactions merely general conclusions with regard to the affectivity of 
the subject. These conclusions will refer, if test words are used as emotional 
stimuli, to the percentage of variable frequency of positive reactions in 
different subjects, to the extent of deflection, and, in cases of graphic regis- 
tration, to formal differences in the curves. 

Some authors confine themselves (Gregor, Prideaux and others) to treating 
these curve differences in a purely descriptive manner, and classify them 
according to formal types. Others try to infer rather far-reaching conclusions 
from the psychogalvanic reactivity of their subjects. 

There have been investigations to decide whether bodily or mental illnesses 
cause changes in psychogalvanic reactivity. It is outside the scope of this 
paper to discuss this point. | 

In bodily and mentally healthy subjects the psychogalvanic approach has 
been employed to determine temperament and character. 

The question of correlation between intelligence and the average extent of 
deflection has been examined. Mary Waller subjected 73 students to an 
examination in physics. She divided the students into a more intelligent and 
a less intelligent group. She found that the extent of the deflections corre- 
sponds to the degree of intelligence. The correctness of this assumption has 
been contested by Brown, Gregor and Gorn. According to the test results 
acquired by Brown from school-children, the average extent of deflection is 
not dependent on the intelligence, but on “ the wish to distinguish oneself ”’, 
on “ the quickness of decision ” and on the “ health of the bodily constitution ”’. 
Golla could ascertain no relation to intelligence. 

In detailed investigations, especially during the last years, Syz and other 
American psychologists (Washburn, Pisek, Rowley, Winter and Fleming) 
have been engaged in assessing what can be inferred from the psychogalvanic 
attitude with regard to the affectivity of the subject. 

According to Syz, it is important, in order to determine the type of the 
emotional attitude, to know— é 

(1) How strong is the emotional reactivity. 
(2) How strong and lasting are the emotions. 
(3) How closely they are related to the environment. 
(4) Whether the emotions are harmonious and consistent among 
themselves. 
(5) Whether they are adequate, and of what type. 
According to Syz, the psychogalvanic reflex answers several of these 
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questions. The frequency of the reactions shows the emotional reactivity. 
The extent of deflection and the after-fluctuations permit conclusions with 
regard to the intensity of the emotions. Spontaneous fluctuations point to 
an endogenous origin. The frequency of the reactions is not only a measure 
of the emotional reactivity but also for the emotional balance. The more 
‘harmonious the subject is, the fewer reactions occur; the more unbalanced, 
unstable, the more occur. The psychogalvanic curve gives no indication of 
the emotional type. 

Syz examined 64 students, to each of whom he applied 50 test words. With 
the exception of one subject all reacted to the verbal stimulation. On the 
average he elicited 34% reactions, varying from 6—71°%. 

In the extreme cases it was established that the unresponding were 
mentally well balanced and lacking emotional responsiveness, and that the 
strongly responsive individuals were of the emotionally sensitive type. M. F. 
Washburn and collaborators report unanimously an increased psychogalvanic 
reactivity in emotional students compared with phlegmatics. 

Following our earlier reported findings, Enke tried to distinguish objectively 
the affectivity of Kretschmer’s constitutional types. She examined 100 
pvknics, athletics and leptosomes. She observed that in a state of rest, and 
on the application of stimuli, the pyknics show the slightest, the athletics a 
moderate, and the leptosomes a strong psychogalvanic responsiveness. The 
difference in the affectivity of the cyclothyme and schizothyme temperaments 
could thus be corroborated by the psychogalvanic experiment. “ The 
enormous burden permanently borne in everyday life by the schizothymes ” 
is revealed. 

From our subjects we received an average figure of 70% positive reactions. 
The frequency varied from 0°4-100°%% positive reactions. In calculating the 
average figures the thoroughly unresponsive subjects were omitted, since they 
were of no use in our psychological questions. 

Besides polyvalent responsives, and unresponsives, we were able, like 
Golla, McCowan, Odegard and others, to form a group of plurivalent responsives. 
These are subjects in whom strong deflections occur through evidently elective 
affinity for the content of certain test words, whilst otherwise poor responsive- 
ness is found. | 

The unresponsive attitude is, according to our observations, not always 
due to temporary or permanent emotional dullness alone, but can also be 
caused by technicalities embodied in the technique of the test. Thus the 
technique of the test implies that the subject readily associates his thoughts 
on the given test words. If the subject, for lack of intelligence or owing to 
deliberate intention, fails to make contact with the test words (Vorbeireden- 
lassen), the reaction will not occur. Physiological reasons (lack of sweat- 
glands) can also cause an absence of reaction. 

Generally speaking our findings tally with these of the American authors. 
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Increased reactivity generally goes with increased emotional willingness. 
This confirms our observation that children and young people were chiefly to 
be found among the polyvalent responsives, and people of a maturer age 
chiefly among the unresponsives. 


2. The Psychogalvanic Reactivity in Relation to the Emotional Value of 
Individual Words. 


If one takes into account, furthermore, the elective relation of the intensity 
of the reaction to the type of the test word, one can examine, individually and 
statistically, the emotional value of individual words. Here, also, the above- 
mentioned limitations apply owing to the many sources of error. To judge an 
individual case, without knowledge of the association-content, the psycho- 
galvanic test seems to us to be unsuitable, even when numerous test words 
are employed. In statistical treatment of many persons the errors are 
equalized ; at any rate it seems justifiable to search for a principle. 

Statistical evaluation of the findings of psychogalvanic reactions of 
numerous subjects can answer the following questions : 

(1) Which words are generally recorded as being psychogalvanically 
active ? 

(2) Have Freud’s symbolic words a special emotional content which 
can be proved psychogalvanically ? 

(3) Which words are in general felt subjectively to be affectively 
toned ? 

(4) Do subjectively felt and objective, psychogalvanically recorded 
affective toning coincide ? 
In which words is there coincidence and in which words not ? 

For the treatment of these questions polyvalent responsives and unrespon- 
sives could not be utilized; those subjects were also unsuitable who on 
different test days, for known or indefinable psychological or physiological 
reasons, varied in their psychogalvanic responsiveness. 

For this reason 25 subjects with 2500 test words were chosen from the 
60 who responded evenly on all test days, and who varied in intensity of 
reaction with the various test words. They were 17 women and 8 men. 

These subjects were examined to see how they reacted in the distribution 
of their strong reactions to the individual test words purely numerically. 
These calculations can be criticized, as can all statistical researches on relatively 
limited material. Thus it could be said that subjects with similar individual 
development, from similar environments and in a similar professional class, 
should show similar reactions, so that general conclusions could not be drawn 
from these findings. Our subjects included physicians, lawyers, business 
men, middle-class people, workers and school-children. Environment and 
position in life were thus very varied. One could also say that the 100 test 
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words were insufficient to make the many important emotional components, 
which, in total, make up a personality, resonate. We have chosen the test 
words so as to embrace the subjects as widely as possible. 

We are fully aware of these and further objections, and think it quite 
possible that from a differently chosen group of subjects rather different 
results could be obtained. But we consider the statistical interpretation of 
our findings to be suitable for giving us a survey of our subjects, and believe, 
with all reserve, that our findings have general validity for a certain number 
of similar persons. ' 

In the evaluation of the reaction results of our subjects we fixed as a 
standard, for the differentiation of strong and weak reactions, + 20 and 
accordingly termed a reaction strong when its deflection time was longer 
than 20 seconds, and its deflection intensity to be valued stronger than one 
plus. 


TABLE II.—Classtfication of the Test Words according to the Frequency of 
Strong Psychogalvanic Reaction. 


22: childhood. 

18: disgust, veneration. 

7: queen, opening, conscience, snake, death. 

16: worm, black, en = ‚money, child, riding. 

i earnings } s 

15: blood, secretly, alone, vain. 

r4: stick, lungs, forest, burglar, belly, mean, trousers, rat, king, caterpillar, body, insanity, 
departure. 

13: wealth, help, drown, enemy, unrest, future, fire, friendship, disappointment. 

12: hair, yellow, red, knife, house, excursion, disdain, finger. 

11 : Christmas, Sunday, stairs, bladder, fall, blue, funeral, pursuit, cooking, motor-car, birthday. 

10: street, key, punishment, mountains, hunger, thrashing, humility, fear, law-court, dictator- 
ship, raw, bowels, fidelitv, beard, curious, paper, cinema. 

g: ship, station, energy, barricade, belief, nose, hope, eyes, liquor, rescue. 

8: vessel, distress, happiness, pencil, smell, race, water. 

7: door, thanks, church. 

6: moon, noisy. 

5: raid. 

4: cold. 


Table II repeats the test words contained in Table I in a different order. 
Table II demonstrates how many of our 25 subjects reacted psychogalvanically 
strongly to the individual test words. The table reveals, for instance, that 
22 of the 25 subjects showed a powerful reaction to the word “ childhood ”’. 

A superficial glance at Table II shows that words which contain a factor 
of danger, which are of a threatening character, such as “death, “snake”, 
“blood”, “stick”, “burglar”, etc., words with sensual affinity, such as 
“disgust”, “riding ”, “ belly ”, “ trousers ”, etc., and words which concern 
the position in life, such as “earnings”, “money, “wealth”, elicit 
powerful psychogalvanic reactions in most subjects. On the other hand, it 
happens that words which one would believe would have an emotional value, 
such as ‘‘raid’’, rarely cause powerful reactions. This discrepancy becomes 
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even plainer if one sorts out those of our test words which one would believe 
would have emotional value and compares them with those objectively found 
to have such value. 

ı Without the knowledge of later test results, we assumed with regard to 
58 of our test words that they would touch individual emotions which should 
have general human significance in an average population (Table ITI). 


TABLE III.—List of Words we Considered to be A ffectively Toned. 


childhood punishment hope _ worm 
blood raid fire burglar 
wealth energy happiness vessel 
black hunger pursuit key 
conscience thrashing fidelity rat 
mert | fear death door 
earnings 

disgust alone disdain station 
secretly money friendship king 
help child disappointment caterpillar 
belly fall birthday stairs 
Christmas insanity rescue snake 
mean law-court queen riding 
drown future stick finger 
enemy funeral opening pencil 
distress raw 


If one takes, as a criterion of a good co-ordination of strong psychogalvanic 
reactions and test words which we considered to be emotionally toned, the 
fact that at least 11 of the 25 subjects showed strong reactions with the test 
words in question, it is clear (Table IV) that in 4o of the 58 test words chosen 
by us our assumption was corroborated by the findings. If one eliminates 
from our list of emotionally toned words the last 17, to whose symbolic 
interpretation we shall refer later, the ratio changes to 28 : 13. 

If, for the moment, one disregards these symbolic words, it is stnking how 
slight the emotional value is which abstract concepts such as ‘‘distress’’, 
“hope”, “luck”, “raid”, showed in our subjects. It is due to the arbitrary 
discrimination which we had to apply for grouping purposes that words like 
“fright”, ‘‘thrashing’’, “ punishment ”, “hunger” are counted with the 
words lacking co-ordination. 

If one now applies the corresponding test to determine the co-ordination 
with regard to the 42 words which we assumed not to be affectively toned, 
it is found that in 23 of these 42 words, under the same conditions as above, 
there is no emotional reaction which can be objectively traced psychogal- 
vanically. Thus in the case of 19 words our assumption is not corroborated 
by the findings. 

Especially conspicuous is the gross difference for the word “ veneration ”’, 
to which test word 18 of the 25 subjects showed strong reaction. We had 
assumed that it was too faint to elicit, in the average, a strong emotional 
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TABLE IV.—Psychogalvanic Behaviour of the Test Words we Considered to be 
Affectively Toned. 


Affective toning assumed by us and objectively confirmed existed in the following words: 


queen black burglar rat child 
disdain stick worm belly king 
insanity finger opening conscience help 
caterpillar future friendship childhood | ment 
earnings 

mean snake riding disappointment blood 
disgust drown alone fire Christmas 
wealth secretly enemv money death 
funeral fal! pursuit birthday stairs 


Affective toning assumed by us, and objectively not confirmed existed in the following words: 


vessel kev door distress station 
punishment raid energy hunger thrashing 
fear law-court raw hope happiness 
fidelity pencil rescue 


Psychogalvanic Behaviour of the Test Words we Considered not to be 
Affectively Toned. 


Our assumption of a lack of affective toning was objectively confirmed in the following words: 


ship street water mountains humility 
thanks moon barricade belief nose 
dictatorship bowels eyes beard church 
paper cold noisy liquor cinema 
smell race curious 


Our assumption of a lack of affective toning is not confirmed in the following words: 


lungs forest hair trousers knife 
yellow red blue unrest veneration 
house body excursion departure vain 
Sunday bladder cooking motor: car 


participation. It is also striking that all colours included in the test words 
proved to be especially active psychogalvanically. The higher average partici- 
pation in the test word “ cooking ” is probably explained by the fact that 
our subjects were chiefly women. 

In the selection of the test words we considered to be affectively toned, 
we had included 17 words whose emotional value may possibly be explained 
by their symbolic significance in Freud's sense (Table V). 

It is shown that 12 of the 17 chosen words were psychogalvanically active 
in the majority of our subjects—that is, affectively toned. The affective 
toning can, but need not be, connected with the symbolic significance of the 
words. Some of the words contain a fundamental factor of danger which is, 
as has been pointed out above, one of the most frequent causes of psycho- 
galvanic activity. With some of the words, as, for instance, “riding”, 
“king”, “queen”, one cannot shut one’s eyes to the impression that the 
strong, objectively traceable affective toning is intelligible through the symbolic 
character of the words. Presumably the question of the general significance 
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TABLE V.—Symbolic Words. 


king stick opening riding 
queen worm vessel 

burglar door 

key station 

rat stairs 

caterpillar 

snake 

finger 

pencil 


The following were psychogalvanically active : 
king stick opening riding 
queen worm stairs 
burglar 
rat 
caterpillar 
snake 
finger 


The following were not psychogalvanically active : 


key vessel 
pencil door 
station 


of Freud’s symbolism, if answerable at all with our method, cannot be 
answered statistically, but only in the individual case, and with the assistance 
of the association contents. We shall refer to this later on. Some of the 
subjects brought out in their association-contents the symbolic significance 
of some of the test words, so that one had the impression that the psvcho- 
galvanic deflection was due to this fact. It 1s possible, and according to the 
investigations of Abramowski and Binswanger highly probable, that the 
unconscious, or perhaps more correctly the pre-conscious, can cause psvcho- 
galvanic deflections. 

It is beyond the scope of this work to enter more closely into these com- 
plicated problems. We regard our observations in the first place as a stimulus 
to further work. 

As already mentioned, every subject was requested to state for every test 
word the degree of subjective participation with regard to the association 
contents. It was our aim to find out how far introspection and objective 
results coincide, and whether in possible differences certain test words hold 
an exceptional position. 

Experiences relating hereto have already been recorded by other authors. 

The earliest investigators, especially Veraguth and Radecki, found that 
subjective participation and psychogalvanic phenomenon generally coincide ; 
but that, occasionally, emotional states are reported without accompanying 
reactions, or vice versa. 

Wells and Forbes told their subjects to grade the intensity of their emotional 
reactions. According to the degree of emotional participation it was possible 
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to classify the test words into four groups. They arrived at the conclusion that, 
“taking into account the inaccuracies of introspection as well as the sources 
of error remaining in the experimental method, the results seem to show that 
in central tendencies a fairly close relationship exists between the intensity of 
the objective reaction and the electrical disturbances in the tissues’’; but 
they also find that in the individual case the coincidence is sometimes not 
observed. 

The experiments of Wells and Forbes were performed on two subjects 
only, and with somewhat inadequate technique. 

The investigations of Wechsler are a little more thorough. Wechsler 
worked with Io subjects and 26 test words. The tests were of short duration. 
The entire test lasted 8-12 minutes. After completion of the test Wechsler 
has the test words entered by the subject into five columns according to the 
degree of subjective participation. He also found fairly good accordance 
between introspective reflection and intensity of deflection, taking into account 
the sources of error, e.g., inexperience in introspection. He ascribed the 
differences between subjective affective participation and objective psycho- 
galvanic findings to unconscious mechanisms. 

Golla and McCowan deny the presence of unconscious emotions. In cases 
of strong psychogalvanic reactions without overt affective participation they 
generally succeeded in disclosing associations which made the release of the 
reaction plausible. 

We now give a list of our own test results. (Table VI.) 


TABLE VI.—Classification of the Test Words according to Frequency of Subjective 
Partictpation. 


16: friendship. 

14: child, death. 

13: childhood, fear. 

12: blood, burglar, caterpillar. 

11: forest, mean, energy, snake, disappointment. 

10 : disgust, Christmas, station, stairs, thrashing, departure, disdain, motor-car. 

g: opening, ship, conscience, drown, alone, body, eyes. 

8: yellow, red, key, mountains, fall, insanity, riding, funeral. 

7: black, belly, help, rat, punishment, unrest, house, raw, vain, pursuit, finger, birthday, 
smell. 

‘merit } 

‘earnings ı 
barricade, excursion, law-courts, fire, bowels, fidelity, beard, wealth. 

5: worm, hair, secretly, enemy, Sunday, king, knife, future, nose, dictatorship, hope, happiness, 

curious, paper, cinema. 
: moon, blue, belief, church, noisy, liquor. 


6: stick, lungs, , street, trousers, distress,water, raid, money, hunger, veneration, 


4 
3: vessel, humility, bladder, cooking, pencil, rescue, race. 
2: thanks, cold. 

I: queen. 

o: door. 


The table shows how many of our 25 subjects stated that they were 
subjectively moved by the individual test words. Without, for the moment, 
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entering into details, comparison of Tables II and VI shows that strong 
psychogalvanic reactions were recorded for more words than were experienced 
subjectively. 

If one neglects the possible technical errors, the reasons for this could be : 

| (1) Deficient introspection ; 

(2) “ unwillingness to admit an emotional participation ' 
and — 

(3) higher sensitivity of the psychogalvanic reflex to emotional 
activities partially unconscious. 

It can be shown that all three factors play a part. 

If one considers the individual words, it is striking that in both tables a 
fundamentally different distribution of words is found, so that some words 
‘which subjectively caused no strong emotional participation in the majority 
of our subjects, objectively registered strong psychogalvanic deflections. It 
seemed attractive to determine which particular words were concerned in this 
respect. 

For this purpose we subjected the individual words to a comparison. As 
the criterion of a strong psychogalvanic activity we again demanded that at 
least 11 subjects should register strong psychogalvanic reactions for a test 
word. As the criterion of strong subjective participation we demanded that 
at least 7 persons should report a strong subjective affective participation. 
We had to fix the limit for the subjective participation differently from that 
for the objective, since the subjective participation was in general far lower. 
The limit was determined by one half of the test words. 

We now ascertained which words were felt as being affectively toned and 
were objectively found to be similarly toned. (Table VII.) 


’ 


(repression), 


TABLE VII.—List of the Test Words that were Subjectively Felt as Affectivelv 
Toned and Psychogalvanically were Found (Objectively) to be Affec- 
tively Toned. 


friendship (16,13) child (14, 16) death (14, 17) childhood (13, 22) 
blood (12, 15) burglar (12,14) caterpillar (12, 14) forest (II, 14) 
mean (II, 14) snake (11, 17) disappointment (IT, 12) 
disgust (11, 14) Christmas (10, II) stairs (10, 11) departure (10, 14) 
disdain (Io, 12) motor-car (Io, II) opening (9, 17) conscience (9, 17} 
drown (9, 13) alone (9, 15) body (9, 14) vellow (8, 12) 

red (8, 12) 
insanity (8, 14) riding (8, 16) funeral (8, 11) fall (8, 11) 
black (7, 16) belly (7, 14) help (7, 13) rat (7, 13) 
unrest (7, 13) house (7, 12) vain (7, 15) finger (7, 12) 
pursuit (7, I1) birthday (7, 11) 


Subjectively Affectively Toned and, Objectively, Not so. 


fear (13, Io) energy (II, 9) station (10, 9) thrashing (10, 10) 
ship (9, 9) eyes (9, 9) kev (8, 10) mountains (8, 10) 
punishment (7, 10) raw (7, 10) smell] (7, 8) 
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The figures entered in Table VII refer to Tables II and VI. Thus “ friend- 
ship ’’ (16, 13) indicates that 16 subjects felt the word “ friendship” as being 
affectively toned, whilst 13 registered strong psychogalvanic reactions. 

It follows that out of 49 words experienced by the majority of the subjects 
as affectively toned, 38 proved to be psychogalvanically active. With the 
other 11 words gross differences between subjective and objective affective 
toning do not occur. Generally speaking, the co-ordination is good. The 
result is quite different, if one examines the remaining 51 words with deficient 


subjective affective participation, with regard to their objective emotional 
value (Table VIII). 


TaBLE VIII.—Luist of the Test Words which were Subjectively Not Felt to be 
A ffectively Toned, but Psychogalvanically, Objectively were Found to 
be Affectively Toned. | 


queen (1, 17) 


bladder (3, 11) cooking (3, 11) 

blue (4, 11) 

king (5, 14) worm (5, 16) secretly (5, 15) knife (5, 12) 
hair (5, 12) enemy (3, 12) Sunday (5, Iı) future (5, 13) 
trousers (6, 14) veneration (6, 18) lungs (6, 14) excursion (6, 12) 
stick (6, 14) fire (6, 13) money (6, 16) 


wealth (6, 13) 


Subjectively and Objectively not A ffectively Toned. 


street (6, Io) distress (6, 8) water (6, 8) raid (6, 5) 

hunger (6, ro) barricade (6, 9) law-court (6, 10) bowels (6, 10) 

fidelity (6, 10) beard 6, ro) 

nose (5, 9) dictatorship (5, ro) hope (5, 9) happiness (5, 8) 

curious (5, Io) paper (5, Io) cinema (5, Io) 

moon (4, 6) belief (4, 9) church (4, 7) noisy (4, 6) 
liquor (4, 9) 

vessel (3, 8) humility (3, 10) pencil (3, 8) rescue (3, 9) 

race (3, 8) thanks (3, 7) church (3, 4) 

door (0, 7) 


It is shown that a large section of the words which are subjectively not 
felt to be affectively toned, reveal themselves through their strong psycho- 
galvanic deflection as being emotionally burdened. Among 51 words with 
deficient subjective affective participation, an objective emotional deficiency 
can only be ascertained for 30. Accordingly 21 test words which were sub- 
jectively not felt as affectively toned objectively prove to have an affective 
toning. 

In particular, in the test words “ king’’ and “ queen ” the discrepancy 
between introspection and objective findings is striking. Although 17 subjects 
gave strong psychogalvanic response to the test word “ queen ”, only one 
subject was aware of a subjective participation. One might object at this 
point that the word “ queen ” as the first in our list received unduly strong 
psychogalvanic deflections owing to the initial excitation ; we have, however, 
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on the one hand, tried to avoid the initial excitation by the precautions 
already described ; on the other hand, this objection is invalid for the word 
“king”, which was interposed between -other words. Since an actual 
significance of these words is hardly probable for our subjects—and this would 
have been revealed in the association content but was not—one would not be 
wrong in ascribing the emotional content of these words to Freud’s symbolism 
of the father- and mother-imagos. Of course one should take into account 
the fact that “ king ” and “ queen ” allude to fairy tales of childhood, and we 
know that “ childhood ” generally has a strong emotional value. Nevertheless 
the striking fact remains that the emotional participation of the subjects does 
not become conscious. The mechanisms in various other test words might be 
of similar structure. 

The difference between subjective and objective observation can be 
explained far more primitively in other test words. Six of the 25 subjects 
always stated that “ earnings’’, “ wealth ’’, “ money ” were for them affec- 
tively toned test words, whilst more than twice that number registered strong 
psychogalvanic deflections. It stands to reason that most of our subjects 
were unwilling to admit to themselves an emotional relationship to money, 
and, therefore, consciously or unconsciously, repressed the emotion. 


3. The Psychogalvanic Phenomenon as a Psycho-diagnostic Accessory for the 
Personality Analysis of Healthy Subjects and Neurotics. 


In the study of our test results we have hitherto purposely left the asso- 
ciation contents of the test words and reactions out of consideration. 

Most previous investigators have, following the classical association 
experiment, used verbal associations. As already discussed, we have, in view 
of the errors involved, omitted verbal reactions, and have preferred collecting 
the association series formed to each test word, after the conclusion of each 
test. 

The subsequent reproduction of the association contents was generally 
quite successful, without giving an absolute guarantee of truthful reproduction 
and completeness. In cases of evident contradiction between strong reactions 
and commonplace association content we urged the subjects to complete 
their statements. The association content, often of an awkward nature, 
which was remembered, on pressure, and related, frequently made the strong 
reactions intelligible. In other cases the source of the affective toning could 
not be discovered directly from the association content at all. 

It had already occurred to the first investigators of the psychogalvanic 
phenomenon (especially Veraguth), that in the combination of the psycho- 
galvanic phenomenon with the association experiment certain words are 
distinguished by stronger deflections. Inspired by Veraguth’s publications, 
Jung, and especially Binswanger, pursued comprehensive investigations into 
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the significance of the psychogalvanic phenomenon in uncovering complexes. 
After completion of the test, Binswanger subjected the individual associations 
to a thorough psycho-analytical criticism. He showed the characteristics of 
the complex-curve. 

Authors not connected with psvcho-analysis, such as Veraguth, Wechsler, 
Grünbaum and others, have also inferred, partly from Binswanger’s, and 
partly from their own experiments, that the psychogalvanic phenomenon is 
capable of indicating even unconscious, or rather preconscious emotions. 

Without proceeding as thoroughly as Binswanger we have taken into 
account, also, the deeper layers of consciousness in so far as the psycho- 
galvanic reactions pointed in that direction, in order to get as comprehensive 
as possible a personality picture of our subjects. . 


(4) Correlative-statistical Psychological Investigations. 


Starting out from the individual findings, we attempted to find points of 
comparison in different subjects, with a view to discovering psychological laws 
by means of statistics of correlation. To make statistical comparison possible, 
it was necessary to enter the reaction results of each case in a schema devised 
to embrace some factors for correlation, common to all the subjects. For 
this purpose, the reaction results of the individual subjects were arranged 
schematically and numerically according to the principles previously adopted 
by us with regard to their responsiveness, with regard to the type of test 
words to which they responded, and with regard to the content of the asso- 
ciations. It was ascertained in what proportion, in an individual case, the 
associations have ego- or object-relation, how frequently they are pleasantly 
or unpleasantly-toned, and how frequently they relate to the present or the 
past. The egocentric associations were arranged in appropriate subdivisions. 

In this way the reaction results of 20 subjects chosen according to the 
above criterions were analysed. | 

From the outset it could only be expected that, in view of the large number 
of variable factors, and the relatively small number of subjects, the degree 
of correlation found could, only with reserve, be valued beyond its heuristic 
significance. The relatively small number of subjects is explained by the fact 
that among the many subjects that were examined only a few fulfilled the 
required conditions (elective and even responsiveness, good reproductive 
faculty for the associations etc.), and the extremely arduous and laborious 
technique involved also limits the number of subjects. 

In the attempt to discover laws of correlation in the reaction results of our 
subjects, only gross differences were taken into consideration, owing to the 
limitations mentioned above (relative small number of subjects and abundance 
of correlatable factors). For the same reason we had to waive complicated 
correlative-mathematical calculations, and limit ourselves, with regard to the 
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associations, to the relationship between two each of the quality pairs : pleasure- 
pain, object-ego-relation, present- or past-relation. In the ego-related asso- 
‘ciations the sub-groups were taken into account. Since statistical results 
concerning the frequency of reaction in its relation to the type of test word 
have already been considered, our investigations were extended to the 
numerical relationship existing between reactivity and type of association, 
and to the correlations existing between the previously mentioned quality 
pairs of associations. 
If one starts with the “ responsiveness ’ 
two groups: 
(1) A more responsive group ; 12 subjects with more than 50 strongly 
positive reactions. | 
(2) A less responsive group ; 8 subjects with less than 50 strongly 
positive reactions. e 
The object of our investigation was to discover whether the more responsive 
group differed from the less responsive in the type of associations. To obtain 
correlations, we determined in each individual case—following a suggestion 
by Dr. Lipman—whether, numerically, in the association-pairs, the one or the 
other of the qualities was predominant ; so that, for instance, the classification 
of a subject in the group “ pleasure ” means that, in it, the pleasantly-toned 
associations exceed the unpleasantly-toned. 
After these introductory remarks we can describe the correlative results 
for the two groups determined according to their responsiveness (Table IX). 


’ 


, one can divide our subjects into 


TABLE IX. 
Subjects with strong responsiveness. Subjects with weak responsiveness. 
12 subjects. 8 subjects. 
: : 
Pleasure. Pain. Pleasure. Pain. 
Past é $ o 2 2 Past . i I . 2 3 
Present 5 5 r 10 Present 2 3 5 
5 7 3 5 
Pleasure. Pain. 
Object I 3 é 4 Object I I 2 
Ego. : R 4 F 4 e 8 Ego 2 4 6 
5 7 3 5 
Ego. Object. 
Past A 2 oO í 2 Past 2 : I 3 
Present . A 6 š 4 P Io Present 4 I 5 
8 4 6 2 


The table shows that there are essentially no distinct differences between 
the stronger and the weaker responsive group. From the correlation 1: 
pleasure-pain : past-present, one might infer that, with the more responsive, 
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associations of a present content are more frequent, since 84% of the more 
responsive, compared with 62:5% of the less responsive, have associations 
chiefly related to the present. 

The difference between the more and the less responsive becomes more 
distinct when one takes into account, for the purpose of comparison, the 
special group of ego-related associations (Table X). 


TABLE X. 
Related to Related to Related to Related to Ego-related 
own-body. self-esteem. impulse. desire. reminiscences. 
Less responsive subjects . ‘ 4’I ; ro ; 16 ; 5 N 175 >: 
More responsive subjects . . 5'0 . 153 P 24 . 103 i 8°3 


If one separates the ego-related associations into those with own-, body-, 
self-esteem-, instinct, wish- and ego-related reminiscences, and calculates for 
these groups the average values of all subjects, it is shown that in the more 
responsive almost all qualities of the ego-relatedness, and especially the 
instinctual- and wish-related associations, prevail. 

The calculations made up to now concerned the question whether the 
subjects differing in their psychogalvanic responsiveness also differ in type of 
their associations. In addition it seemed to us to be of interest whether and 
how far our subjects as a whole, irrespective of their psychogalvanic reactivity, 
conform to psychological laws, traceable by correlation, in their thought- 
associations. 

In the correlative-statistical evaluation of the reaction results we proceeded 
in the same manner as above. The figures given in Table XI, therefore, 
again indicate in how many of the subjects one association-quality adduced 
for the purpose of comparison (pleasure-pain, ego-object-relation, present-past 
relation) exceeds another (Table XI). 


TABLE XI. 
Pleasure. Pain. Pleasure. Pain. 
Past ; 3 IA. 4B. 5 Object ; Ba . AR . 6 
Present . 3 7c : 8p. 15 Ego . A 6c’ . 8p’. 14 
8 12 8 i 12 
Ego Object. 
Past. . ; $ 4A” À IB” : 5 
Present P : $ Ioc” ; 5D” : 15 
14 6 


Table XI shows distinctly that the majority of our subjects refer in their 
thoughts to incidents of present significance. The unpleasantly-toned 
associations exceed the pleasantly-toned ones. The ego-related ones are far 
more frequent than the object-related. This difference in favour of the 
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ego-related associations is probably substantially higher in reality, since the 
frequent strong psychogalvanic reactions from associations referred to as 
object-related only become intelligible through conscious or unconscious 
ego-relation. 

With certain restrictions, one can infer from these results that in the 
conceptual world of our subjects—and presumably this has general validit y— 
unpleasantly-toned actual events with relation to the ego, that is, experi- 
ences, dominate. 

If one permutes the three quality-pairs of the associations (pleasure-pain, 
object-ego-relation, present- and past-relation), one receives 8 permutations : 


(1) pleasure (1) (2) pleasure (1) (3) pain (o) (4) pain (4) 
object object object object 
past present past present 

(5) pleasure (o) (6) pleasure (6) (7) pain (4) (8) pain (4) 
ego ego ego ego 
past present past present 


If one selects the subjects, as above, according to the principle that those 
subjects are classified as belonging together for whom one of the qualities is 
dominant with respect to its opposite, and designates the group the denomi- 
nation of the more frequently occurring quality, and arranges the subjects 
according to the above permutations, one arrives at an uneven distribution. 
There is corroboration, as already indicated, that in the majority of the subjects 
present, pleasantly- or unpleasantly-toned experiences prevail. Certain 
permutations, at least in our subjects, do not occur. In none of our subjects 
do unpleasant events, or pleasurable personal experiences in the past, plav 
an important part. Among our 20 subjects there were 4 neurotics; these 
had to be classified in the permutations 6, 7 and 8. Thus it is shown quanti- 
tatively that the neurotics chiefly assumed an egocentric attitude. The 
small number prevents us from entering further into this matter. 

We have furthermore investigated whether the groups A, B, C, D and 
A’, B’, etc., respectively are differentiated with regard to their psychogalvanic 
reactivity. Definite conclusions could not be reached. Correlations with 
regard to the introspective faculty or the responsiveness to Freud’s symbolic 
words could, also, not be established. 

There were, however, distinct differences in the frequency of the different 
qualities of the ego-related associations, both in the individual groups, and 
especially when comparing subjects with chiefly object-related attitude with 
subjects of chicfly ego-related attitude. 

The comparison drawn up in Table XII demonstrates to what a high 
degree impulse-, desire- and self-esteem-related associations predominate in 
subjects who are chiefly introverted. 
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TABLE XII. 
Own-body- Self-esteem- Impulse- Desire- Ego-related 
related. related. related. related. reminiscences. 
Subjects with predominantly 6'7 : 17 ä 24°7 ; 6 ; 20°3 
object-related attitude 
Subjects with predominantly 10°4 : 30°6 ; 48 ; 213 ; 24°4 


ego-related attitude 


The results of our investigations can be summed up as follows : 

(I) Psychogalvanic responsiveness and affectivity are in very close 
relationship. The psychogalvanic responsiveness is, in our opinion, an expres- 
sion of temperament and character. Subjects of different age vary with 
respect to their psychogalvanic responsiveness. 

(2) In the psychogalvanic examination of a large number of subjects 
certain test words can be differentiated which have, in general, a stronger 
emotional content. The words thus selected are not always those which one 
would anticipate would be affectively toned. They do not even coincide 
completely with the words felt by the subjects themselves to be so toned. 
The psychogalvanic phenomenon is more sensitive than introspection. There 
are certain words which the subjects generally do not feel as being affectively 
toned, and which in the majority of the subjects prove by their strong psycho- 
galvanic reactions to have strong emotional value. The psychogalvanic 
phenomenon also indicates unconscious emotions. The high emotional value 
of Freud’s symbolic words can be demonstrated. 

(3) In some specially chosen cases the suitability of the psychogalvanic 
phenomenon for personality-analysis in healthy and neurotics can be demon- 
strated. It is conceivable that a psycho-diagnostic method can be developed 
which is theoretically acceptable, and of practical value for psychotherapeutic 
purposes. | | 

(4) By methods of correlation it can be shown that the more responsive 
subjects have more instinctual associations. In all subjects examined the 
egocentric associations predominate. The most frequent are associations 
related to present, painful or pleasurable experiences. By comparing the 
subjects with an ego-related attitude with those with a chiefly object-related 
attitude, it can be demonstrated that in egocentric subjects the impulse-, 
desire- and self-esteem-related associations predominate considerably. 


Conclusion. 


From a review of the relevant literature, and our own investigations, we 
have tried to show in the preceding chapters how functional organic processes 
can be essentially altered by psychological, and, especially, emotional influences. 
A knowledge of these emotional reactions facilitates an understanding of the 
extent of functional organic processes in general, and, in particular, that of 
the so-called organ neuroses. 


L- 


r 
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With a case-material of more than 500 observations, we have tried to 
demonstrate by examples of respiratory disturbances, and vascular, gastric 
and intestinal neuroses, that psychological considerations can be of importance 
to physicians in diagnosis and therapy. The close link between organic and 
functional psychogenic changes causes us to believe—contrary to present 
tendencies—that the sphere of the psychoneuroses linked to the organs is 
inseparably connected with internal medicine. 

If one deliberately divides the total somatic reactions occurring in emotion 
into reactions:of the different organic systems, the results of our experiments 
may be summarized as follows: 


I. HEART AND VESSELS. 


The size of the heart can be influenced emotionally. By comparison of 
Röntgen pictures, distinct fluctuations of the size of the heart, under the 
influence of maximal emotions, can be ascertained. Both enlargement and 
diminution of the heart shadow occurs. The dimensional changes sometimes 
amount to more than ı cm. When the emotion has faded out, the cardiac 
changes recede. 


II. SALIVARY SECRETION. 


Salivary secretion can be influenced by emotion. An increase or a decrease 
of secretion can take place. The direction of reaction is independent of the 
type of the emotion experienced ; it is personally typically determined. 
The thiocyanate and nitrogen content of the saliva can increase or decrease 
under emotional influence. This increase or decrease is not due to a greater 
or less production of the total quantity of saliva, and not to a concentration 
or a dilution ; in emotion a saliva of different composition is produced. 


III. STOMACH. 


Gastric secretion and motility can be influenced emotionally. Some of 
our findings deviate considerably from those of other authors. 


(a) Secretion. 


In our experimental procedure, changes of the gastric juice, under emotional 
influence, occur with regard to acidity, quantity secreted, and emptving 
time. All possible variations of disturbed gastric functions occur. The 
emotion can cause, by stimulation, extreme hyperacidity, and by inhibition, 
even a histamine-refractory achylia. The same emotions in the same subjects 
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cause uniform changes ; the same emotions in different subjects cause different 
changes. Even under the influence of disgust an increase of secretion and 
acidity can occur. The form of reaction does not depend on the type or 
intensity of the emotion. It seems to be typologically determined. Different 
emotions in the same subject always cause uniform changes. 

The influence of emotion on the salivary and the gastric secretion takes a 
parallel course. There are individuals who have an increase of salivary and 
gastric secretion with every emotion (plus types), and others who always 
have a decrease (minus types). The plus and minus types which were found 
do not coincide with the visceral types of Eppinger and Hess ; they do, 


however, with the constitutional types established by E. R. Jaensch and 
W. Jaensch. 


(b) Motility. 


On the basis of a clinical observation, in which it was possible to cure an 
intense gastroptosis by psychological influence, the behaviour of normotonic 
stomachs under emotional influence was investigated. In mucosa-relief 
pictures it could be demonstrated that, from emotional causes, a remodelling 
of the mucosa relief can be effected by a puckering of the gastric 
wall, in a manner which is analogous to those pictures of the relief of the 
gastric wall which have hitherto been interpreted as gastritis. In the majority 
of cases an increase of tonus was observed under emotional influence. 


IV. BILE. 


The stimulating effect of most emotions on bile secretion was demonstrated. 


Anger occupies a special position. During anger the flow of bile is entirely, 
or almost entirely, inhibited. 


V. BLoop. 
(a) Morphologically. 


The leucocyte count can be altered by emotion. Under emotional influence 
an increase of the leucocyte count generally takes place, more rarely a decrease. 
This affective leucocytosis occurs without change of the differential blood 
picture. 


(b) Chemically. 


The occurrence of electrolyte changes, under emotional influence, has 
been proved. Changes in the serum-calcium, potassium- and chloride content 
were observed. The blood-water content can also be influenced by emotion. 
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Some of our findings deviate from those of other authors. Fluctuations 
of the fasting blood sugar are within physiological limits. The blood sugar 
curve in glucose tolerance tests is not definitely changed by emotional influence. 


VI. URINATION. 


The behaviour of the urine volume, hydrogen-ion concentration, titre, 
chlorides, total nitrogen content and uric acid under emotional influence was 
examined. | 

In some of the subjects distinct changes were observed in the sense of an 
increased or decreased secretion. The changes occurring directly after the 
emotion were generally balanced in the course of the day. In the same 
subject opposite changes may occur on different test days. 


VII. THYROID. 


Under the influence of emotion the blood iodine content rises. Iodine 
values were found such as are usually only known in Graves’s disease. After 
the emotion has faded out the iodine level drops gradually, with individual 
variations, back to the normal. 


VIII. PSYCHOGALVANIC REFLEX. 


With critical consideration of the numerous physiological and psychological 
sources of error, an attempt was made to enlarge the facts hitherto known, 
and to make use of the psychogalvanic phenomenon in the affect-psychologv 
of the healthy and of neurotics. 

By statistical evaluation of the results in numerous subjects certain 
psychological rules were evolved. By individual evaluation the usefulness of 
the psychogalvanic phenomenon in personality analysis was demonstrated in 
some particular cases. 

Looking back, we are aware of the fact that the study of isolated functional 
processes in emotion is of limited value for the understanding of the emotional 
total reaction. Our further task would be to put together these partial 
reactions observed in the individual case, in order to arrive at an empirical 
total resultant action of any given emotion, or of emotional processes in 
general. The attempt to arrive, from a series of facts, at a general explanation 
of emotional processes has met with the greatest success in Cannon's ingenious 
emergency theory. We believe that, going beyond Cannon's theory, there 
are typical reactions in human affective biology, which are constitutionally 
determined and perhaps may be conditionally influenced, and which need 
further investigation. 
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Part II.—Reviews. 
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The Brain as an Organ: Its Post-mortem Study and Interpretation. 
By FREDERIC WERTHAM, M.D., and FLORENCE WERTHAM. With an 
Introduction by ADOLF MEYER. New York: The Macmillan Company, 
1934. Pp. 538 + 166 plates. Price 31s. 6d. 


The authors have embarked upon the task of discussing ‘‘ why histopatho- 
logy of the brain has reached what is being recognized as an impasse”. The 
answer—in general—is that the brain has not been treated as one of the bodily 
organs. “ It is not possible to understand either the morphology of the central 
nervous system as an organ or its morbid anomalies if one restricts oneself to 
a basis of functional anatomy alone. . . . To blend neuropathology with 
a biologically oriented general pathology will be the task of the future.’ Such 
sentences may be regarded as the motive of the book, which recurs in more or 
less modified variations in all chapters. 

As it is impossible to give a full account of its extremely rich contents, we 
must confine ourselves to a rather sketchy survey. In the first chapters the 
authors deal with gross dissection-methods of the central nervous system and 
the histological technique. Many useful remarks about the best procedure 
of dissection, the great importance of careful gross inspection and the mis- 
representation of artefacts are made. The survey of the histological methods 
is clearly arranged, and more complete than in any other text-book in the 
English language. An instructive scheme of the various methods in relation 
to the different fixation fluids is given on p. 45. 

The next two chapters are devoted to ‘“ Alterations of the Individual 
Components of Nervous Tissue’’ and “ Kinds of Lesions”. The so-called 
““ Nissl tradition ” of specificity of ganglion cell changes is wholly rejected. 
Even the cell changes of amaurotic idiocy may be seen also in the lateral 
geniculate body in senility. Investigation of the glia by the methods of the 
Spanish school is characteristic of the present era, but ‘‘ one must not forget 
the wood for the trees’’. A standard translation of many of the traditional 
terms of the Nissl-Alzheimer-Spielmeyer school is offered (palings, dropping 
out of cells, emptied spaces, myelin shadow foci, sessile glia, etc.), which seems 
worthy of general acceptance. 

The “ distribution of lesions '' is regarded as a part of the diagnosis. Cere- 
bellum, spinal cord, nerves, eye and the rest of the bodily organs must always 
be included in the examination. The pathology of glia and fat cannot be 
understood without recognition of normal glia—and lipo-architectonics. As 
regards Vogt’s pathoclisis, no regional susceptibility confined to one or several 
cyto- or myelo- architectonic areas has been proved. 

Ina chapter on ‘‘the extent of the normal’, histological findings are dealt 
with which “ are normal variations, apt to be mistaken for pathological’. To 
show this many examples are given. “As it stands to-day, the neurohistology 
of mental diseases is practically a science without controls.” 

The chapter on the “interpretation of lesions’’ is of particular interest. 
In fact, nearly all the current problems are discussed here, as, for instance, the 
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limitation of pathological types of reaction, stage and tempo of processes in 
their influence on the histological picture, the problem of inflammation (with 
special regard to Roessle’s investigations), the pathogenesis of apoplexy, the 
functional disturbances of the blood-vessels, regeneration in the central nervous 
system, brain disturbances secondary to bodily diseases, etc. 

As regards “ correlation of lesions with psycho- -pathological phenomena ", 
the authors complain of the “ veritable histophrenology ” which exists in the 
field of the anatomy of psychoses. The site of the lesion is not the only 
factor, as localization, age and histological quality (for instance in tumours) 
are equally important. In general, a middle line is taken between “ focalism 
and totalism”’ 

In the last chapters the authors give us, beside some enlightening remarks 
on the important new branch of comparative histopathology and on forensic 
histopathology, a more detailed description of those pathological syndromes 
which are associated with mental disorders. As regards schizophrenia they 
state that “ there is no justification for speaking of an organic process ”' 

The text is illustrated by 166 beautiful and instructive microphotographs 
and drawings, made by Florence Wertham. The reproduction is excellent. 

This short review, although necessarily omitting all the rich detail to be 
found in the book, will, it is hoped, suffice to show the completeness, clearness 
and critical acumen with which most of the present-day problems of histo- 
pathology have been dealt with by the authors. The book has also—for all its 

completeness—the advantages of not being too lengthy. It is not so much a 
` text-book as a critical exposition of debatable points. Because of this tendency, 
the beginner will make less use of it than the more advanced student of this 
branch. It is necessary to stress this, for the addition of voluminous chapters 
on technique might mislead the reader. 

The attitude taken towards most of the problems dealt with will meet with 
approval. It may be said, however, that sometimes the contrasts are painted 
in too strong colours. How many modern histopathologists still believe in 
the specificity of ganglion cell changes. or regard the brain only as a functional 
substrate ? Who still thinks of the reflex as being purely anatomically deter- 
mined ? Certainly it is an exaggeration to state that “ the fresh wind that 
has blown in recent years through the whole field of psychiatry has hardly done 
more than raise a ripple in the calm pond of the anatomy of the psychoses " 
Most of Wertham’s demands have been—for a long time past—the very subject 
of the teaching ot Spielmeyer and others (compare Spielmeyer’s introductory 
chapters to vol. xi of Bumke’s Handbook). Only those who know personally 
the atmosphere of the Munich Laboratory are able to realize how closely the 
authors follow Spielmeyer’s teaching. In a book which is so much more a 
critical discussion than a text-book, incomplete quotations of previous papers 
make themselves often felt to disadvantage. For the same reason it would 
be more helpfulif the bibliography were more complete. This could be easily 
altered in a later edition: likewise with some misprints, one of the most notice- 
able being “ negrocoll ” (pp. 22 and 524) for “‘ negocoll ”. 

All this does not diminish from the value of the book, which certainly ranks 
among the most interesting contributions to brain histopathology in recent 
vears. No psychiatrist or neurologist can fail to derive great advantage from 
its reading. ‚ALFRED MEYER. 
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Human Mentality. By Bror GaDELivs. London: Humphrey Milford, 
Oxford University Press, 1933. Pp. 620. Price 30s. net. 


This is a most useful and interesting book, presenting the views of one of the 
more prominent psychiatrists in Northern Europe. The author has held the 
Chair in Psychiatry at the Caroline Medical Institute in Stockholm for many 
years. The keynote of the book is given by the statement that “it is the 
clinical work by the bed-side which must fill up the greater part of the psychia- 
tristsday. . . . Hence what we take as the domain of psychiatric research 
is diseased mental life in all its various manifestations ’’. The writer points 
out that his general psychological summary is purely an orientation with regard 
to such psychological conceptions as are indispensable to psychiatry. and that 
the psychical equilibrium is threatened in three different ways corresponding 
to the three different modes of reaction—manic-depressive, schizophrenic and 
paranoid. The book is divided into three sections, the first dealing with the 
functional structure of mental life and its morbid changes, the second with the 
causes of mental disease, and the third with the treatment of mental diseases. 
Prior to the first section is a most interesting historical chapter with illustra- 
tions of cages used for unruly patients, the “ swinging bed ’’, and some primitive 
ideas of hydrotherapy (sic). The decorated pavilion built on a bridge over deep 
water with a trapdoor in the floor-of the pavilion so as to plunge the patient 
into the water must be unique. 

We do wish authors would not use the word “ onanism ” when they mean 
“ masturbation ’’. The sin of Onan was not masturbation. The use of the 
word ‘amentia ” for confusional insanity is usual in Scandinavian countries and 
elsewhere on the Continent, and we can see nothing else but confusion arising 
from its retention in this country as synonymous with oligophrenia. In 
discussing the development of delusions we should have liked to have seen 
some mention made of ideas of reference, and the part they play in such develop- 
ment. We doubt if everyone will agree with the statement that it is very 
wrong to regard Joan of Arc as simply insane. 

The writer is very definitely not a supporter of Freud. He considers that 
“a ballast of psychiatrical experience would have rendered his soaring specu- 
lative flights utterly inconceivable ’’. He is much more a supporter of Adler, 
and says quite frankly that the (Edipus complex is of no interest for normal 
psvchology, while Adler’s views are more instructive and fruitful. We do not 
think that many people of experience will agree with the statement that 
childhood up to ten years of life, and often a few years longer, should be regarded 
as a neutral period of life in a sexual respect. It is very comforting to find 
someone who protests against the wholesale stampede into occupational 
therapy, and who points out that to employ 100% of patients mentally ill is 
an absurdity. One is inclined to look on 100% occupation therapy as a line 
ot least resistance, and one about which the lay person can talk without having 
any knowledge of psychiatry. The whole secret of psycho-therapy is summed 
up in the author's words: ‘‘ For the mentally diseased it is an even greater 
necessity than for other sufferers to take the physician into his confidence 
and look to him for advice, guidance and consolation.”’ 

The section devoted to treatment is disappointing. There is a good index. 

G. W. T. H. FLEMING. 
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The Neural Basis of Thought. By GEORGE G. Campion and Sir G. 
ELLIOTT-SMITH. London: Kegan Paul, Trench, Trübner & Co., Ltd. 
Pp. 167. Price gs. net. 

Sir Grafton Elliott-Smith contributes to this book his Friday Evening 
Discourse to the Royal Institution entitled “ The Evolution of Mind’’. The 
other chapters in the book deal with “ The Organic Growth of the Concept ”’, 
“Meaning and Error”; ‘‘ The Neural Substrata of Reflective Thought ’’, ** The 
Thalamo-cortical Circulation of Neural Impulse ’’, and ‘‘ The Thalamo-cortical 
Circulation of Neural Impulse and the Psychoneuroses ’’. 

There is a curious manceuvre repeated in several places in the book which is 
bound to raise doubts in the minds of the critical. This consists in an apparent 
endeavour to force the reader to believe the theories advanced because thev 
represent long years of thought. On p. 2 we read that “the study . . . 
began forty years ago’; on p. 48, at the end of the second chapter, “ the 
conclusions to which my studies during many years . . . ”; at the end 
of the next chapter (p. 58), “the conclusions to which my studies over 
many years . ”, “the conclusions in which after many years these 
efforts issued ’’ were at length summarized in a single sentence which in its 
final form ran as follows: 

“ Education is the development and discipline of (1) the body (a) Towards 
health, (b) Towards habits (subconscious activities). (2) The mind with its 
faculties of acquiring, differentiating, correlating and integrating percepts and 
concepts. (3) The spirit with its desire and power to use these faculties efficiently 
and rightly and apply them in controlling and directing the impulses and 
actions.’ 

It is interesting to contrast such definition with that favoured by the Nazi 
regime, in which the first aim of education is considered to be the maintenance 
of a‘ pure’’ as well as a healthy race ; the second, ‘ character training " i.e., 
obedience at all costs, the acceptance in silence even of a wrong ; and the third, 
ordinary instruction, this latter based on the guiding principle of Lagarde, 
that education is the capacity for separating the important from the unim- 
portant and then stressing the former. 

When the writer comes to consider the neural basis of thought, we cannot 
but think that the attempt to correlate psychology and physiology is beyond 
the writer’s knowledge of the phvsiology of the central and vegetative nervous 
systems. We cannot understand “what” circulates when the writer talks 
of the thalamo-cortical circulation of neural impulse. What is neural impulse ? 
The expression ‘‘ what is known in the jargon of the day as the ‘ subconscious 


mind ’’’ seems to suggest a lack of judgment in describing a perfectly legitimate 
expression as ‘‘jargon’’, which we always understood to mean “ confused 
talk ”’. 


The author considers that the acid test of his hypothesis is whether it 
throws light on the psychoneuroses. We cannot see that it does so from the 
viewpoint of the practising psychiatrist. It is so easy to work out theories of 
neural functioning, but so difficult to demonstrate the neural basis thereof: 
“ Widespread derangements of cortico-thalamic paths” do not obligingly 
present themselves for examination ante- or post-mortem. ‘ Aberrant 
courses ” in the thalami are tempting to theorize about, but who can demon- 
strate them ? G. W. T. H. FLEMING. 
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Schizophrenia: Statistical Studies from the Boston Psychopathic 
Hospital, 1925-34. Circulated by the Massachusetts Society for 
Mental Hygiene and the Boston Psychopathic Hospital. 


This volume collects the first eighteen papers published between 1927 and 
1934, and a few additional previously unpublished notes from the pens of the 
group associated with the Boston Psychopathic Hospital research project into 
personality and mental disease. The group consisted of seven psychiatrists, 
three statisticians, one psychologist and seven psychiatric social workers, 
helped by the clinical staff of the Boston Psychopathic Hospital. The work 
was begun in 1925 under a grant from the Laura Spelman Rockefeller Memorial. 
and continued after 1928 with the aid of grants from the Rockefeller Foun- 
dation. The earlier part of the work dealt with 997 schizophrenic patients, 
and with 1,051 controls consisting of patients with affective disorders or general 
paralysis. The later more intensive and accurate work dealt with about 
322 psychotic patients, more than 150 of whom were schizophrenic, and with 
go normal individuals as controls. 

The papers fall into three groups. The first group deals with statistical 
technique, reliability studies and critical psychiatric studies. It includes 
excellent statements by Prof. Wilson of the statistical problems and by Prof. 
MacFie Campbell of the clinical problems. The second group of papers, 
mostly by Drs. Bowman and Kasanin, deals with the personality traits and 
physical findings in schizophrenia, and with the frequency of delusional and 
hallucinatory disorders in the affective psychoses. The papers in the third 
group by Drs. Bowman, Kasanin and Kaufman deal with the special problems 
of constitutional schizophrenia, the schizo-affective disorders, and the functional 
psychoses of childhood. 

The first group of papers is an excellent discussion of the statistical and 
clinical problems encountered, and in connection with these articles the reader 
would do well to read the last article by Dr. Bowman, since in it the final 
type of personality survey used in the work is discussed. These papers almost 
constitute a small text-book on personality research technique. From the 
work on personality the conclusion is reached that whereas the personality 
constellation of shyness, seclusiveness, close-mouthedness and extreme sensi- 
tivity was found in 15°, of the schizophrenic patients, such factors as over- 
attachment to the family, maternal over-protection, paternal neglect, physical 
defects and anomalies and unsatisfactory heterosexual adjustments were 
frequently found. Nevertheless the physical findings of the schizophrenic 
patients differed little from those of the affective disorders. A study of the 
school histories of 54 children who later became psychotic revealed the fact 
that one-half the psychoses developed in children who, during the school 
period, had been either extremely odd or queer, or else unusually shy, passive 
and withdrawn. In the last and most detailed paper Dr. Bowman elaborates 
and modifies these conclusions, and brings forward considerable evidence to 
show that what has been studied by many as pre-psychotic personality may 
well have been the personality after childhood, and may have been more truly 
the study of the onset of the illness. This conclusion was upheld by the fact 
that the similarities between the childhood personality traits of normals and 
psychotics were frequently greater than after childhood had been passed. In 
the third group of papers Kasanin reports 9 patients with acute mental illnesses, 
beginning in a setting of emotional turmoil and developing both affective and 
schizophrenic features, but terminating in recovery within a few months. 
Bowman and Kasanin report in detail 3 of 19 patients with “ constitutional ” 
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schizophrenia. These patients had an inheritance positive for mental disease. 
had been peculiar since early childhood, and had shown a steady progress of 
svmptomatology without unusual environmental stress or physical disease. 
Kasanin and Kaufman report in detail 4 children with affective disorders and 
S with schizophrenia. 

This work amply demonstrates both the value and limitations of such a 
costly and time-consuming venture. It could have been carried through 
only in a setting where the co-operation of the large number of individuals 
necessary to carry on the work was fostered. The value lies not only in the 
positive results, but in the way it will show others the difficulties of the problems, 
and how valueless it would be to attempt similar studies without similar or 
better facilities. The limitations are also shown, in so far as it may easilv 
be assumed that such a costly co-operative venture can only be planned with 
difficulty. Prof. Campbell cogently points out in his introduction that the 
profitable work for the future will be with smaller, more homogeneous groups 
—tackling sometimes the physiological processes, sometimes the thought 
disorders, and sometimes the problems of the emotional and instinctive life. 

W. CLIFFORD M. SCOTT. 


ee 


Psychoanalysis: Its Meaning and Practical Applications. By WULF 
sacus, M.D. London: Cassell & Co. Pp. x + 246. Price 6s. 

This volume is based on a series of lectures given by the author under the 
auspices of the Department of Philosophy of the University of Witwatersrand. 
In the first two-thirds of the book the psycho-analytic theory of instincts, the 
unconscious, personality development and structure is dealt with, and in the 
last third some of the writings of Wassermann, Dostoievsky and Shakespeare 
are discussed from the psycho-analytic viewpoint. The style is lucid and the 
factual illustrations are well selected, but the content is apparently arranged 
more for psychologists than for psychiatrists. Mention of the topics most to 
the fore in modern psycho-analysis is very brief. The applications discussed 
deal chiefly with the fuller understanding psycho-analysis may bring to the 
problem of the relationship of an author's development to his literary produc- 
tions. The brevity of this inexpensive book will limit its value chiefly to 
those who wish the contents of the author's lectures in printed form. 

W. CLIFFORD M. SCOTT. 


The World of Colour. By Davip Katz, Ph.D. Translated by R. B. 
MacLeop and C. W. Fox. London: Kegan Paul, Trench, Trübner & 
Co., Ltd., 1935. Pp. xvi + 300. Price 15s. 

In the early years of experimental psychology, physiological conceptions 
were dominant, and the psychology of visual sensations was approached more 
from the basis of the physiological facts of retinal action and from phvsical 
optics than from the phenomena of subjective visual experience. Thus it was 
thought that all visual sensations could be described in terms ot hue (i.e., the 
colour triangle), saturation and brightness. To explain contrast, after-images 
and colour constancy (e.g., the fact that a white surface continues to appear 
white in shadow), various rather artificial ad hoc hypotheses were introduced. 
Prof. Katz was one of the first to adopt the phenomenological approach—to 
examine visual sensations without physiological bias. In 1911 he published 
Die Erscheinungsweisen der Farben und thre Beeinflussung durch die individuelle 


1935. | REVIEWS. 689 


Erfahrung, in which he showed that several quite different “ modes of appear- 
ance ” of colours were possible, such as the surface colours of objects, the film 
colours of the spectroscope or the sky (not localized on any surface), volume 
and luminous colours such as those of a glass of wine, lustre, sparkle, glitter, 
etc. 

The present book is a very competent (somewhat abbreviated) translation 
of the second edition of 1930, which was called Der Aufbau der Farbwelt. In 
addition to the description of the author’s own researches on modes of appear- 
ance of colours, on illumination and colour constancy, it takes into account — 
the relevant experiments by Jaensch, Bühler, Gelb and others of the preceding 
twenty years. The experimental details sometimes make difficult reading, 
but there are numerous sidelights and practical applications of these discoveries 
(e.g., to the technique of painting and photography, and to the principles of 
illumination) which add greatly to the interest of the book. 

Prof. Katz’s general position is similar to that of Gestalt psychologists, 
whom, indeed, he seems often to have anticipated. And this position will be 
all the more widely acceptable in that he is less dogmatic than most Gestaltists 
about ‘‘the meaning theory’’, though he rejects empiricistic associationist 
explanations of colour constancy. Very little of this work has penetrated 
into British or American psychological text-books, hence the book is of great 
value to all who are interested in vision. We sincerely hope that the companion 
volume, Der Aufbau der Tastwelt, will also be translated soon, for it contains 
still more novel data, particularly about the sense of vibration. Finally, 
Messrs. Kegan Paul should be congratulated on the publication of a new series 
of psychological books. Miss Griffiths’s Imagination in Early Childhood and 
the present volume are a very promising start. P. E. VERNON. 


The Beginnings of Intelligence [Les débuts de l’intelligence]. By 
PIERRE JANET. Paris: Flammarion, 1935. Price 12 frs. 


Those who expect from the title a treatment of the subject similar to Prof. 
J. Shaw Bolton’s recent Lumleian Lectures on “ The Evolution of Mind ” 
will be disappointed. Prof. Janet views the subject from a different angle 
and, indeed, this little volume forms only a chapter in a long series of publica- 
tions and lectures published in various journals and in book form. 

The book is divided into two parts, the first entitled ‘ The First Psycho- 
logical Stages ’’ and the second “ The First Intellectual Objects’’. In the 
first chapter of the first part he discusses the problem of elementary intelligence, 
namely, intelligence in general, the place of elementary intelligence among 
tendencies and the means of their study. From a psychological point of view 
intelligence is a condition of efficiency of action. A psychology of behaviour 
becomes necessarily a genetic psychology which arranges the observed be- 
haviours in order of their complexity, beginning with the simplest, and also, 
as far as we are able to coniecture, in order of their acquisition. In the second 
chapter the psychological hierarchy is discussed. The tendencies to various 
acts in their order of complexity are as follows : Tendencies to reflex acts, to 
perceptive or delayed acts, to social acts, to elementary intellectual acts, to 
acts of the verbal plane (actes asseriti/s), to considered acts (actes réfléchis), 
to rational acts, to experimental acts, and to progressive acts. As to subcon- 
scious acts Prof. Janet writes as follows: “ A more or less considerable part 
of these reactions continue to keep an inferior form. It is this that has given 
rise to acts which have provoked a great amount of controversy under the 
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name of subconscious acts. We know that man tries to turn into language 
all these actions, but a certain number of these actions remain verballv 
unexpressed, and sometimes even they cannot be expressed, as is seen when 
studying that which has been called the ineffable. A subconscious act 1s 
nothing but an action which has preserved an inferior form among other 
actions of a higher level ’’ (p. 40). 

The third chapter deals with Social Conduct. The author points out that 
it is a frequent mistake to consider Australian and North American societies as 
primitive and as representing the earliest forms of social conduct. Yet the 
whole of the social life of these men is impregnated with intelligence, it 
is alreadv very complicated, not only by language, but also by beliefs, which 
bring us immediately to a much higher stage. The first really social acts are 
those of imitation. Conducts of imitation and of being imitated frequently 
combine, and thus is formed the notion of two roles, to be active and to be 
passive, to be afraid and to frighten, to console and to be consoled. A social 
act of greater importance than imitation is collaboration. The herd instinct 
comes in next for discussion, and the double character of the social act is 
insisted upon. A few pages are concerned with ceremonies. 

The fourth chapter is entitled “ Les sentiments et le jeu”. The term 
“ sentiment’ is difficult here to translate. It may mean mood as well as 
emotion and possibly also sentiment. It denotes here a very heterogeneous 
class of psychical processes. Janet confines himself to four fundamental 
“ sentiments’, namely, Effort, Fatigue, Sadness and Joy; and Plav is a 
“sentiment” which has played an important role in elementary intellectual 
conduct. Man learns first to react to the actions of his fellows, and then 
eventually to his own, and Janet suggests that here we may perhaps seek for 
the beginnings of conscience. Various theories of play are discussed, e.g., 
those of Karl Groos, Herbert Spencer, Gerard-Varet, Souriau and Claparede. 
Janet makes some interesting and suggestive remarks upon those human actions 
which are called “ Acts of Love ” and maintains that play plays an enormous 
part therein. 

The second part consists of five chapters on “ the first intellectual objects ”’ 
The Direction of Movement and the Route (forward direction, round-about 
way, reversal of direction, right and left), Position and the Market Place of 
the Village (notion of position, different points in space, points of view), 
Production and the Tool, Resemblance and the Portrait, Psychology of Form 
are chapters of some detail. The ‘‘ Gestalttheorie ’’ is discussed and criticized 
in some detail. A. WOHLGEMUTH. 


The Individual Criminal: Studies in the Psychogenetics of Crime. 
By BEN KarpMAN, M.D. Washington, D.C., U.S.A.: Nervous and 
Mental Disease Publishing Co., 1935. Pp. x + 318. Price $4.50. 

In July, 1933, we reviewed this author's Studies in the Psychopatholcgy of 
Crime. In that book Dr. Karpman gave us, in great detail, his case-studies of 
five offenders who had come under his care at St. Elizabeth's s Hospital. No 
lengthy discussion of the cases was entered into. The present volume continues 
the work on these five cases, providing a interpretational and diagnostic 
account of each offender. Sufhcient history is given to render the book 
independent of its predecessor, although the two books are, in our judgment, 
better studied together. 

Such a book may be considered from more than one point of view. Firstly, 
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we have its directly practical value. No doubt, in theory, the ideal plan would 
be to commence with general principles and then proceed to the study of the 
individual case. But this is not the manner in which the student learns in 
other departments of clinical medicine. The history of an obscure case is 
taken ; the physician details his findings, and interprets the signs and symptoms, 
discusses the various possibilities, and finally decides upon a diagnosis and a 
line of treatment. This is the method adopted by Dr. Karpman, and adopted 
with the greatest success. Any one of our readers may be, and manv are 
often called upon to examine a criminal case. The beginner could have no 
better guide than that which is provided by this book. We would specially 
praise the diagnostic discussion of the second case, in which there were possible 
diagnoses of mental deficiency, dementia precox, constitutional psychopathic 
state, epilepsy, anxiety neurosis and hysterical personalitv. The question 
of malingering is most ably discussed in more than one connection. This may 
be of great importance, for although malingering is, In our experience, un- 
common, its possibility is always present, and a witness may be questioned 
upon it at any moment. 

But, secondly, the book has another and a wider appeal. There is much 
present dissatisfaction with our methods of dealing with the problems presented 
by crime. The public and even the lawyers are looking for guidance, and are 
prepared to accept guidance from the psychologist, provided that his views 
are sane and balanced. But this cannot be, unless the general questions 
involved in the nature of crime and the objects of punishment have been care- 
fully considered. The author provides us with assistance here. We are, 
perhaps, told little which is original. But good things cannot be said too often, 
and it must be remembered that many people are quite ignorant of the funda- 
mental factors of this problem. “Is criminality a disease, a syndrome, or 
only a symptom common to many diseases? "’, asks Dr. Karpman. We incline 
to speak to-day of the “ epilepsies’ rather than of epilepsy. And so with 
criminality ; we know something of its general external manifestations, but 
pr actically nothing of its inner psvchogenesis. The intimate discussions given 
in this book will help us to realize how protean are the factors which may enter 
into the case of him we so readily and lightly style a “ criminal’. Disturbed 
domestic and other environmental situations, emotional entanglements, feelings 
of insecurity, and many similar mechanisms are all described in detail. 
No thoughtful reader can peruse this book without experiencing a sense of 
humiliation at the poverty of our present knowledge and even a sense of awe at 
the light-hearted manner in which offenders are too often treated. The author's 
remarks on punishment are excellent, and he urges that all prison treatment 
should be focused on the prisoner’s release. 

Finally, we may note that no one psychological problem can be discussed 
apart from others. The author gives us an illuminating analysis of that 
complex or totality of function which we group under the heading of intel- 
ligence, and a useful discussion of the distinction between neuroses and 
psychoses. He submits that these conditions represent two entirely different 
types of reaction, and that thev are expressions of widely different types of 
personality. 

We heartily congratulate Dr. Karpman upon the contribution which, in 
this book and its companion, he has made to our knowledge of criminals. 


M. HAMBLIN SMITH. 
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Halfway to the Hereafter. By ETHEL TURNER STONEMAN, M.A., Ph.D. 
Perth, W.A.: T. F. Christie, Ltd. Pp. 96. Price not stated. 

This pamphlet contains the results of an inquiry into the motivation of 
attempted suicide. During the vears 1932 and 1933, there were 87 such cases 
admitted for treatment at the Fdinburgh Royal Infirmary. In order to avoid 
selection, all these cases were investigated. There were 44 men and 43 women. 
Nearly all suffered from some physical handicap. Some degree of nervous 
exhaustion appears to be an essential factor ; until this occurs, the total situa- 
tion is not found to be unsupportable, a finding which is in agreement with that 
of other workers. In 35 cases a sex factor was prominent, but in no cases 
could such a factor be regarded as the single motive. Markedly low intelli- 
gence quotients were found in 26 cases, 17 of these being women. Volubilitv 
was much more in evidence than tactiturnity, but only Io of the patients 
appeared to be completely candid. Marked irritability was a characteristic 
in 77%. In many patients there was a curious ambivalency, in that the 
suicidal act seemed contrary to the interests recognized and striven for bv 
the patient. Motivation is always very complex, and it is possible to under- 
estimate the importance of conscious factors. Suicide is always a means, not 
an end in itself. There is a nucleus of cases which may be termed inevitable 
because bound up with the existing social organization ; and there is another, 
smaller group in which reasonable precautions might have been but were not 
taken. Having regard to the great preponderance of men in successful cases 
of suicide, the equality of the sexes in this research is curious. 

M. HAMBLIN SMITH. 


Report of the Commissioners of Prisons and the Directors of Convict 
Prisons for the Year 1933. London: H.M. Stationery Ofhce, 
1935. Pp. 92. Price ts. 6d. net. 

The chief matters of psychological and psychiatric interest are contained in 
the report of the medical commissioner, Dr. Norwood East. The most impor- 
tant event of the year has been the appointment of Dr. W. H. de B. Hubert 
to carry out psychological treatment in selected cases at Wormwood Scrubs 
Prison. No attempt to evaluate the results is made; time alone will prove 
the success, or otherwise, of the work. But the experiment will be watched 
with the greatest interest by many, and not least by those who have long advo- 
cated the initiation of such treatment. It is suggested that suitability for 
treatment depends more upon the personality of the subject than upon any 
particular diagnosis of mental abnormality. 

During the year some 3000 cases were remanded to prison for observation 
and report on their mental condition. The facilities for observation which 
now exist in the hospitals of our larger prisons give an advantage to the method 
of remand in custody over that of the employment of a mental clinic. But 
complaint is made of the meagre information, as to the accused person’s 
previous history and the like, provided for the assistance of the prison medical 
officer. All the available information should be placed at the disposal of the 
medical officer, who, in some cases, may be quite justified in declining to offer 
an opinion in the absence of the relevant facts. The objectionable practice, 
adopted by some courts, of sentencing an offender whom there is reason to 
believe to be mentallv defective or insane still continues. In isolated cases, 
offenders are actually convicted in the face of medical reports to the effect 
that they are certifiable under the Mental Deficiency or the Lunacy Acts. 
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During the last five vears, of 300 prisoners who were certified during the 
currency of their sentences, 145 were probably insane on their reception and 
93 were certified within 21 days. 

As regards more general matters, the futile and indefensible system of 
short sentences of imprisonment still persists. A special director of prison 
industries has been appointed. Attempts are being made to extend the hours 
of associated labour, and thus to lesson the time spent in cellular isolation: 
‘The prison newspaper, the Weekly News, has proved to be a great success and 
its circulation has been extended. An operation theatre is to be made 
available at a prison in the London area. M. HAMBLIN SMITH. 


Diffuse Sclerosis. By L. BouMAN. Bristol: John Wright. London: Simpkin, 
Marshall, 1934. Pp. 160. 15s. 


Dr. Bouman published a valuable paper on diffuse sclerosis as far back as 
1924. In the present monograph, he gives the case-histories and pathological 
findings from six new cases, including four children and twoadults. In addition 
to his own material, he has drawn on all available recorded observations for a 
description of the symptoms, diagnosis, differential diagnosis, prognosis and 
post-mortem appearances of this disease. He discusses all debatable points, 
both clinical and pathological. Only a few interesting points of his summary 
can be mentioned here. In children the clinical picture is rather characteristic, 
and makes accurate diagnosis possible. Disorders of gait, convulsions, or 
psvchic symptoms without tangible cause should arouse the suspicion of diffuse 
sclerosis. Cerebral blindness or deafness appear as the first signs in only a 
proportion of the cases. In the course of the disease, intellectual disturbances 
progress and variable motor symptoms appear. In the final stage the “attitude 
of adoration ” (Collier and Greenfield) is very typical. Sometimes a rise of 
temperature is reported. Changes in the cerebro-spinal fluid are uncommon. 
In adults the diagnosis is much more difhcult than in children. In particular, 
cerebral tumour must be excluded. Bouman thinks the psychic symptoms of 
great importance, especially change of character and conduct, combined with 
forgetfulness and dullness. Furthermore, the development of bilateral motor 
disturbance with spasticity 1s very suggestive. 

With regard to the pathological anatomy, it is mentioned as an important 
fact that apart from the usual single patch of demyelinization, similar foci of 
smaller size are found, not only in the hemispheres, but also in the brain-stem, 
the cerebellum and the spinal cord. The axis-cylinders are not intact. All 
types of glia cells show progressive changes. The question whether the changes 
are inflammatory or degenerative does not admit of a general solution ; there 
are cases which are certainly inflammatory, and also degenerative ones, but 
there are others which cannot be classified from this standpoint. The notion 
that a breakdown of glia function is the pathogenetic factor for the anatomical 
picture is discussed very reservedly. 

The value of this monograph consists in the completeness of its collection 
of cases recorded in the literature and of the various hypotheses that have been 
put forward, together with the addition of new and interesting material as a 
basis for the discussion and future solution of the problems which diffuse 
sclerosis presents. E. GUTTMANN. 
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-Melancholia in Everyday Practice. By Epwix HopEwELL AsH, M.D. 
London: John Bale, Sons & Danielsson, Ltd., 1934. Pp. ii + 136. 
Price 7s. 6d. 

The first part of this book gives descriptions of the various types of depres- 
sive states, together with some case-histories. Dr. Ash’s classification appears 
to be somewhat out of date, and is somewhat confusing. A brief chapter is 
devoted to involutional melancholia, but no mention is made of those cases 
which are complicated by arterio-sclerotic features which help in assessing 
prognosis. In fact, the latter is completely ignored. Diagnosis is next 
discussed. It is difficult to understand why a chapter is devoted to the differen- 
tial diagnosis between mania and melancholia, and the description of the 
diagnosis between melancholia and schizophrenia is difficult to follow. 

Under “Treatment” the danger of suicide is emphasized, but there is little 
in the way of advice as to the precautions which should be taken. 

There is a brief note on the question of certification, but nothing on the 
alternative methods of voluntary or temporary treatment for which so many 
depressive patients are eminently suitable. 

The main bibliography consists of Henderson and Gillespie, Craig and 
Beaton, and Kraepelin. 

It is difficult to see in what way the book will be of benefit to the general 
practitioner. Louis MINSKI. 


Psychology and Health. By H. BANISTER, M.Sc., Ph.D. Cambridge: 
University Press, 1935. Pp. viii + 256. Price 7s. 6d. 

This book, as stated in the preface, is written primarily for general prac- 
titioners and those without any specialized knowledge of psvcho-patholoev. 
It is written in an easy style, and avoids unnecessary ‘‘ psychological jargon ’' 
as far as possible. 

The psychopathological theories of Janet, Freud, Jung and Adler are 
described with a definite anti-Freudian bias. Some of the arguments against 
psycho-analytical theories seem to play into the Freudians’ hands. For instance, 
on p. 57 it isstated— It is a well-known fact that patients can produce dreams 
to please their analyst, and that many of the experiences they relate with 
minute detail are unconscious fabrications”. Surely these phantasies are just 
what the analyst wishes the patient to produce. What little psychiatry is 
found is rather loose. Thus anxiety states seem to be synonymous with 
neurasthenia according to the author, and some of the symptoms described 
appear to be those of a depressive rather than a true anxiety-state. 

There are chapters on treatment by suggestion (including hypnosis) and 
analysis, and one also on the general treatment of the neurotic patient. These 
are quite well done, but the difficulties are not sufficiently emphasized. In the 
first chapter the author remarks on the waste of time incurred in the neurotic 
patient attending weekly for a bottle of medicine, whereas later in the book 
the importance of the suggestive effect of the bottle of medicine is mentioned. 

The question whether a psychotherapist should be medically trained or 
not is briefly dismissed, as is also the important point of advising a neurotic 
patient to marry. 

Apart from these minor points the book should prove useful in providing 
medical practitioners and students with some understanding of psychological 
problems and the psychological aspect of physical illness. 

The book is well indexed and there is quite a good bibliography. 

Louis MINSKI. 


Part III.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


The Demonstration of Normal Cerebral Structures by Means of Encephalography. 
V. The Ventricles, Interveniricular Foramina and Aqueduct of Svivius. (Bull. 
Neur. Inst. N.Y., vol. iv, p. 91, Mar., 1935.) Davidoff, L. M., and Dyke, 
C. G. 


A series of encephalograms was studied stereoscopically with reference to the 
appearance, position and size of the normal ventricular system in relation to the 
brain. Each anatomical division and subdivision of this system is described, 
and its counterpart in the encephalogram identified and illustrated. Particular 
attention was paid to the structures of the brain that form the boundaries of the 
air shadows that represent the ventricles. The differences in the appearance of 
the structures in the encephalograms taken in the horizontal and upright positions 
are explained. J. L. PACK. 


Relations between Capillaroscopy and the Acid-base Equilibrium during Mental Work. 
(Arch. farmacol. sper., vol. lviii, pp. 242-52, 1934.) Messina, R. , 


The effect of mental fatigue, produced by 4 hours of intensive study, upon the 
alkaline reserve and blood pH, and upon the appearance of skin capillaries, was 
observed in 12 healthy human subjects. Certain morphological changes in the 
capillary walls were seen. They were always accompanied by slight acidosis, as 
shown by lowered pH and alkaline reserve. lhe author believes that mental work 
involves increased catabolism of the nervous substance and other tissues by means 
of a state of transitory sympathicotony, and that the products from the resulting 
acidosis directly stimulate the cutaneous capillary walls, causing great vaso-dila- 
tation and increased visibility of the capillary territory. 

Lewis W. Butz (Chem. Abstr.). 


The Action of Potassium and Calcium Chlorides on the Respiratory Metabolism 
of Nerves. (Compt. rend. acad. sci. U.R.S.S., vol. 1, pp. 256-60, 1935.) 
Kaganovskaya, S. N., and Shluikova, A. G. 


The effect of potassium and calcium chlorides on the respiratory metabolism of 
the isolated frog sciatic nerve was determined. The oxygen consumption in 
potassium is about 30°% lower than in Ringer solution. In calcium chloride the 
respiration of the nerve is either unchanged, or increased about 40%. 

R. P. Watton (Chem. Abstr.). 


Influence of the Central Nervous System and Hormones upon Water and Salt Output 
(dcta Brevia Neerland. Physiol., Pharmacol., Microbiol., vol. iv, pp. 35-7, 
1934.) Bijlsma, U.G. 

Two types of central regulation of water and salt output are superimposed, that 
by hormones and that by the central nervous system. The sex glands, thyroid, 
posterior lobe of the pituitary and liver extracts are said to atfect water and salt 
elimination. Emotion, trauma and organic disease of the central nervous system 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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influence diuresis, though the exact nature of these effects is difficult to state 
The cerebral cortex, the cerebellum, the region of the fourth ventricle, the carom: 
sinus, the region of the third ventricle and the supra-optic nucleus have all beer 
assigned as centres of control of water and salt output by various authors. 

EDWARD EAGLE (Chem. Abstr.} 


The Influence of Phosphates on the Changes in Chronaxie with Muscular Word. 
(Arbeits-phvsiol., vol. viti, p. 147, 1934.) Latmanisova, L. V. 

Ingestion of 1o gr. daily of sodium dihydrogen phosphate was accompanied 
by an increase in chronaxie of the muscles of three subjects, but the increase in 
chronaxie as the result of 30 min. of work on an ergometer was less during the dav- 
of phosphate ingestion than on the control days. 

T. M. CARPENTER (Chem. Abstr.). 


Gurvich Rays and Nerve Conductance. (Arch. Neerland. Physiol., vol. xix, Pp. 585, 
1934.) van Harreveld, A. 

Irradiation experiments were conducted with mitogenetic rays obtained from 
the scission of urea by urease and by the peptic digestion of albumen. Certain 
effects observed are described. The phenomena described by Latmanisova (.4 7». 
de Physiol., vol. x, p. 141, 1934) should be attributed to a local desiccation of the 
nerve. F. L. DuNLap (Chem. Abstr.). 


A Study of the Fatigue of Isolated Muscle, with Reference to the Possible Liberation 
of Acetylcholine during Nerve Excitation. (Compt. rend. soc. biol., vol. cxviii, 
pp. 757-60, 1935.) Kruta, V. 
Frog muscle experiments are described which indicate that acetylcholine is not 
the chemical mediator for the transfer of nerve impulse to skeletal muscle. 
L. E. GıiLsox (Chem. Abstr.). 


Function of Sympathetic Nerves in Relation to Skeletal Muscle: Evidence for Husiorai 
Action. (Proc. Roy. Soc. [London), B, cxvi, P. 351, 1934.) Tiegs, O. W. 
Stimulation of the sympathetic nerves of the skinned hind legs of the dog 
liberates a substance (possibly related to adrenaline) which can increase the strength 
of contraction of an isolated heart or of another muscle into which it is perfused. 
J. S. HEPBURN (Chem. Abstr.). 


Action of Oxidation Inhibitors on the Effects of Adrenaline and the Excitation of the 
Sympathetic Nerves. (Compt. rend. soc. biol., vol. cxviti, pp. 179-81, 1935.) 
Bacq, Z. M. 

Pyrogallol, hydroquinol or catechol, 20 mgrm.;kgrm., injected intravenously in 
the cat makes the nictitating membrane more sensitive to adrenaline or to excitation 
of the cervical sympathetic system. This sensitization is diiferent from that 
produced by cocaine, and is attributed to a retardation of the oxidation of the 
adrenaline used or the substance liberated by the nerves during excitation. Pyro- 
gallol is preferred because it does not produce convulsions, while hydroquinol and 
catechol frequently do. L. E. Gitson (Chem. Abstr.). 


Exploration of the Vegetative Nervous System [La exploración del nervioso vegetativo. 
(Arch. de Neurobiol., vol. xiv, p. 789, 1935.) Velasco, C. V. 

The technique adopted is as follows: Rest in bed, until the pulse-rate is 
stabilized. Investigation of the orthostatic, clinostatic, oculo-cardiac and carotid 
reflexes. Intravenous injection of half a milligramme of atropine. After three 
minutes the pulse-rate 1s recounted and a fresh exploration of the named reflexes is 
made. The process is repeated as often as necessary, until there is complete 
inversion of the vagal reflexes. Another injection is made as a final control. The 
final pulse-rate is taken as the sympathetic tone, and the difference between this 
and the initial rate is taken as the vagal tone. M. HAMBLIN SMITH. 
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The Effect of the Injection of Adrenaline on Complex Muscular Activity. (Journ. of 
Compar. Psychol., vol. xix, p. 113, Feb., 1935.) Landis, C. 


Cannon has shown that subcutaneous injection of adrenaline chloride produces 
a physiological disturbance closely akin to that produced by emotional reactions in 
emergency situations. Laird and Landis have shown that severe emotional 
disturbance is marked by a lack of co-ordination. We might, therefore, expect 
that injection of adrenaline would affect the accuracy of dart-throwing. Seven 
normal, male, college students were trained in dart-throwing. It was found that 
the injection of I c.c. of adrenaline had no significant effect upon the speed or the 
accuracy of their performance. M. HAMBLIN SMITH. 


Sex Difference in the Running Ability of Thoroughbred Horses. (Journ. of Compar. 
Psvchol., vol. xix, p. 59, Feb., 1935.) Stone, C. P. 


Many factors determine the outcome of an honest race. Some are unpredictable’; 
but of those which may be known, temperament, stamina and speed appear to be 
the most important. Geldings give the most consistent performance. The greatest 
evidences of courage and competitive spirit are displayed by stallions, in spite of 
their tendency to unruliness. Periodicity of “ heat ” is said to make the efforts of 
the female less dependable than those of the stallion or the gelding. As regards 
stamina, stallions and geldings appear to possess more than females ; but the reason 
for this is by no means apparent, and the cestrual cycle influence is not the sole 
factor. With respect to speed, there is presumptive evidence that the best of 
the males surpass the best of the females. Many lines of evidence support the 
belief that males, as a class, surpass females in running ability. 

M. HAMBLIN SMITH. 


The Sense of Smell. (Bull. Neur. Inst. N.Y., vol. iv, No. 1, March, 1935.) Elsberg, 
C. A. 

The studies of olfactory sense to be described later were undertaken in order 
to learn whether sub-frontal meningiomas could be recognized early in their progress. 
A new and more sensitive method of testing olfaction was worked out, and large 
numbers of normal individuals were tested. 


(1) 4A New and Simple Method of Quantitative Olfactometry. (Idem, p. 5.) Elsberg, 
C. A., and Levy I. 

The authörs describe an apparatus evolved by themselves, by means of which 
it is possible to cause a measured quantity of odour-impregnated air to impinge 
upon the olfactory mucous membrane at a known pressure. This ıs done whilst 
the subject holds his breath. Successive injection of increasingly large volumes 
of odorized air are made until (a) an odour is perceived, (b) the odour is identified 
and named. The record of each injection consists of (a) the volume of air injected, 
(b) the sensations experienced by the individual whose sense of smell is being 
tested, described in his own words. The smallest volume delivered bi-rhinally, 
necessary for identification of an odour is called the minimum identifiable odour 
(m.i.0.) or olfactory coefficient. This coefficient differs for each odour. The 
results of the tests on normal individuals showed that the olfactory coefficient of 
any odour is about constant. Benzine gave the lowest and oil of cedarwood the 
highest coefficient. 


(2) A New Principle for the Classification of Odours Based upon their Olfactory 
Coefficient. (Idem, p. 20.) Elsberg, C. A., Levy, I., and Brewer, E. D. 

By the above-described method of testing olfactory sensation it has become 
possible to obtain exact numerical values for the olfactory coefficients of a series 
of odours, and this has made it possible to arrange them in the order of these values, 
and so form a reliable method for the grouping of all odours. 
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(3) The Relation between Olfactory Coefficients and Botling-Points of Odorous Sub- 
stances. (Idem, p. 26.) Elsberg, C. A., Brewer, E. D., and Levy, I. 


The olfactory coefficients of odorous substances vary directly as the boiling- 
points. One molecule of an odorous substance in every 100 molecules of a volatile 
non-odorous substance raises the boiling-point of the mixture by a nearly constant 
fraction of its value. The olfactory coefficients represent either odour pressures 
or vapour pressures modified by the pressure of odour particles. 


(4) Concerning Conditions which may Temporarily Alter Normal Olfactory Acuitv. 
(Idem, p. 31.) Elsberg, C. A., Brewer, E. D., and Levy, I. 


The following conditions have been found to have a marked effect on olfactory 
sensation: A common cold reduced the power of smell for a period of eight weeks; 
the eating of peppermint sweets reduced the power of distinguishing peppermint 
odour; the application of camphor lotion to chapped lips, the drinking of flavoured 
beverages, etc., all had the power of reducing the sensitiveness of the olfactory 
mucous membrane to the particular odour concerned. J. L. Fatır. 


2. Psychology and Psychopathology. 


Studies in the Retention of Interrupted Learning Activities. (Journ. of Compar. 
Psychol., vol. xix, p. 265, April, 1935.) McKinney, F. 

Three studies concerned with the interruption of (a) maze performance, (b) 
verbal learning after various degrees of completion, and the interruption of (c) 
the same materials prior to complete mastery. Very slight tendencies for the 
interrupted material to show greater retention were found. There is evidence 
.that the interruption affected subsequent mental activity. The retention of the 
maze tends to be increased more by interruption than the retention of verbal 
material. The relation of these findings to various psychological problems is 
discussed. M. HAMBLIN SMITH. 


Psychopathic Verse-making [Versificacion psicopdtica]. (La Semana Méd., vol. xlii, 
p. 58, Jan. 3, 1935.) Gorriti, F. | 

The literary production of psychotic patients usually bears a close relation to 
their special form of psychosis and to the period of its development. The rhymed 
productions of patients can generally be designated as verse-making rather than 
as poetry. But poetry, in the true literary connotation of that word, is occasionally 
met with. It appears to appertain to a condition of psychic automatism. The 
paper is illustrated by poems written by a patient. M. HAMBLIN SMITH. 


Associalion-Motor Investigation of the Psvchoneuroses. (Amer. Journ. Psychiat., 
vol. xci, p. 925, Jan., 1935.) Barnacle, C. H., Ebaugh, F. G., and Lemere, F. 


A description of work with Luria’s method. The patient presses down upon a 
pneumatic receptor with the right hand each time he responds with an associated 
word. The left hand remains passive, and only involuntary tremors are recorded. 
The response to each stimulus-word is a very complicated reaction, which requires 
a high degree of neurodynamic organization. Critical stimulus-words are obtained 
from history and clinical examinations. The patient is given one critical word 
alternately with two neutral words. The method, which requires two observers, 
was applied to 50 cases of psychoneuroses and 50 “ normal ” controls. The method 
seems to be more effective in the study of emotions than are other techniques. 

M. HAMBLIN SMITH. 


A Maze Test of Dunlap’s Theory of Learning. (Journ. of Compar. Psychol., vol. 
xix, p. 119, Feb., 1935.) Kellogg, W. N., and White, R. E. 

Three groups, each consisting of twenty-five subjects, were trained to master a 

simple stylus maze of six blind alleys, according to three procedures. Group I 
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learned the maze by the usual trial and error method. Those in Group II were 
made to repeat each blind alley error after they had made it. Group III served 
as a control on Group II; whenever an error was made, the subject was required to 
trace an equivalent portion of the true pathway opposite to the error. The results 
strongly support Dunlap’s beta hypothesis of negative practice. It was also clear 
that the repetition of the correct movements in the true pathway is not the most 
efficient procedure for learning; the findings argue against the principles of 
‘t frequency ” and “ exercise’’. It is probable that the special techniques tended 
to induce different attitudes of attention and different degrees of motivation. 
M. HAMBLIN SMITH. 


The Relative Efficiency of Constant and Varied Stimulation during Learning. (Journ. 
of Compar. Psychol., vol. xix, p. 5, Feb., 1935.) Wolfie, D. L. 

Reports an investigation into the learning of mazes by adult human subjects. 
The effect of stimulus variation upon learning is markedly dependent upon the 
particular element of the stimulus complex which is varied. The greater the extent 
of variation, the less efficient is learning. Accurate recognition of the constancy 
of the constant factors contributes to rapidity of learning ; the less accurately the 
subject recognizes the variation of the variable factors, the more rapid is learning. 
Verbal learning methods become increasingly superior to motor methods as the 
amount of stimulus variation increases. M. HAMBLIN SMITH. 


Hyperthyroidism and Psycho-biological Reactions. (Amer. Journ. Psychiat., vol. 
xci, p. 969, March, 1935.) Katzenelbogen, S., and Luton, F. H. 

An attempt was made to estimate the significance of hyperthyroidism in 70 
psychoneurotic and psychotic patients. Hyperthyroidism may coincide with various 
types of psychosis. The mental reactions of thyrotoxicosis do not differ from those 
of other toxic conditions. Hyperthyroidism may or may not have a bearing on 
the origin, course and recurrence of various types of psychosis. There is a close 
relation between the psycho-biological implications and the malfunction of both 
the thyroid gland and the autonomic nervous system. Persistent tachycardia and 
high basal metabolic rate may be present, in conditions in which the dysfunction 
of the autonomic nervous system appears to be the essential factor. The treatment 
of hyperthyroidism requires a consideration of medical and psychiatric aspects 
before surgical intervention is considered. Thyroidectomy should always be 
supplemented by treatment of the personality and of the situation in which 
hyperthyroidism has developed. M. HAMBLIN SMITH. 


The Relationship of Psycho-analysis to Psychiatry. (Amer. Journ. Psychiat., vol. 
xci, p. 1103, March, 1935.) Hinsie, L. E. 

Freud's conceptions have established themselves as indispensable to psychiatric 
treatment and research. Psycho-analysis may be expected to effect a cure in the 
majority of those patients identified by the term ‘‘ psychoneurosis’’. Favourable 
results may be looked for among those members of the psychotic group whose 
symptoms are mainly psychogenic, and whose co-operation can be gained and 
maintained. A modification of psycho-analysis may alleviate a symptom associated 
with an organic syndrome. Character neuroses are favourably influenced by 
psycho-analysis. The principles of psycho-analysis are employed as an investi- 
gative procedure among those patients whose syndromes can be observed, but not 
treated, by psycho-analysis. Into this last group fall patients with an advanced 
narcissistic neurosis, and also pre-pubertal patients. The psyche and the soma 
are complementary. But we no longer think that the pathology of mind is the 
pathology of the brain. M. HAMBLIN SMITH. 


Psycho-Analysis sn Psychiatric Hospitals. (Amer. Journ. Psychiat., vol. xci, p. 1093, 
March, 1935.) Chapman, R. M. | 

Psycho-analysis will teach the young psychiatric physician much about himself 

and the knowledge so obtained may be disconcerting. No physician should attemp, 
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to use the psycho-analytic method unless duly trained. ‘No physician should 
begin his instruction in the method until he has been at least one vear under general 
psychiatric training. But quite apart from the use of the method, it is alw avs 
desirable to keep the psycho-analytic aspect in view. It is highly necessary that 
psycho-analysis should be brought closer to the main body of psychiatric thought 
and effort. M. HAMBLIN SMITH. 


Present Tendencies in Psycho-Analysis. (Brit. Journ. Med. Psych., vol. xiv, p. 211, 
Oct., 1934.) Brierley, M. 


The author traces the development of the Freudian doctrine, and shows that 
the ground plan of theory is a sequence of natural expansions from earlier to later 
views. The present conception of psychic life as mastery of anxiety is but the 
modern version of Freud’s original conception of the psyche as an apparatus for the 
regulation of instinct-tension. The chief implications of the new concepts are 
reviewed. Firstly, the psyche has become a threefold system consisting of a 
reservoir of instinctual impulses, the id, a conscious or potentially conscious ego- 
system, concerned with reality testing and the adaptation of impulse to realıtv 
conditions, and an unconscious ego-system, concerned in the internal adaptation 
and regulation of instinctual impulses. Secondly, in all studies of libidinal impulses, 
the relations between libido and aggression must be considered. Thirdly, intro- 
jection and projection are important as normal mechanisms of defence against 
aggression, and as agents in libido-distribution. Fourthly, the theory of develop- 
ment in terms of libidinal stages has to be expanded into a theory of dev elopmental 
stages of the whole psyche. Freud has revised the concept of anxiety. Anxiety 
usually precedes repression. It isa‘ signal to the ego that danger is threatening. 
Every phase of development appears to have a type of anxiety appropriate to it. 
The ego is the only seat of anxiety, and the three main varieties, objective, neurotic 
and moral, can therefore be easily related to the three directions in which the ego 
is dependent—on the external w orld, on the id, and on the super-ego. Super-ego 
anxiety, the sense of guilt, results from the repression of an instinctual trend, the 
aggressive components being transformed into a sense of guilt. Child-analysis 
has led to the recognition of the inter-dependence of anxiety and aggression and 
of its importance in normal development. Present tendencies and div ergences ın 
opinion represent the growing points of theory. Freud recognized post -Cedipal 
super-ego formation, but the findings of child- -analy sis now suggest an earlier origin 
of this ditferentiating grade in the ego, which in turn necessitates a revision of the 
Whole conception of early infantile development. JoHN D. W. PEARCE. 


An Introduction to the Theory of Instincts [Introduction à la theorie des instincts). 
(Revue Iranvaıse de Psychanalyse, vol. vii, p. 417, 1934.) Bonaparte, M. 


Lecture IV : Narcissism. 


Besides objective libido, there is also libido invested upon the self. More 
obvious and excessive in infants and in primitives, a certain degree of narcissism is 
within normal limits. Women are more narcissistic than men, and in their love- 
choice this factor often plays a greater part. Homosexuals and certain perverts 
are especially determined in their choice of a love-object by a pathological degree 
of narcissism. In physical illness and in sleep there is a temporary narcissistic 
withdrawal. In hypochondria the same mechanism takes place, the painful 
somatic sensations being due to the hyperlibidinized organs. In schizophrenia, as 
a result of external frustration, total narcissistic regression takes place; hypo- 
chondria and feelings of bodily change are usually among the earliest manifestations. 
Paranoid symptoms are restitution phenomena, the dammed-up libido again 
attempting to make contact with the outer world. 

In the child, withdrawal of object libido is also responsible for the formation 
of the super-ego. The teaching of parents and others is assimilated, and by the 
mechanism of introjection becomes a narcissistic ideal of the self, which is respon- 
sible for the repression of incompatible instinctive urges. The super-ego, however, 
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remains infantile and, with the evolution of the ego, itself undergoes repression. 
In certain psychotic states it may again be projected. 

Besides primary infantile narcissism, the sentiment of self-regard is also libi- 
dinally inverted. A satisfactory adjustment of this sentiment towards reality 
may be interfered with by anything producing the feeling of inferiority, particularly 
physical defects, genital insufficiency, and infantile constellations centred about 
castration fears. 


Lecture V : The Death Instinct. 


Even more fundamental than the pleasure principle, as a dynamic urge, is what 
has been called the repetition automatism. Particularly a study of the traumatic 
neuroses, repetition phenomena in children’s play and the behaviour of the 
analysand, wherein there is found a tendency to reproduce even unpleasant events, 
led to the formulation of this concept. This necessitates a new orientation towards 
the instincts, which should now be regarded as regressive rather than progressive 
urges. Instinct may be defined as a compulsion, inherent in all living organisms, 
tending to re-establish a previous more stable state, which the organism had been 
forced to give up on account of external stress. Pushed to its logical conclusion, 
this conservative tendency seeks a return to that state from which it originally 
issued—the death-like repose of the inorganic world. 

It is postulated therefore that there are, in each individual, two opposing forces: 
the death instincts, which, by virtue of the repetition compulsion, seek a return 
to the inorganic state, and the sexual or life instincts, which on account of the same 
compulsion in the reverse direction, forever urge the renewal of life. 


Lecture VI : Aggression. 


Aggression is derived from the death or destructive instincts by the mechanism 
of projection. Psycho-analysis has demonstrated that, in contra-distinction to the 
libido, aggression can neither be repressed nor sublimated ; the best that civilization 
has done is to produce a change of object. By this means, aggression is harnessed 
to cultural pursuits, and is responsible for the dominance man has gradually acquired 
over material things. But only a modicum can be dealt with in this way, and, in 
the absence of a direct outlet as a result of some mass-aggression such as war, 
another mechanism is required. It is found that this inhibited aggression is assimi- 
lated by the super-ego, for whose formation it is largely responsible, and that this 
introjected aggression is turned against the ego. The severity of the super-ego’s 
auto-aggression depends partly upon the parents and upbringing, and partly upon 
constitutional factors. In amoral types the super-ego is poorly developed, and 
introjection of the aggression can be brought about neither by extreme severity 
nor kindness. On the contrary, in the neuroses, and still more so in melancholia, 
there is hyper-severity of the super-ego. Tracing the genesis of this moral-auto- 
aggression, it is found to result from feelings of guilt, and a need for punishment 
centred about the (Edipus complex. STANLEY M. COLEMAN. 


Agoraphobia and its Relation to Hysterical Attacks and to Traumas. (Int. Journ. 
of Psycho-Analysis, vol. xvi, p. 59, Jan., 1935.) Weiss, E. 

For the agoraphobic, ‘‘ to go out ” has three principal meanings: to be emanci- 
pated and independent; to exhibit oneself; or it is associated with the idea of 
detachment from maternal dependence. Many of those who develop the phobia 
have lost either father or mother in childhood. Anxiety here is in part due to the 
deprivation, in part to the fulfilment of unconscious death wishes. Sometimes 
the manifest outbreak occurs when the individual is compelled by external circum- 
stances to take a step forward in the direction of independence. 

Analysis demonstrates that the anxiety attack really has reference to a con- 
version symptom, analogous to an hysterical attack. The anxiety actually relates 
to a psychic experience, confined to the emotional sphere, and without motor 
expression. The internal experiences which evoke the attack are various distressing 
sensations: a feeling of alienation; giddiness; a loss of feeling in the legs when 
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walking or that the ground is giving wav under the feet. The anxiety attack 
differs from the hysterical attack in that in the former the affect is all centred in 
the anxiety attack, and in place of a persistent conversion symptom, the ego feels 
a persistent threat of one. The aim of the phobic defence-system is to prevent 
the occurrence and persistence of this disturbance to the ego. 

STANLEY M. COLEMAN. 


The Psycho-Analysis of Asocial Children. (Int. Journ. of Psycho-Analvsis, voi. 
xvi, p. 22, Jan., 1935.) Schmideberg, M. 

From the analysis of a series of asocial children and adolescents, it is concluded 
that their mental structure approximates to that of psychotics. Libido develop- 
ment corresponds to the late oral or early anal stage, and the predominance of 
“bad ” introjected objects characterizes the structure of their super-ego. Whereas, 
however, the psychotic has almost entirely abandoned relations to real objects, 
the asocial conduct of these children is found to represent a flight from paranoid 
phantasies to reality and from this point of view may be regarded as a spontaneous 
attempt at readaptation. STANLEY M. COLEMAN. 


Psvcho-analysis and the Training of the Young Child. (Psycho-anal. Quart., vol. iv, 
p. 15, Jan., 1935.) Freud, Anna. 

In the earliest phase, fear is the main aid in the training and education of the 
young child. The first fear, tending to make him obedient, is that of being left 
alone and helpless. Later another fear arises—that of losing parental love if he 
fails to obey. It is with the formation of the super-ego that training is greatly 
facilitated. Prior to this point, the educator contends with a being in complete 
opposition to him ; now he can rely on the support of the super-ego’s identification 
with the loved object. STANLEY M. COLEMAN. 


The Psycho-analytic Psychology of the Young Child. (Psychoanal. Quart., vol. iv, 
p. 3, Jan., 1935.) Bernfeld, S. ` 

In this review of fundamental psycho-analytic concepts regarding the develop- 
ment of the young child it is contended that Freudian psychology has three dis- 
tinguishing features: Firstly, the scientific method of psycho-analytic observation 
knows no ethical value; facts are regarded impartially as if they were neither 
good nor bad. Secondly, only in psycho-analysis is the genetic view of all pheno- 
mena consistently developed. Thirdly, compressed into an aphorism, it may be 
said that psycho-analysis observes the development of children with pessimism. 
Faulty habits, naughtiness and neurotic symptoms are not merely bad behaviour 
to be easily checked by education; they are manifestations of powerful instincts, 
and in the struggle between man and Nature, natural forces are always the 
stronger. STANLEY M. COLEMAN. 


Child Analvsis and the Mother. (Psychoanal. Quart., vol. iv, p. 69, Jan., 1935.) 
Burlingham, D. T. 


Certain difficulties are met with in child analysis not encountered in the analysis 
of an independent, non-psychotic adult. Particularly, the child's emotional 
relationship to the analyst is complicated by his natural attachment to and depen- 
dence upon his mother. This dependence forces the analyst to keep the child's 
mother in a favourable attitude towards the analysis. Analysts have tried to 
meet this situation in three ways: Some ignore the parents and confine themselves 
purely to the child, leaving out all the child’s daily life and his reactions to his 
surroundings. They prefer not to know the parents nor have them report on the 
child. Others prefer, when possible, to remove the child from the parents until 
the completion of the analysis. Still others consider the child and his surround- 
ings, his parents and his reactions to them as part of the analytic treatment. The 
advantages and disadvantages of each method are carefully reviewed. 

STANLEY M. COLEMAN. 
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Biliary Anxiety [L’anxiété biliaire). (Ann. Med. Psych., vol. xv (1), p. 177, Feb., 
. 1935.) Baruk, H., Briand, H., Camus, L., et Cornu, R. l 


Clinical observations on three cases, in which anxiety states or melancholia 
are associated with biliary disorders, are supported by experimental work, animals 
being injected with human or animal bile. It is concluded that the biliary intoxi- 
cation acts directly on the neuro-vegetative centres at the base of the brain, deter- 
mining, on the one hand, diverse visceral dysfunctions (cardiac and respiratory 
arrythmia) and, on the other, anxiety. STANLEY M. COLEMAN. 


Euthanasia in the Folk-Lore of Britain. (Caledonian Med. Journ., vol. xv, p. 304, 
Oct., 1934.) Mackenzie, D. 


A remarkable belief lingers among country people in Great Britain that medical 
men are sometimes compelled to destroy their patients, who are ‘“‘ smothered 
between feather-beds ’”’. The infliction of euthanasia was practised in rabies and 
syphilis in Britain as late as the eighteenth century. Uncivilized peoples do not 
kill off the first victims of an epidemic, probably because they doubt the etficacy 
of the remedy. The dead become spirits, and as such may be more virulent than 
when alive. Active measures to cut life short in illness are apparently quite rare 
among native races. In the seventeenth and eighteenth centuries syphilitics were 
treated so drastically with mercury and sweating under thick blankets that they 
frequently died. The belief in intentional death may have arisen from this, but 
as both rabies and syphilis were dreaded and were thought to be spread by the 
breath, no safer way of arresting this emanation could be devised than to smother 
the sufferer between feather-beds. The author concludes that euthanasia was 
probably resorted to in both diseases, and was inflicted with the active co-operation 
of medical men. Joun D. W. PEARCE. 


A British Pair of Identical Twins Reared Apart. (Character and Personality, vol. tit, 
p. 17, Sept., 1934.) Saudek, R. 

These male twins, who were separated when one month old, remained apart 
until the age of nine years and nine months. Finger-print patterns were not very 
similar, whereas the palmar markings of the left hands were remarkably alike, 
suggesting this feature to be the more reliable index and basis of examination in 
cases of identical twinning. The Stanford-Binet test, the Otis advanced inteli- 
gence test, the Allport ascendance-submission test, the Bernreuter self-sufficiency 
test, the Neymann-Kohlstedt extraversion-introversion test, the Pressey X-O test 
and the Rorschach test were applied. The intelligence tests showed close simi- 
larity, but the twins differed distinctly in the personality tests, especially in the 
quality of their reactions, the differences being of degree rather than of kind. At 
the age of twenty the graphological analysis showed hardly any similarities. There 
was a greater similarity in intelligence than in emotional reactions. 

Jonn D. W. PEARCE. 


The Inter-relations of Certain Physiological Measurements and Aspects of Personality. 
(Character and Personality, vol. iii, p. 64, Sept., 1934.) Omwake, K. T., 
Dexter, E. S., and Lewis, L. W. 


The inter-relations of blood-pressure, pulse and basal metabolism were studied 
in 92 students, and the relation of these tests to personality factors was determined. 
The psychological tests used were those for intelligence, self-sutħciency, intro- 
version and dominance, scholastic average and campus activities. The physio- 
logical tests show low positive intercorrelations. Positive reliable correlations 
occur between systolic and diastolic blood-pressure, intelligence and scholastic 
average, self-sutticiency and dominance; negative reliable correlations between 
pulse and campus activities, pulse and self-suthciency, introversion and dominance. 
Correlations higher than ‘20, probably indicative of a trend, are found between 
basal metabolic rate and intelligence, systolic blood-pressure and scholastic average, 
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intelligence and campus activities, scholastic average and self-sufficiency, campus 
activities and dominance. Dominance and pulse-rate, dominance and scholastic 
average, self-sufficiency and introversion show low negative correlations. “Calm ”’ 
subjects have a lower basal metabolic rate than ‘‘ peppy” individuals, and a high 
rate accompanies a high scholastic average. The physiological tests bear practicaliv 
no relation to the measures of personality. Joon D. W. PEARCE. 


The Use of Primitive Material in the Study of Personality. (Character and Per- 
sonality, vol. 111, p. 3, Sept., 1934.) Mead, M. 


There is no ground for postulating qualitative differences between primitive 
man and civilized man as such. The significance of primitive societies for the study 
of personality lies, not in their similarities, but in their differences. Their simplicity 
and homogeneity make them particularly suited to studies of personality. No 
culture can use all the potentialities of those born within its bounds. Those indi- 
viduals whose basic sets contrast most strongly with the types of personality 
approved by the culture will constitute the abnormal. Primitive material provides 
a range of diverse and contrasting cultural sets, and the complete tradition of a 
primitive tribe can readily be mastered. Cultural configurations have their origins 
in configurations of personality traits, in order to understand which as many 
divergent forms of culture should be studied as possible. Each culture is to be 
studied as a whole, and against the background of the general area to which it 
belongs. The mechanisms must be known by which a society produces the finished 
adult personality. Accordingly the whole life-span of the individual must be 
recorded. The average man is further defined by discussing those who fail to 
conform to the pattern. A plea is made for the intensive study of extant primitive 
cultures ere they disappear. Joun D. W. PEARCE. 


An Additional Study of the Determination of Personal Interests by Psychological and 
Graphological Methods. (Character and Personality, vol. 111, p. 72, Sept., 
1934.) Cantril, H., and Rand, H. A. 


Six individuals representing relatively pure types in the study of values wrote 
a standard sentence under standard conditions. Twenty-six graphologists matched 
the scripts with the types, the average number of correct judgments being 3°8—a 
significantly positive result. The view is supported that the general evaluative 
attitudes of personality plav an important role in the determination of specific 
tvpes of thought and behaviour, including the psycho-motor activity of hand- 
writing. JoHn D. W. PEARCE. 


So-called “Reactions in Characterology and Psychiatry. (Character and Personality, 
vol. iti, p. 40, Sept., 1934.) de Sanctis, S. 

The author critically discusses the use of the term “ reaction ” in characterology 
and psycho-pathology. There is no real identitv, but only a generic relationship 
between reaction in the psychological and psychiatric sense and reaction in the 
neurological and biochemical sense. In psychiatry reactions may be useful, useless 
or pernicious, and they may be useful to the subject and pernicious to the 
collectivity, or vice versa. It is legitimate to speak of characterological reactions 
(‘ordinary ’’ and “ exceptional”) and of anomalous and morbid reactions (neuro- 
pathic and psychopathic). Reactions are the so-called involuntary acts and 
actions, which in their preliminary phases are subconscious, but not wholly 
unconscious and automatic. The anticipative reaction is that which attains the 
motor phase before the subject becomes clearly aware of the stimulus which is 
provoking ıt. Reactions constitute only a part of the differential psvchologv of the 
healthy individual, and of the symptomatology of the psychopathic individual. 
In common with retlex acts, characterological and morbid reactions obey the law 
of circular action. The morbid reactions, by means especially of circularity, may 
become pernicious, creating in the patient a reactive habit, giving rise to new 


1935. ] PSYCHOLOGY AND PSYCHOPATHOLOGY. 705 


centres of reaction, and thereby becoming still more dangerous. All psychic 
reactions pass through a subconscious phase, and the concept of the stratification 
of psychic experiences in the personality of the subject is eminently calculated to 
assist the understanding of the subconscious plan of reaction and the anticipative 
reaction. Joun D. W. PEARCE. 


A Symposium on the Psychology of Peace and War. (Brit. Journ. Med. Psych., 
vol. xiv, p. 274, Oct., 1934.) Glover, E., and Ginsberg, M. 


Dr. Glover approaches the problem as a psycho-analyst. The problem of war 
will never be solved until man ts able not only to understand, but to master his 
own unconscious drives and mechanisms. War is a social psychosis, an inexpedient 
form of instinct adaptation, and requires accurate investigation by psycho-analytic 
methods. The mental function of all children up to the age of three years is 
psychotic in pattern. The mentality which promotes or endures war is built up 
during the nursery period, when also the most effective peace reactions are estab- 
- lished. The defensive mechanisms of introjection and projection shape the 
character, temperament and destinies of the ordinary man. War phenomena 
illustrate the operation of projective mechanisms, pacifism the introjective patterns, 
though in the long run the energies of pacifism and war are derived from the same 
sources. The man in the street is too peaceful to be a pacifist, and by its very 
lethargy the indifferent mass of public opinion is the mainstay of war. Current 
pacifist aims are classified as inhibitive, directed at instinct through conscience or 
at man’s instruments of aggression, and ¢trigger-impulse, aiming at environmental 
conditions likely to cause outbreaks of war. Existing pacifist ideals are inadequate 
in that they concentrate on purely conscious impulses, motivations and reactions. 
The experiment of eliminating gross sadistic or masochistic influences from infant 
environment should have precedence over all other educational anti-war devices. 

Prof. Ginsberg discusses the sociological aspects of the problem and the role 
of psychology in sociological explanation. He describes the failure of the efforts 
at generalization made by Auguste Comte and Herbert Spencer. Generalizations 
bv those who apply the biological idea of natural selection to war are not justified. 
Studies by historians, economists and statisticians of particular aspects of the 
problem have yielded no secure result. If psycho-analysis is to be used in socio- 
logical explanation, it must itself become sociological. Human nature is histori- 
cally and socially conditioned. Repressed and repressing elements in human 
nature must be studied in different social contexts and in inter-relation with 
numerous social factors. Apart from such studies it will be impossible to say 
why man’s aggressive elements express themselves now in war and now ın other 
forms of violence. Primitive man is not essentially peaceful. War implies a 
degree of organization which primitive people do not have. They have neither 
war nor peace. War is not a genus uniquely opposed to peace, but a species of 
violence opposed to social order and security. The study of primitive peoples 
supports the view that primary or unprovoked aggressiveness is not an inherent 
element of human nature. Joun D. W. PEARCE. 


The Phantom Double : Its Psychological Significance. (Brit. Journ. Med. Psych., 
vol. xiv, p. 254, Oct., 1934.) Coleman, S. M. 


An inquiry is made into the lives and works of Guy de Maupassant and Fyodor 
Dostoevsky, in so far as they are relevant to the phenomena of doubles. For the 
extraverted Maupassant his double was a projection of the sex-libido as enemy 
and destroyer. The schizoid Dostoevsky recognized within himself the presence 
of conflicting forces, and in his novels he attempted to express this disharmony 
by using the concept of doubles. There is a connection between doubles and such 
conceptions as shadows, animated pictures, second personalities and familiars. 
These phenomena have an essentially libidinous origin. The illusion that those 
surrounding the psychotic subject are possessed of doubles is known as Capgras’ 
syndrome, all cases so far described being women. In an unbalanced mental state 
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subjective decomposition is liable to occur in men with the postulation of a double 
of the self; in women, decomposition of the object resulting in the “ illusion of 
doubles ”. The Aranda of Central Australia believe in a double which is just like 
the real man, and which is the source of life. A libidinous urge, dissociated and 
projected, is responsible for the mechanism of the double, which is ultimately a 
personification of the phallus. JOHN D. W. PEARCE. 


Character and Temperament in Friends and Enemies. (Character and Personality, 
vol. 111, p. 54, Sept., 1934.) Cattell, R. B. 

The relationships of 62 students in a residential college were investigated. In 
each case w, p, f and the temperament factor c were assessed. Many factors 
determine friendships and antipathies, two principal groups being the constitutional, 
in which relatively permanent features of personality influence relationships, and 
the environmental, where outside conditions and incidents are directive. In most 
features similarity tends to favour compatibility. The most popular person has 
moderately high c, very high w, and low p, whereas the most unpopular has very 
high c, very low w, and very high p. Joun D. W. PEARCE. 


The Psychopathological Effect of Adrenaline. (Amer. Journ. Psychiat., vol. xci, p. 
983, March, 1935.) Lindemann, E. 

The presence of adrenaline in the organism is accompanied by a tendency to 
turn away from outside interests and to become absorbed in self-control factors. 
The main clinical effects are anxiety, self-concern, and aggravation of conflict- 
sustained symptoms. The patient becomes less accessible, and his activities are 
coloured more by fears and desires. The changes observed represent significant 
factors, which Freud has described as resultants from increased tension if unsatished 
needs and unsettled conflicts are activated by certain traumatic experiences. But 
the research is only preliminary, and it is possible that the changes are not specific 
for adrenaline. M. HAMBLIN SMITH. 


3. Psychiatry. 


Experimental Studies of Suggestibility in Mental Disturbances. (Acta Psychiat. and 
Neurol., vol. x, p. 77, 1935.) Ingvarsson, C. G., and Lenberg, B. J. 


Suggestibility was studied by Binet Henri’s smelling test. In this the patient 
is given six bottles, only two of which contain an odorous substance. He is then 
given a list of six odours and is asked to determine the odours in each bottle. 27°, 
of mentally normal people reacted positively, i.e., assigned an odour to a bottle 
containing none. In the mental cases the authors found the following proportions 
as suggestible: 86% of the intellectually deficient, 64°, of the patients with 
organic brain lesions (encephalitis, concussion, syphilis), 489% of the hysterics, 20°, 
of the schizophrenics, 20°, of the manic-depressives, and only 7°, of the group 
classed as asthenics. . S. L. Last. 


Symptomatology and Differential Diagnosis of Hallucinatory-paranoid Psychoses 
Jollowing Epidemic Encephalitis [Zur Symptomatologie und Differential- 
diagnose der halluzinatorisch-paranoiden Fsychosen nach Encephalitis Epi- 
demica). (Arch. f. Psychiat., cii, p. 372, 1934.) Leonhard, K. 

The author compares the hallucinations and delusions of psychotic encephalitics 
with those of other psychoses, especially those belonging to the schizophrenic group. 
As characteristic for the auditory hallucinations of the encephalitic psychoses the 
author mentions their high degree of vividness, resembling that of the hallucina- 
tions in delirium tremens. Other features are the prevalence of visual hallucina- 
tions, the connection with the sleep mechanisin, the suggestibility, and a certain 
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degree of insight, which enables the patients to accept statements as to the morbid 
nature of these hallucinations. The delusions are not as firmly believed in as with 
most other psychotics. The ability to discuss symptoms in a detached way is 
another important feature. S. L. Last. 


Sexual Sterilization. (Amer. Journ. Psychiat., vol. xci, p. 897, Jan., 1935.) Baragar, 
C. A., Davidson, G. A., McAlister, W. J., and McCullough, D. L. 


The writer describes four years’ experience in Alberta, during which 288 cases 
(M. 87, F. 201) had been passed by the Eugenics Board. The operations (206 in 
number) have been followed by no serious sequelæ. No complaints of change in 
libido or sex satisfaction have been received. Of the 288 cases, 156 were mentally 
defective, 36 were mental defectives combined with psychosis, 87 were otherwise 
psychotic and 9 were borderline. Social problems were prominent features in many 
of the histories. Facts indicating hereditary predisposition were found in 608% 
of the cases. There is no present evidence that sterilization will lead to promis- 
culty or lowering of moral standards. M. HAMBLIN SMITH. 


Trypanosomiasis with Predominating Mental Symptoms [Trypanosomiase à sympto- 
matologie psychique prédominante]. (Ann. Med. Psych., vol. xv [1], p. 1, 
Jan., 1935.) Fribourg-Blanc and Lassale. 


The case described was unusual, in the first place, on account of the extreme 
brevity of the initial phase, nervous and mental symptoms being evident three 
months after onset. In the second place, the mental symptoms concerned the 
attective rather than the intellectual sphere. Particularly abnormal emotionalism, 
phases of extreme irritability and sudden outbursts of violent behaviour were 
noted. Thirdly, the successful tryparsamide therapy despite the fact that injec- 
tions were not commenced until a year after onset. During the first series of 
injections there was an exacerbation of symptoms—pyrexia, alternating agitation 
and stupor associated with persecutory delusions. It is thought that this acute 
psychotic episode was brought about by the sudden liberation of endotoxins from 
the massive destruction of trypanosomes by the arsenic. STANLEY M. COLEMAN. 


The AEtiology of Manic-depressive Syndromes, with Special Reference to their Occur- 
rence in Twins. (Amer. Journ. Psychiat., vol. xci, p. 725, Jan., 1935.) 
Rosanoff, A. J., Handy, L. M., and Plesset, I. R. 

A study of 90 pairs of twins with manic-depressive syndromes. Among 23 
pairs of monozygotic twins, both twins were found to be affected in 16 instances, 
and one of each pair in 7 instances. Among 67 pairs of dizygotic twins, both were 
atfected in II instances and one in 56 instances. Hence it is plain that germinal 
factors play an important part; but in some cases factors other than heredity 
are required. The importance of sex is indicated by the fact that among 32 pairs 
of opposite-sex twins both were affected in 3, the male alone in 5, and the female 
alone in 24 instances. No case was found of one twin with a manic-depressive 
syndrome and the other exhibiting a neuropsychiatric condition belonging to another 
clinical group. The bulk of manic-depressive syndromes occur on a hereditary 
basis, either under ordinary conditions of life or under the influence of external 
factors, which are, for the most part, of psychogenic nature. A hypothesis is 
ottered of the mode of inheritance, in which the existence of a cyclothymic factor (c) 
in the autosomes is assumed, and an activating factor (A) in the A-chromosomes. 
On this hypothesis, human subjects may be classified, with reference to the cyclo- 
thymic components of temperament, into six types of men and nine types of 
women. Two types in men and four in women represent temperamental constitu- 
tions which make possible the development of manic-depressive psychoses. There 
are 54 possible types of mating. A series of formul® is given representing the 
theoretical expectation of the composition of the resulting offspring. The hypo- 
thesis is not out of harmony with the known facts of familial distribution of manic- 
depressive psychoses, and it seems capable of explaining quantitative differences 
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within the group. Hereditary factors play a variable part in different cases. We 
must be prepared, in checking any hypothesis, to find phenotypes numerically 
falling below genotypes, as they certainly do among monozygotic twins. 

M. HAMBLIN SMITH. 


The Depression and Mental Disease in New York State. (Amer. Journ. Psychiat., 
vol. xci, p. 763, Jan., 1935.) Pollock, H. M. 

The American economic depression began in October, 1929. Comparative 
tables for the years 1924-29 and 1929-34 are given. The patient population 
increased more rapidly in the second than in the first period, the increase being 
greatest in 1933. The trend in the rate of first admissions has been rising since 
1924. The rate of increase of admissions is higher than that of discharges and 
deaths. A slight upward trend is noted in senile first admissions. Very great 
increases have occurred in the arterio-sclerotic group. No change in trend is found 
in the paretic group. A slowly rising trend is found in the alcoholic group ; this 
is more atfected by liquor legislation than by economic conditions. The trend in 
the manic-depressive group is slightly upward. A significant increase in the rate 
of dementia præcox first admissions has occurred since 1927 ; the rate was speciallv 
high in 1932-33, and this may reflect cumulative effects of the depression. The 
economic crisis does not appear to be the dominant factor in the increase of first 
admissions in any one diagnostic group, but it is an important precipitating factor 
in all groups. M. HAMBLIN SMITH. 


Investigation of Polyuria in Schizophrenia. (Amer. Journ. Psychiat., vol. xci, p. 
1019, March, 1935.) Sleeper, F. H. 

The average urinary output in a series of 92 male schizophrenic patients was 
2532 c.c., that of 26 healthy controls was 1328 c.c. Restriction of water intake to 
about 1900 c.c. in Io patients with very high urinary output resulted in no par- 
ticular complaints of thirst. The kidneys of schizophrenic patients are able to 
concentrate and dilute urine within normal limits, in response to the ingestion of 
ı litre of water. The anti-diuretic effect of pituitrin is as effective in schizophrenic 
patients as in normal subjects. M. HAMBLIN SMITH. 


Experimental Catatonia by Means of Derivatives of Mescaline and Adrenaline. (Proc. 
Acad. Sct. Amsterdam, vol. xxxvii, p. 562, 1934.) Noteboom, L. 


Experimental catatonia, which is considered an analogue of the syndrome of 
human catatonia, is produced by mescaline, 3, 4, 5-(OMe),C,H,C,H,NH,;. The 
author compared the reactions on the central nervous system of cats of the following 
derivatives of PhC,H,NH, : 3, 4-(OMe),, 3, 5-(OMe),-4-(OEt), 3, 4-(OMe),-5-(QEt) 
(1), 3, 4-(OEt),-5-(OMe), 3, 5-(OMe),-4-(benzyloxy), 3, 5-(OMe),-4-(OH), 3, 4. 5- 
(OH), and the following derivatives of phenyl-8-methoxyethylamine : p-(OMe), 3, 
4-(OMe),, 3, 4, 5-(OMe),, 3, 5-(OMe)-4-(benzyloxy). The effects of adrenaline, 
ephedrine, sympathol and nor-sympathol are also recorded. Detailed protocols 
are given, but no definite conclusions are reported. In general all the compounds 
showed some phenomena of experimental catatonia. (I) is the most toxic com- 
pound in the series. C. W. SONDERN (Chem. Abstr.}. 


4. Neurology. 


Subacute Combined Degeneration of the Spinal Cord in Pernicious Anemia. (Journ. 
Amer. Med. Assoc., vol. civ, p. 158, May, 1935.) Straus, M. B., Solomen, 

P., Schneider, A. J., and Palek, A. J. 
Twenty-six patients suffering from pernicious anemia and advanced combined 
degeneration of the spinal cord were treated by the intramuscular injection of liver 
extract for an average period of thirty-four months. The amount of extract given 
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varied, but was selected for each patient so as to be enough to accomplish the 
desired effect. Complete arrest of the neural lesions occurred in every case. 
Eighty other patient with pernicious anemia and little or no neurological distur- 
bances were treated in the same manner over an average period of three years. In 
none of these patients was there any evidence that spinal cord lesions progressed 
or developed under treatment. J. L. FAULL. 


Repeated Lumbar Puncture of Spinal Drainage. (Journ. Amer. Med. Assoc., vol. civ, 
p. 959, March 23, 1935.) Sharpe, W. 


This paper describes the results of drainage of the cerebro-spinal fluid through 
a lumbar puncture needle as a method of treatment in acute traumatic intra- 
cranial lesions in adults, children and the newborn; its use is extended also to 
acute traumatic lesions of the spinal cord and acute spontaneous subarachnoid 
hzemorrhage so often diagnosed as ‘“‘ apoplexy ”. The puncture should always be 
done with a manometric attachment, and under no circumstances should a greater 
amount of cerebro-spinal fluid be withdrawn than that which suffices to reduce 
the pressure by half. Amounts up to 20 c.c. may be so withdrawn. Lumbar punc- 
ture is an important diagnostic aid, and repeated lumbar puncture is of therapeutic 
value in selected cases of traumatic and allied lesions of the central nervous system, 
and is without danger if properly performed. In the hands of the author, spinal 
drainage by lumbar puncture combined with dehydration has lessened the need of 
operative interference in cranial injuries in adults by 20% and by more than 50°, 
in the newborn. J. L. FauLL. 


Trauma and the Nervous System. (Journ. Amer. Med. Assoc., vol. civ, p. 519, Feb. 
16, 1935.) Wechsler, I. S. 


A paper based on the analysis of 100 patients referred to the author by physicians 
and lawyers. Sixty-two were for a medico-legal opinion, 38 for diagnosis and treat- 
ment. The author considers that there are so many pitfalls in the proper evalua- 
tion of signs and symptoms following head injury that a definite opinion is most 
difficult to arrive at. This is especially so where the case only manifests subjective 
symptoms. With few exceptions, signs of injury to the nervous system set in 
immediately or within a few hours after the accident. Mental symptoms may set 
in later, and convulsions may appear months or years after the receipt of the injury. 
The longer the interval between trauma and alleged sequels, the more difticult is 
it to connect the two. In rare instances the already existing changes of dementia 
paralytica, alcoholism or epilepsy may be aggravated by trauma, but they may 
be responsible for the accident. It is not easy to differentiate the subjective 
complaints which follow in the wake of head injuries, but the author divides them 
into (1) malingering, (2) traumatic hysteria, (3) traumatic encephalopathy, and 
(4) traumatic neurosis, and gives the grounds on which he does so. 


J. L. FauLL. 


Cerebro-spinal Fluid in Brain Tumours. (Buli. Neur. Inst. N.Y., vol. iv, p. 64, 
March, 1935.) Hare, C.C. 


The report is a study of the composition of the cerebro-spinal fluid in 218 cases 
of verified tumour of the brain. In 186 cases the fluid was from lumbar puncture 
and in 79 from ventricular puncture. It was found that the study of the fluid was 
of little value in the differential diagnosis of tumour from other brain diseases. 
Increase of protein and globulin in the lumbar fluid occurred in— 

(a) 61°% of meningiomas, 64 8% of multiform glioblastomas, and in 100°, of 
acoustic tumours and other tumours in the lateral recess of the posterior cranial 
fossa. 

(b) In 35°4% of supratentorial and ın none of subtentorial astrocytomas, and 
in 60% of supra- and 20% subtentorial medulla blastomas. 
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(c) In other types of intra-cranial tumour, increase of protein and globulin 
occurred in some cases but not in others. Changes in the protein and globulin 
of fluid removed by ventricular puncture are more frequent, but in supratentorial 
growths in one hemisphere the fluid removed from the ipsilateral ventricle will often 
contain more than that from the contra-lateral ventricle. 

(d) In infiltrating growths, increase of protein and globulin in the lumbar 
fluid is more frequent in the glioblastomas and astrocytomas when the tumour is 
entirely subcortical. With the exception of tumours in the lateral recess of the 
posterior cranial fossa, increase of protein and globulin in the fluid obtained by 
lumbar puncture is much more frequent in growths above than in those below the 
tentorium. -The largest increase of protein and globulin in the lumbar fluid was 
found in the multiform glioblastomas and in acoustic nerve tumours and in the 
ventricular fluid in the multiform glioblastomas. 

When a brain tumour is suspected, an increase of protein and globulin in the 
fluid obtained by lumbar puncture is of some value for the diagnosis of the patho- 
logical nature of the growth. It mav aid in distinguishing between intra-cerebellar 
and extra-cerebellar growths and between supra-tentorial infiltrating tumours 


that are entirely subcortical and those that involve the cortex as well. 
J. L. Fact. 


Pre-paralytic Poliomyelitis: Its Diagnosis and Treatment. (Birmingham Med. 
Rev., vol. ix, p. 225, Dec., 1934.) Smellie, J. M. 

No disease due to a filterable virus is known that can be benefited by an anti- 
serum after clinical symptoms have developed. An essential criterion, therefore, 
for successful serum therapy is the diagnosis of poliomyelitis in its acute or so-called 
pre-paralytic stage. This phase lasts from twenty-four to seventy-two hours, 
with moderate fever, the pulse-rate and prostration being out of all proportion to 
the temperature, which may be of the “ dromedary ” type. The most important 
physical sign is rigidity of the neck muscles, with unwillingness to flex the spine. 
The diagnosis depends on lumbar puncture. The pressure is increased, the fluid 
is Clear, cells from 50 to 200 + per c.mm., and protein is increased; the sugar content 
is normal. The normal chloride content distinguishes it from tuberculous menin- 
gitis. As there are several varieties of poliomyelitic virus, it is wise to use pooled 
serum from different cases and different epidemics. The intravenous route is the 
best. It may be given with great caution intrathecally. The initial dose varies 
from 20 to 100 c.c., and depends, not on the age, but on the severity, and especially 
the duration of symptoms. If there is no effect it is repeated in eighteen to twenty- 
four hours. Lumbar puncture is useful, withdrawing only sufficient fluid to reduce 
the pressure to normal. Passive immunization by convalescent serum, adult 
serum or whole blood or antiviral horse-serum is of value as a prophylactic measure. 
The immunity conferred lasts only a few weeks, repeated doses being necessary 
in an epidemic. A formalized poliomyelitis vaccine has been produced and is on 
trial for the prevention of the disease. Jonn D. W. PEARCE. 


Symptomatology of Tumours of the Pons: Clinico-anatomical Contribution to the 

Patho-phystology of the Voluntary and Vestibular Reflex Movements of the 

Eyes [Zur Symptomatologie der Ponstumoren : Klinisch-analomischer Beitrag 

zur Pathophysiologie der willkürlichen und der vestibulär reflektorischen 
Augenbewegungen). (Arch. f. Psychiat., cit, Pp. 249, 1934.) Sántha, K. v. 

In a case of an enormous tuberculoma of the pons the author finds, on caloric 

stimulation of the vestibular apparatus, a homolateral deviation instead of the 

normal heterolateral nystagmus, which fact he explains as being due to a disap- 

pearance of the quick phase. The case showed a paresis of the co-ordinated move- 

ments of the eyes. The author concludes that the common path of the voluntary 

eye movements and of the quick phase of the nystagmus is in the dorsal longitudinal 
bundle in the most oral part of the pons. S. L. Last. 


1935. | NEUROLOGY. JII 


Hypnagogic Hallucinatory Experiences in Narcolepsy [Ueber hypnagog-hallucina- 
torische Erlebnisse bei Narkolepsie]. (Arch. f. Psychiat., cii, p. 349, 1934.) 
Münzer, F.T. 

Two cases of narcolepsy are described which had hallucinations of a very vivid 
type, and which seemed to resemble the hypnagogic hallucinations of the normal 
and those of delirium tremens, and of the peduncular hallucinosis of Lhermitte 
and van Bogaert. The ætiology of the cases was unknown. The author discusses 
the localizing attempts of other workers, and comes to the conclusion that a lesion 
of the diencephalon in its caudal parts is responsible for this syndrome. The 
mechanism is supposed to be one of dissociation of the different components of 
sleep. In that way, the sleeping attacks in the standing or sitting position are 
due to the fact that consciousness is affected as in sleep, but not the ‘‘ stato-motoric 
functions ’’. The hallucinations are explained as being due to interference with a 
special function, which is supposed to regulate the “ psychic life between perception 
and imagination ” (Kleist). 

An interesting point is the improvement in the narcolepsy obtained by treatment 
with ephetonine. | S. L. Last. 


The Migraine Physique. (Amer. Journ. Med. Sci., vol. clxxxix, p. 359, March, 
1935.) Stieglitz, E. J. l . 

From the investigation of r00 unselected cases of migraine seen in private 
practice, the author concludes that this syndrome is frequently found in persons 
who show the following structural characteristics : 

(1) Very fine, delicate, straight hair, usually brunette; (2) fine, transparent, 
childlike skin ; (3) unduly large pupils, which react normally to light and accom- 
mocdation ; (4) classical finely moulded features with narrow nostrils ; (5) cold, 
moist extremities. 

The physiological characteristics usually found are: (1) An unusual degree of 
vasomotor instability, (2) a markedly lowered resistance to fatigue, (3) a distinctly 
increased thermolability, (4) relative freedom from acute infections. Upper 
respiratory tract infections are very rare, but rheumatic infections appear to be 
common. G. W. T. H. FLEMING. 


The Problem of Causal Therapy in Acute Attacks of Migraine ‘Zur Frage einer 
Kausaltherapie des akuten Alıgräneanfalles). (Acta Psychiat.et Neurol.,vol.x, 
P. 33, 1935.) Goldkuhl, E. 

The author reports favourable results in the treatment of migraine. He accepts 
the grouping of cases into a vasodilator and a vasospastic type. The spastic 
type benefits from acetylcholin, which is given intramuscularly. The writer gives 
it up to three times at intervals of half to one hour. The vasodilator type is 
treated with gynergen (ergotamine tartrate) in doses of 4 mgrm. intravenously, 
which may be repeated after one hour. S. L. Last. 


The Etiology of Temporary Amnesia. (Amer. Journ. Psychiat., vol. xci, p. 1079, 
March, 1935.) Leavitt, F. H. 

A series of 104 cases was studied at Philadelphia. The main classifications 
were organic brain disease, functional mental disease, psychoneuroses, toxzmias, 
epilepsy and malingering. The great majority of the patients were males. There 
were eight cases of malingering. The most dramatic cases were of hysterical and 
epileptic genesis. The ratio of amnesia cases to total admissions in an acute 
psychopathic hospital service was 0°83%. M. HAMBLIN SMITH. 


The Etiology of “Alcoholic Polyneuritis’’. (Amer. Journ. Med. Sci., vol. clxxxix, 
p. 378, March, 1935.) Strauss, M. B. 

The writer investigated ten cases of alcoholic polyneuritis. These patients 

were allowed to continue their customary daily intake of spirituous liquor on con- 

dition that they consumed a well-balanced, high vitamin diet, supplemented with 
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yeast and its products. They were, in addition, given vitamin B concentrates and 
liver extract by parenteral injection. in order to obviate any possible disturbance ın 
absorption present in the patients or resulting from their use of alcohol. Improve- 
ment in the polyneuritis occurred in every instance. The writer thinks that 
alcoholic polyneuritis does not result primarily from a direct neurotoxic effect of 
alcohol, but is probably due to dietary deficiency, possibly conditioned in some 
cases by disturbed gastro-intestinal function. Alcoholic polyneuritis may be 
regarded as similar to the polyneuritis of beri-beri and treated accordingly. 
G. W. T. H. FLEMING. 


5. Pathology, Biochemistry and Bacteriology. 


Value and Significance of the Boltz Acetic Anhydride Reaction of Cerebro-spinal Flitid 

in Neuro-psychiatry. (Minerva Med., vol. it, pp. 160-3, 1934.) Borgarello, G. 

The Boltz reaction on cerebro-spinal fluids from 394 cases of various nervous 

and mental disorders showed a certain parellelism to the amount of globulin, but 

this was not strictly consistent nor proportional. Similar relations existed between 

the Boltz and Wassermann reactions. The Boltz reaction was considered of com- 
plementary diagnostic value. HELEN LEE GRUEHL (Chem. Abstr.). 


The Alkali Reserve of the Blood and the Spinal Fuid. (Magyar Orvosi Arch., vol. 
xxxv, pp. 256—66, 1934.) Thurzó, J., and Katzenelbogen, S. 


Intraperitoneal injection of concentrated solutions of ammonium chloride 
causes acidosis in cats. In acute acidosis the decrease in carbon dioxide-com- 
bining power of the blood-serum is not paralleled by that of spinal fluid. In chronic 
acidosis, however, there is a decrease of the alkali reserve of the blood as well as 
the spinal fluid. Chronic acidosis, as produced by ammonium chloride, causes 
tonic and clonic convulsions. H. TAUBER (Chem. Abstr.). 


Ultra-violet Absorption Spectrum of Cerebro-spinal Fluid in Progressive General 
Paralysis. (Rev. especialidades, vol. vi, pp. 8, 1250-6, 1931; Anales asoc. 
quim. Argentina, vol. xxii, p. 204B.) Pirosky, I. 


Examination of absorption of ultra-violet radiation by cerebro-spinal fluid in 
apparatus comprising an Adam-Hilger quartz spectrograph, model E3, with a rotary 
sector, by light emitted by a condenser discharge at 15,000 v., in 20-mm. tubes, 
at a concentration of 17-43 mgrm. of protein per Ioo c.c., shows differentiation 
of normal fluids from that of progressive general paralysis, the latter containing 
small quantities of proteins. The variations in the shape of the curves and in the 
width of the absorption bands, in progressive paralysis, are due to the presence of 
pseudoglobulin. This method allows safe and accurate identification of the presence 
of globulins at concentrations at which proportion and coagulation reactions are 
doubtful or negative. E. M. Symmes (Chem. Abstr.). 


The Cholesterol Content of the Cerebro-spinal Fluid [Der Cholesteringehalt des Liquor 


cerebrospinalis]. (Arch. Psychiat., vol. cii, p. 147, 1934.) Holthaus, B., and 
Wichmann, B. 


The authors estimated the cholesterol content of the cerebro-spinal fluid in 
390 cases, 56 of which were normal. The technique is described in detail, and is a 
modification of the methods of Bloor, Allen and Pelkan and of Liebermann-Burdach. 
The normal content varies from 0°31 to 0°6 mgrm.%. 

The authors find an increase of the cholesterol whenever there is a destruction 
of the lipoids in the central nervous system, or when there has been an alteration 
in the exchange between blood and cerebro-spinal fluid. No constant relationship 
to any single disease could be discovered. One case only (a hypersecretory hydro- 
cephalus) showed a decrease of cholesterol. S. L. Last. 
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The Reaction of Spinal Fluid in Meningeal Infections. (Boll. soc. ital. biol. sper., 
vol. ix, p. 896, 1934.) Ceruti and Maestri. 

There was a decrease in the pH (determined by quinhvdrone electrode) of the 
spinal fluid from 22 cases of meningitis caused by the diplococcus, staphylococcus, 
tubercle bacilli and by uremic coma. A return to the normal pH of the fluid 
coincided in most cases with an improvement of the clinical picture. 

P. Masucci (Chem. Abstr.). 


Magnesium Content of the Cerebro-spinal Fluid: Its Relation to Blood Magnesium. 
(kev. soc. argentina biol., vol. ix, Pp. 321, 1933.) Bonorino Udaondo, C., 
Schteingart, M., and Gaibrois, R. 

In the 18 cases studied the spinal fluid magnesium ranged from 1°6 to 2'9 mgrm.°®, 

It was the same, or very slightlv higher, as in the blood-serum of the same dividual. 

No departure from the normal range was found in cases of chronic attections of the 

central nervous system. L. E. GiLson. 


Presence of Imidazoles in Certain Spinal Fluids. (Compt. Rend. Soc. Biol., vol. cxvii, 
p. 576, 1934.) Loeper, M., Perrault, M., Bioy, E., and Lesure, A. 
Normal spinal fluid contains traces of imidazoles or none, but in pregnancy and 
some nervous disorders the quantity increases. L. E. GILSON (Chem. Abstr.). 


The Blood-Cerebro-spinal Fluid Barrier in Mental Disorders. (Amer. Journ. 
Psychiat., vol. xci, p. 1033, March, 1935.) Rothschild, D., and Hamberg, C. N. 
The distribution of calcium between blood and cerebro-spinal fluid was investi- 
gated in 400 cases of mental disorder. The results were suggestive of a tendency 
towards decreased permeability of the barrier in schizophrenia and increased per- 
meabilitv in untreated cases of general paresis. There was a general correlation 
between the distribution ratios of calcium and bromide in schizophrenia, aftective 
psychoses and untreated neurosyphilis. Low calcium rates tended to occur in 
cases presenting increased amounts of protein in the cerebro-spinal fluid. 
M. HAMBLIN SMITH. 


Plasma Proteins and Plasma-Fluid Chloride Ratio: The Nature of Spinal Fluid. 
(Boll. soc. ital. biol. sper., vol. ix, p. 900, 1934.) Disertori, B. 

Plasma protein, spinal fluid protein, plasma chlorides and spinal fluid chlorides 
were determined on ten pathological cases. The amount of fluid proteins was 
practically the same in all. The fluid protein cannot, therefore, play any part 
in the fluid chlorides: plasma chlorides ratio. The shifting of the chloride ratio and 
the variations in the plasma protein are independent factors, and thus contrary to 
the requirements of the Donnan equiltbrium. Even as regards the passage of the 
chlorine ion, the formation of spinal fluid must be looked upon as a complex 
biological phenomenon in which factors of secretion and permeability intervene. 

P. Masucci (Chem. Abstr.). 


Creatine Equilibrium and Glycine in Progressive Muscular Atrophy. (Minerva 
Med., vol. i, pp. 224-31, 1935.) Scagliont, C. 

One case was thoroughly studied before, during and after glycine therapy. 
Before treatment the creatininuria was about one-third lower than normal, crea- 
tinuria was constituted at 0°22 gr., the creatinine coetfictency was 10°5°, lower 
than normal, and there was only a 5-10°, tolerance for exogenous creatine. During 
50 days of therapy, creatinine increased from 1'03 gr. to 1'00 gr., creatine increased 
at first and then decreased to 15°, lower than normal, the creatinine coefficient 
increased and the tolerance for exogenous creatine was unchanged. In the 20 days 
after the therapy, creatinine rapidly decreased, then returned to the maximum 
values obtained during treatment, creatine diminished to a trace, the creatinine 
coetficient returned almost to normal and the exogenous creatine tolerance was 
greatly increased. HELEN LEE GRUEHL (Chem. Abstr.). 
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Cephalin from Human Brain. V. Oxygen Uptake by Phosphatides and their Acids 
in the Presence of Catalysts. (Zeit. physiol. Chem., vol. ccxxxt, p. 10, 1935.) 
Page, I. H., and Bülow, M. 


The consumption of oxygen by the phosphatides, lecithin and cephalin, and by 
the mixed acids prepared therefrom by saponification was measured in the presence 
of catalysts. Of the metallic salts used (Fe, Cu, Co, Mn) only Fe was strongly 
active, especially in the case of cephalin and its acids, while with lecithin and the 
lecithin acids the effect was only slight. Cu was feebly active, also Co with cephalin 
acids. The amino-acids, histidine, leucine and arginine, had no catalytic eftect. 
The oxygen uptake by cephalin was much greater than that of lecithin, even when 
phosphatides of the same iodine number were compared. However, phosphatides 
and acids of the same iodine number showed no difference. The union of acids to 
the other groupings in the phosphatide molecule appears to be without influence on 
the oxidation velocity of the acids. A. W. Dox (Chem. Abstr.). 


Mechanism of the Action of Staphylococcus Toxin Injected into the Sub-occipital 
Region of the Spinal Canal of the Rabbit. (Compt. rend. soc. biol., vol. cxviti, 
pp. 136-8, 1935.) Nélis, P., and Bonnet, H. 


In anesthetized rabbits no convulsions are produced by the toxin. Death 
occurs as the result of a gradual cessation of breathing. If artificial respiration is 
employed the animals live a few minutes longer and die from heart failure. The 
toxin is a neurotoxin acting on the respiratory and vasomotor centres. 

L. E. Gitson (Chem. Abstr.). 


Histopathological Investigations in the So-called Schizophrenic Type of General 
Paralysis [Histpathologische Untersuchungen bei der sog. schizophrenen Form 
der progressiven Paralyse;. (Arch. f. Psychiat., vol. cii, p. 25, 1934.) Hechst, 
B. 


The author examined the brains of three paretics who had shown a mental 
picture resembling schizophrenia. He believes he has demonstrated in previous 
investigations that there are constant localized lesions in the cortex of schizophrenics. 

In the paretics here described the author could find no deviation from the usual 
findings in general paralysis with regard to localization in cortical areas or lavers. 
The intensity of the pathological process is low, and the author regards this mildness 
of the process as one of the conditions for the schizophrenic type of general paralysis. 
Of special findings two seem noteworthy. Few cases showed lesions in the sub- 
cortical ganglia, and the cases with auditory hallucinations showed a very mild 
degree of the process in the temporal regions. S. L. Last. 


Alterations in Mineral Constituents of Anterior Horn Cells in Experimental Polio- 
myelitis. (Amer. Journ. Pathol., vol. x, p. 615, 1934.) Patton, W. E. 


By means of micro-incineration technique it was found that the principal tvpe 
of nerve-cell destruction in pohomyelitis involves three stages: (1) cedema, with 
acute swelling of the cell and diminution of its inorganic content; (2) granulation, 
with hypermineralization ; and (3) acidophilic necrosis, with diminution of mineral 
constituents. . F. B. SEIBERT. 


Absorption of Tetanus Toxin by Brain Tissue of Animals of Various Ages. (Journ. 
Immunol., vol. xxvii, p. 515, 1934.) Beebe, Agnes R. 


A definitely diminished capacity to remove tetanus toxin from solution in vitro 
was demonstrated for the brain tissue of the very young rabbit as compared with 
the adult animal, but only a suggestive difference was found to exist between 
young and old guinea-pigs in the ability of the brain to absorb tetanus toxin. 

E. R. LonG (Chem. Abstr.). 
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Significance of Blood Groups in Inoculation Malaria. (Amer. Journ. Psychiat., 
vol. xci, p. 881, Jan., 1935.) Derby, I. M. 

Extravascular agglutination damages the plasmodium morphologically. Intra- 
vascular agglutination results in reactions which suggest plasmodial damage. 
There is a possibility of embolism. The time of incubation and the character of 
the fever depend upon a number of factors, among which the donor-recipient 
relationship has a definite effect. Co-relationship of blood group is of no great 
importance in affecting successful infection. Blood type plays no definite role in 
the improvement produced in general paralysis. An “agglutination injury ” 
theory is proposed, explaining the disappearance of gametocytes in inoculation 
malaria. M. HAMBLIN SMITH. 


An Estimation of Blood Calcium and Potassium in Parkinsonism. (Chinese Med. 
Journ., vol. zlviii, pp. 738-40, 1934.) Lee, C. C. 

Tests on 14 cases of parkinsonism show that the serum calcium is low, while 

the serum potassium is normal. The findings support the view of Kraus and 


Zondek that a high potassium-calcium ratio occurs in vagotonia. 
WM. H. ADOLPH (Chem. Abstr.). 


The Lactic Acid and Glutathione Contents of the Blood of Schizophrenic Patients. 
(Journ. Clin. Investigation, vol. xiii, p. 963, 1934.) Looney, J. M., and 
Childs, H. M. 

Lactic acid is not removed from the. tissues in schizophrenic patients in a basa] 
state as readily as in normal subjects. This failure may be due in part to a decrease 
in the content of reduced glutathione. J. B. Brown (Chem. Abstr.). 


Acid-base Balance of Epileptics. (Compt. Rend. Soc. Biol., vol. cxvii, p. 625, 1934.) 
Madsen, J. 
The night urine of 43 epileptics observed over a long period had an average pH 
of 6:05, while that of 35 normal controls under the same conditions was 5'83. 
Greater hourly and daily fluctuations were found for the epileptics, and they elimi- 
nated ingested sodium bicarbonate more rapidly than the controls. 


Urinary Ammonia of Epileptics. (Ibid., p. 630.) 
The urine of epileptics usually contained more NH, than that of the controls. 
L. E. Gitson (Chem. Abstr.) 


The Sedimentation Test in Psvchogenic Conditions and in Poisoning with Suicidal 
Intent. (Acta Psychiat. et Neurol., vol. x, p. 135, 1935.) Moltke, M. L., 
Schroder, G. E., and Schwalbe-Hansen, P. A. 

The authors report the results of repeated sedimentation tests in 20 cases of 
attempted suicide by poison. The more severe cases all showed an increase of the 
rate of sedimentation in the first two to five days, after which the curve gradually 
returned to normal. The different forms of poisoning (gas, barbiturates, nicotine 
and strychnine) showed no appreciable differences. Subnormal sedimentation 
was found in cases with extreme accumulation of CO, in the blood, and is a bad 
prognostic sign. The authors are of the opinion that no psychological factor 
influenced the results, as they have shown that in psychogenic conditions the rate 
of sedimentation was not increased. S. L. Last. 


Poly peptidemia of General Paralysis and Its Relation to the Wassermann and Kahn 
Reactions. (Compt. Rend. Soc. Biol., vol. cxviii, pp. 479-81, 1935.) Prunell, 
A. 


In 27 of 31 cases studied, blood polypeptides were within the normal range and 
in 3 cases increased. There is no relation between blood polypeptides and the 
Wassermann and Kahn reactions. L. E. Gitson (Chem. Abstr.). 
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The Modern View of the Wassermann Reaction [Conceito atual sôbre o mecanismo da 
reaccdo de Wassermannn]). (Rev. da Assoc. Paulista de Med., vol. v, p. 193, 
Oct., 1934.) Lange, O. 


The author briefly reviews the older ideas on the mechanism of the Wassermann 
reaction. He then describes the work of Forsmann, Landsteiner, Sachs, Klop- 
stock and Weil on the lipoid antigens—work which has originated the modern con- 
ceptions under which the reaction is regarded as a true reaction of antigen-antibody 
in relation with the organic hpoids disintegrated by the inflammatory process 
provoked by the spirochete. The principal properties of the antibodies and lipoid 
antigens are then reviewed, in order to pass on to the recent views, founded princi- 
pally upon the work of Witebsky and Steinfeld, of the pathology of syphilis of the 
nervous sytem, which forms the basis of modern research on the diagnosis of nervous 
syphilis. M. HAMBLIN SMITH. 


Muscle Chemistry in Mvasthenia Gravis, Pseudo-hypertrophic Muscular Dystrophy 
and Myotonia. (Brain, vol. lvii, pp. 239-54, 1934.) Nevin, S. 


The concentrations of the phosphoric compounds of pathological muscles were 
determined on biopsy samples of the resting, contracted and recovered muscle, 
and the results are discussed with regard to the signiticance of creatine metabolism 
and of glycine therapy in muscular diseases. A technique, based on Fiske and Sub- 
barow's method, is described for the determination in muscle samples of the total 
acid-solution phosphorus and of its partition between free orthophosphate, creatine- 
phosphoric acid, adenosine-triphosphoric acid and soluble phosphoric acid carbo- 
hydrate esters, the latter being obtained by difference. 

G. TOENNIES (Chem. Abstr.) 


Carbohydrate Metabolism in Endogenous Manic-depressive Psychosis "El mieta- 
bolismo hidrocarbonado en la psicosis manidco-depresiva endógena. (Arch. 
de Neurobiol., vol. xiv, p. 691, 1935.) Sacristan, J. M. 


The method of Hagedorn-Jensen was employed in 19 tvpical cases of manic- 
depressive psychosis presenting anomalies of carbohydrate metabolism. The 
results obtained confirm those of the more modern authors. The hyperglycemic 
reaction may be of different grades, ranging from normal hyperglycemic curves 
to curves which are definitely pathological. The anomaly of the carbohydrate 
metabolism has a definite proportional relation to the intensity of the psychical 
svmptoms, and consequently varies, from time to time, in the same case. The 
influence of the emotional depression cannot be regarded as the cause of the abnormal 
reactions, since these are observed with equal frequency in the manic phases. 
Ave does not play a primary part in the abnormal reactions. The diversity of 
the results probably depends upon purely constitutional factors. The cause of the 
alterations in carbohydrate metabolism is a condition of hyper-excitability of the 
vegetative system. M. HAMBLIN SMITH. 


6. Pharmacology and Treatment. 


The Question of Bismuth Penetration of the Nervous System : Report of Clinical and 
Laboratory Study. (Arch. Derm. Syph., vol. xxix, pp. 351-5, 1934.) Kiander, 
J. V., and Brown, H. 


Data are presented which confirm the results of previous investigators that 
“bismuth has rarely been found in the spinal fluid of patients into whom a bismuth 
compound has been injected, and only occasional traces have been found in the 
brains of laboratory animals into which massive doses of bismuth compounds have 
been injected”. The authors believe that the absence of cerebral penetration 
by bismuth supports the idea that the bismuth of sodium iodobismuthite, like that 
of all other bismuth compounds, is changed in the body to a stable salt and 1s 
excreted as such. B. C. BRUNSTETTER (Chem. Abstr.;. 
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Nanacatl: The “ Delirium Fungus” (Amanita mexicana). (Pharm. Monatsh., 
vol. xvi, pp. 29-31, 1935.) Reko, V.A. 

The fungus contains at least four toxic principles, and corresponding to these 
arise poisoning or intoxication cases of wholly different pathological pictures. 
The atropine-like alkaloids produce psychic exaltation, all secretions are strongly 
increased, and the pulse is weak and easily repressed. There are symptoms due to 
muscarine. The substance causing the real intoxication, with its characteristic 
hypersensibility, with delirium of hours’ duration and final stupor, is unknown. 

H. M. BuRLAGE (Chem. Abstr.). 


Effect of Trvpasarmide on the Eye. (Arch. Ophthal., vol. xt, pp. 240-53, 1934.) 
Lazar, N. K. 

Histopathological changes in the eyes, optic nerve, chiasma or brain of lower 
animals or man cannot be demonstrated experimentally after use of tryparsamide. 
The definite loss of vision after injection of tryparsamide suggests a definite toxic 
ettect of the drug on the visual apparatus of certain patients. Cases are cited 
showing serious damage to a previously normal visual apparatus following injection 
of the drug. Optic atrophy and constricted fields are positive contra-indications 
to injections of tryparsamide. EDWARD EAGLE (Chem. Abstr.). 


The Convulsions Produced by Laudanosine. (Compt. Rend. Soc. Biol., vol. cxviii, pp. 
168-70, 1935.) Mercier, F., and Delphaut, J. 

Laudanosine given intravenously produces convulsions by acting on the spinal 
nerve centres. The effect is produced in chloralosed dogs even if the spinal cord is 
cut Just below the medulla ; intraspinal anesthetics prevent the convulsions. 

L. E. Gitson (Chem. Abstr.). 


The Phystology and Pharmacology of Sleep. II. Vegetative Toxins and their Effect 
on Sleep. (Arch. exptl. Path. Pharmakol., vol. clxxv1, p. 478, 1934.) Dost, H. 


Apomorphine injected intramuscularly into canaries in doses of 0°04-1'5 mgrm. 
causes sleep. Picrotoxin acts similarly, but is less effective. #-tetrahydronaph- 
thvlamine (0°25-0'5 mgrm.), ergotamine, physostigmine and insulin also cause 
sleep. Ephetonine and atropine are excitatory only in small doses; larger doses 
cause sleep. The Hondelink method was used to evaluate sleep or excitation. 
Harry EAGLE (Chem. Abstr.). 


Pharmacological Study of a Conditioned Reflex. (Comp. Rend., vol. cxcix, p. 884, 
1934.) Sivadjian, J. 

Small doses of diethylaminomethylbenzodioxane and piperidinomethylbenzo- 
dioxane caused rats with a conditioned reflex temporarily to lose their ability to 
respond to the usual stimulus and behave like untrained rats. Evidence of the 
production of hallucinations in rats by mescaline was also obtained. 

L. E. GıLson (Chem. Abstr.). 


Variations in the Chlorine Content of the Blood and the Nervous Svstem under the 
Influence of Insulin. (Anales soc. españ. fis. quim., vol. xxxii, p. 1021, 1934.) 
Garcia-Blanco, J., and Masa, C. 

The chlorine content of the blood rises for two hours after administration of 
insulin. In the nervous svstem the variations are less, showing up more in the 
central substance and in the medulla than in the cerebral cortex. 

E. M. SYMMES. 


The Action of Caffeine on the Cerebral Cortex. (Compt. Rend. Acad. Sci. U.R.S.S., 
vol. i, pp. 249-53, 1935.) Lindberg, A. A. 

The effect exerted by varying doses of caffeine on both positive and negative 

conditioned reflexes in dogs was determined. Results indicate that the excitability 

of the nerve elements of the higher part of the central nervous system is increased, 
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but that the functional capacity of these elements is decreased and, in some 
conditions, is paralysed. ` R. P. WALTON. 


The Influence of Caffeine upon Inhibition of Delay. (Journ. of Compar. Psychol., 
vol. xix, p. 155, Feb., 1935.) Switzer, StC. A. 

The subjects were male students of Yale University. A study was made of the 
effect of a 5-gr. dose of caffeine citrate on delaved conditioned galvanic skin re- 
actions recorded four hours after oral administration of the drug on five successive 
days. The effect on respiratory activity was also measured. The latent period of 
delayed conditioned reactions is shortened under the influence of caffeine. Rest 
intervals of twenty-four hours did not produce a marked decrease in latency. The 
change in respiratory activity gave little support to the theory that the latent 
period of delayed conditioned reactions is a true interval of generalized inhibition. 

M. HAMBLIN SMITH. 


Cerebral Circulation. XXXIV. The Action of Narcotic Drugs on the Pial Vessels. 
(Journ. Pharmacol., vol. liii, p. 1, 1935.) Finesinger, J. E., and Cobb, S. 
Tne removal of ether from cats previously etherized was followed by a constric- 
tion of pial arteries, a decrease in cerebro-spinal pressure and usually by a decrease 
in systemic blood-pressure. Later administration of narcotic drugs gave the 
following results : 


Drug. Pial arteries. Cerebro-spinal pressure. Systemic pressure. 
Ether . A r ; Dilatation ; Increase : Increase. 
Chloroform . ; . 7 a 3 ; Decrease 
Morphine : 
(a) More than 2'2 en 
per kgrm. ; Nil i Nil ; Nil 
(b) 2'4 to 46 u per i 
kgrm. . i Dilatation ; Increase : Decrease 
Amytal i S . E ; 3 
Sodium pheno- bärbital.. E ; T r PR 
Avertin crystals .. : Constriction : Decrease : 7 


T. H. Riper (Chem. Abstr.). 


The Absorption of Certain Hypnotics in the Stomach. (Boll. soc. ital. biol. sper., 
vol. vitt, pp. 836-9, 1933.) Butturini, Luigi. 

The pvlorus of rabbits was ligated to prevent entrance into the intestine of 

hypnotic administered per orem. Barbital-sodium and somnifen in small or medium 

doses (definitely hypnotic) had no pharmacological action; large doses had an 


intense hypnotic action, resulting ın the death of the animal. 
P. Masucci (Chem. Abstr.). 


Eleven Cases of Coma by Barbiturate Poisoning. (Presse Méd., vol. xliii, pp. 465-9, 
1935.) Carriere, G., and Huriez, C. 

True antidotes do not exist. Coramine counteracts best the cardio-circulatory 
collapse. It has, like strychnine, a stimulating action on the respiratory centres. 
Alcohol has the best phylactic effect; it is of use only in the beginning of the 
poisoning before the barbiturates are fixed in the nervous centres. 

A. E. MEYER (Chem. Abstr.). 


The Dependence of the Effect of Narcotic Agents on the Calcium Concentration and 
the Significance of Calcium for the Excitability of Motor Nerve Endings. 
(Arch. exptl. Path. Pharmakol., vol. clxxvit, pp. 463-74, 1935.) Schein, H., 
and Riesser, O. 

The speed with which the isolated frog muscle becomes fatigued on repeated 
stimulation of the motor nerve depends in large part on the calcium concentration 
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in the surrounding fluid. A muscle fatigued at a low calcium concentration becomes 
contractile 1f placed at higher calcium concentrations until a concentration of 30 
mgrm.°®, has been attained, after which further addition of calcium has no effect. 
Muscle narcosis by alcohol, urethane, chloral hydrate or procaine is facilitated both 
as to time and concentration necessary by decreasing the calcium concentration 
in the surrounding fluid. Raising the calcium concentration overcomes narcosis, 
30 mgrm.% again being the hmiting concentration. This is interpreted as the 
concentration at which the motor nerve-ending has bound the maximum amount 
of calcium, unaffected by further increase in the concentration of the surrounding 
tluid. Increasing the concentration of potassium has the same effect as decreasing 
the calcium concentration and conversely. Strontium cannot replace calcium in 
increasing the excitability of the motor nerve-ending. It 1s suggested that the 
paralysing ettect of narcotics, curare and magnesium on muscular contraction is due 
either to the actual replacement of calcium in the motor nerve-ending by the poison, 
or to a decreased combining affinity of the ending for the essential calcium. 
HARRY EAGLE (Chern. Abstr.). 


Barbiturates. VIII. Distribution of Barbiturates in the Brain. (Journ. Pharmacol., 
vol. lit, pp. 121-8, 1934.) Koppanyı, T., Dille, J. M., and Krop, S. 

All portions of the central nervous system retain barbiturates in about equal 

concentrations, usually less than in non-nervous tissue. The lecithin present in 

brain tissue interferes, and must be destroyed before making the test for barbiturates. 


XI. The Effect of Barbiturates on the Embryo and on Pregnancy. (Ibid., pp. 129-36.) 
Dille, J. 
Barbital and amytal pass through the placentas of rabbits, cats and guinea- 
pigs. Single doses of barbital apparently do not interfere with delivery, but 
frequently repeated small doses may result in abortion or resorption of the embryo. 


X. Acute Barbital Poisoning in Dehydration and Diuresis. (Ibid., pp. 223-30.) 
Koppanvi, T., Murphy, W. S., and Krop, S. 

Simple diuretic measures do not hasten the excretion of barbital in acute 
barbital poisoning. Intravenous ammonium chloride increases the rate of elimi- 
nation of barbital, but not of other barbiturates, but such injections did not sig- 
nificantly hasten the recovery from barbital narcosis. 

T. H. R. (Chem. Abstr.). 


Poisoning by Barbituric Acid Derivatives. (Rev. asoc. méd. Arg., vol. xl, pp. 104-11, 
1932.) Buzzo, A., and Carratala, R. E. 


Cases of barbituromania are shown, some chronic, others which are morphine 
or cocaine addicts turning to barbituric acid derivatives for sleep. Post-mortem 
shows conversion of these derivatives into hydrocyanic acid derivatives. Bar- 
bituric coma is essentially uræmic. The renal-liver condition of the patient is of 
great importance. E. M. Symmes (Chem. Abstr.). 


The Effects of Hvperpvrexia Produced by Radiant Heat in Early Syphilis. (Journ. 
Amer. Med. Assoc., vol. civ, p. 803, March 16, 1935.) Epstein, M. N., and 
Cohen, M. 


This report is concerned with the effects of hyperpyrexia in early syphilis, with 
particular reference to dark field examination, the clinical course of early syphilitic 
lesions and the changes in serological reactions. Hvperpyrexia was induced by 
means of a specially constructed, electrically heated cabinet in which an infra-red 
element was the source of heat. The temperature within the cabinet was main- 
tained between 130- and 160° F., and humidity was increased by a container of water 
in the cabinet. When the desired temperature was reached the patient was removed 
to his bed, wrapped in warm blankets and encased in a bag made of rubber sheeting. 
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The fever was thus maintained for a period of from six to seven hours. Later the 
blanket method alone was used, and found capable of producing and maintaining 
temperatures between 104° and 105°8° for six hours. 

In 31 of 33 cases of early syphilis, or 94%, the dark field examination was 
rendered negative for Spirocheta pallida. The clinical lesions healed promptly, 
but three recurrences were observed after cessation of treatment. The serological 
reactions were not rendered negative in any case. The impossibility of raising the 
temperature of all the tissues i the body to the thermal death-point of the spiro- 
chete probably accounts for the failure to sterilize the body of these organisms. 
It is concluded that hyperpyrexia alone is not a satisfactory method of treatment 
of early syphilis. J. L. Facute. 


Migraine: A New Therapeutic Approach. (W. Va. Med. Journ., vol. xxix, pp. 
173-5, 1933.) Podolsky, E. 


Ergotamine tartrate, which inhibits the effect of the sympathetics, was success- 
fully used in the treatment of 7 cases. James C. MUncH (Chem. Abstr.) 


The Somnifaine Treatment in Psychiatry. (South African Med. Journ., vol. viii, 
p. 507, Aug., 1934.) Koov, F. H. 


If given with the greatest care somnifaine narcosis is not a dangerous mode of 
treatment. Ina series of 130 cases the curative effect was confined practically to 
the manic-depressive group. Primary involutional melancholics did not derive 
much benefit, and in the schizophrenic group no definite cure was obtained, though 
a temporary improvement was occasionally so marked as to simulate recoverv. 
Many individuals have a latent tendency to epilepsy, which was indicated in two 
cases in which epileptic fits occurred after the treatment had ended. Somnifaine 
acts as a basal narcotic on those cerebral regions which are atfected in manic- 
depressive psychoses, the solution of whose ætiology lies in the involuntary nervous 
system. Joun D. W. PEARCE. 


Individualizing Occupational Therapy for the Mental Patient. (Occup. Ther. and 
Rehabil., vol. xiii, p. 241, dug., 1934.) Medd, M. R. 


Various psychological mechanisms find expression in occupational therapv, 
which, to be most effective, must meet the unconscious needs of the individual 
The type of occupation prescribed depends on the personality and the emotional 
needs of the patient, whose reactions must be studied and the therapy modified 
accordingly. Work solves many of the contlicts of everyday life, anxiety being 
alleviated by the emotional outlet provided. Occupational therapy serves this 
purpose in various ways. It is a method of expressing aggressions requiring no 
atonement. By unconscious identification it assists in inflating the ego, which ts 
weak from frustration. It may climinate a basis for rationalization of an inferiority 
fechng and thus promote insight. Prolonged occupational therapy may propitiate 
an unconscious sense of guilt and thereby relieve depression. It may serve to 
sublimate destructive and hostile urges, and gain attention and love. Occupational 
therapy thus demonstrates the methods used by the patient to solve his contlicts, 
conscious and unconscious. Jouns D. W. PEARCE. 


Academically Handicapped Children who Possess Special Abilities. (Occup. Ther. 
and Rehabil., vol. xiii, p. 233, dug., 1934) D'Amico, V. E. 


The academic approach reaches only a small percentage of children’s educational 
needs, and a school with inadequate equipment and teaching staff is only developing 
liabilities at an enormous price. In rating child intelligence by a fixed academic 
standard, one tests for one type of mind only and overlooks the possession of special 
abilities or natural gifts, the responsibility of training which is the duty of every 
educational system. There are three general classes of children—the highly 
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academic type, the really dull and the average group who, though not excelling 
in academic subjects, will often possess special abilities. At the Fieldston School, 
New York, every pupil undergoes a two-vear exploratory course in the arts, his 
reactions and latent powers being carefully noted. In the subsequent major 
course, the specialized interest forms the central nucleus around which the other 
subjects are patterned. Conditions such as severe manual handicap, stuttering, 
sex problems and inferiority complexes derive benefit from exercises in creative 
and plastic problems, group activities and dramatic performances, the latter being 
of value in assisting social readjustment. Joon D. W. PEARCE. 


An Experiment in Pre-Industrial Work for Chronic Women Patients. (Occup. 
Ther. and Rehabil., vol. xiti, p. 317, Oct., 1934.) Le Vesconte, H. P. 

The provision of adequate, suitable occupation for chronic deteriorated female 
patients between the ages of thirty-five and sixty-five is a major mental hospital 
problem. To be therapeutic an occupation must be purposeful. Deteriorated and 
destructive patients require constructive work, the tearing of rags, ravelling or 
ripping being forbidden. A pre-industrial group doing simple work, such as 
mending clothes, offers much scope for initiative, and the atmosphere is that of an 
occupational centre. The regularity and the responsibility entailed have a valuable 
ettect on the patient, but where no interest is aroused the treatment is discontinued. 


Joun D. W. PEARCE. 


7. Criminology. 


The Treatment of Problem Children in a Psvchiatric Hospital. (Amer. Journ. 
Psychiat., vol. xci, p. 869, Jan., 1935.) Potter, H. W. 

The problem children who are suitable for hospitalization are those who present 
physical disabilities, and those, under the age of about six years, whose mental 
reactions invalidate psychometric tests. Children usually accept hospitalization 
with facility. The primary requisite for direct psychotherapy is to secure the 
child’s confidence. It is essential for the psychiatrist to avoid any indication of 
censorship. The child’s sense of guilt must not be intensified. It may be necessary 
to spend many hours in talking about what might appear to be irrelevant matter. 
Ultimately, however, the child will talk about what interests him, and these are the 
things which the family have complained of. The phantasy method and the play 
technique may be of great service. The treatment of the home situation is of equal 
importance to that of the child. M. HAMBLIN SMITH. 


Psychiatry and the Problems of Delinquency. (Amer. Journ. Psychiat., vol. xci, 
p. 773, Jan., 1935.) Gregorv, M.S. 

The author takes the term “delinquency ” as synonymous with crime. Delin- 
quents may be broadly divided into three classes. The relatively normal delinquent 
is one who has exhibited a consistently satisfactory adjustment between instinct 
and the demands of reality, and whose crime was circumstantial. The personality 
deviate is one whose behaviour does not demand that he should be considered a 
distinctly psychopathic personality ; his failures of inhibition are transitory. It 
is with the third type, the true psychopathic personality, that psychiatry can make 
its most useful contribution. The great majority of delinquents in this third class 
are recidivists. Psychiatry does not pretend to offer a panacea for social disorders, 
and must be careful not to make unjustified claims. M. HAMBLIN SMITH. 


Chronic Post-encephalitis in Juvenile Delinquents. (Amer. Journ. Psychiat., vol. xvi, 
p. 843, Jan., 1935.) Molitch, M. 
A study of boys with chronic post-encephalitis, who found their way into an 


institution for juvenile delinquents. Ten case-histories are appended. The early 
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diagnosis of the condition may be made by the detection of changes in posture, 
tonus, associated movements and ocular signs. The alteration of behaviour may 
occur at any time from a few days to a number of years after the acute attack. 
Almost every conceivable act or psychic state may be included. The behaviour 
is often impulsive in nature. The mentality is impaired, and this to a greater 
degree if the acute attack occurred during the first few years of life. Psycho- 
logical re-examination suggests that the mentality tends to deteriorate. Forensic 
responsibility can only be determined by individual study, and there must be 
individualization of treatment. M. HAMBLIN SMITH. 


Psycho-analysis and Criminology [Psvchanalyse et criminologie]. (Rev. Fran aise 
de Psychanal., vol. vii, p. 469, 1934.) Staub, H. 


Disorders of the super-ego are responsible for antisocial conduct, and from this 
point of view the following criminal types are isolated. First may be mentioned 
the hypothetical born criminal in whom the super-ego is non-existent. Then those 
in whom, as a result of environment, a super-ego of criminal character is developed. 
To this latter category belong organized vagabondage, beggars, professional 
criminals, receivers of stolen goods, American gangsters, etc. In both the above, 
the ego is in full sympathy with the crime, and the prognosis for treatment is un- 
favourable. 

In chronic alcoholism, and other organic brain disorders, crime, when it occurs, 
is due to suppression of the super-ego function. Its function may also be tem- 
porarily suspended, as in crimes committed under exceptional and provocative 
circumstances. This mechanism also accounts for “ accidental °’ misdemeanours. 
Here the ego has little participation, and especially for the alcoholic and recurrent 
“ accidental ” misdemeanour psycho-analysis is indicated. 

In crime conditioned by neurosis, though the ego may allow id gratification, 
it is consciously on the side of the super-ego. Characteristically the total per- 
sonality is irrational, the anti-social acts are stereotyped and there is evidence of a 
basic psychic conflict. Here belong kleptomaniacs, incendiaries and pathological 
liars. 

There is, however, another group of psycho-pathological delinquents where the 
ego is in full sympathy with the crime. In this group are found the criminal insane, 
particularly the paranoiac. Closely allied are those persons who by a process of 
rationalization falsify values and so to themselves justify their misdeeds. Then 
there are those psychopaths who cornmit crimes purely with the idea of being 
found out and punished. They are by no means rare, and psycho-analysis demon- 
strates that they get atonement by punishment for feelings of guilt of unconscious 
origin. 

Prognosis for psycho-analytic treatment of the criminal conditioned by neurosis 
depends upon the degree of participation of the ego in the crime. It is also 
rendered increasingly difficult if objective facts give excuse to the ego and help to 
tranquillize the super-ego. Analytic methods, also, are necessarily altered, for 
in the criminal, instead of destroying inhibitions, the ego must be built up. Con- 
sequently treatment must be more active, with attempts at re-education and a 
better adaptation to reality. STANLEY M. COLEMAN. 


A Clinical Study of Inmates Sentenced to Sing Sing Prison for Murder—First Degree. 
(Amer. Journ. Psychiat., vol. xci, p. 783, Jan., 1935.) Baker, A.T. 


A preliminary report on 50 inmates (M. 48, F. 2) of Sing Sing Prison convicted 
of first degree murder and sentenced to death (the only possible sentence in New 
York State). Of these inmates 27 (534°,) were executed. The findings indicated 
that a person of the kind dealt with here is usually a white male under 30 years of 
age, native-born of foreign parents of the labouring class, with fair intelligence and 
education, without skill in any trade or profession, and unemployed at the time of 
the crime. He is in good health, with a negative Wassermann blood reaction. 
He is not psychotic, but in 50% of the cases he presents some factor of psychiatric 
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interest. He does not attempt to feign a mental disorder during the time (some- 

times prolonged) that he is awaiting disposal. He does not display any marked 

degree of emotional disturbance. He has not usually been a previous legal problem. 
M. HAMBLIN SMITH. 


The Problem of Simulation in Legal Proceedings [El problema de la simulación ante 
la Justicia’. (La Semana Meéd., vol. xlii, p. 202, Jan. 17, 1935.) Speroni, 
C. F. 

The original mode of defence in the human species was violence. This has 
been very largely displaced by fraudulent measures. In forensic psychiatry 
simulation is frequently met with. Every form of mental disorder may be feigned. 
The successful simulation of maniacal excitement is not easy, despite popular 
belief to the contrary. The malingerer often produces a chnical picture of inco- 
herence which does not fit in with any known syndrome. There are not a few cases 
which require intensive and prolonged investigation, and observation which can 
only be carried out in a mental hospital. In one large mental hospital the number 
of not-insane and feigned cases among the admissions was as high as 8%, and it is 


hkely that other institutions would show still higher figures. 
M. HAMBLIN SMITH. 


Statistics of Criminal Insane Women [Estadística de alienadas delincuentes]. (La 
Semana Méd., vol. xlii, p. 477, Feb. 14, 1935.) Rojas, N., and Speroni, C. F. 
On account of its comparative infrequency, the pathology of feminine criminality 
has been less studied than that of the opposite sex. This paper is based upon the 
statistics found among III criminal insane women admitted to the National Hospital 
for Insane Women in the Argentine Republic. Of this number, 5 were found to be 
not insane and there were 3 feigned cases. About half the cases were of foreign 
birth—a percentage definitely smaller than that for men. There were 41 cases of 
crimes of violence, 11 of attempted suicide, and 1 of incendiarism. In 2 cases 
the psychosis was due to alcohol and in 4 cases to.morphine. There were 2 epi- 
leptics, and 5 cases of dementia paralytica. Systematized delusional insanity stood 
highest in the diagnostic table, with 32 cases; next came manic-depressive psychosis 
with 18 and schizophrenia with 12 cases. M. HAMBLIN SMITH. 


8. Oligophrenia. 


Influence of Size of Family upon the Characteristics of the Mentally Defective. (Amer. 
Journ. Psychiat., vol. xci, p. 799, Jan., 1935.) Dayton, N. A. 

The author reports a survey of 20,473 retarded children in the public schools of 
Massachusetts. The corrected size of family was found to be an average of 3'5 
children, or practically the same as that of the general population. Small families 
show children who have higher intelligence quotients, and the low average intelli- 
gence quotients are found in children from the larger families. There is no ten- 
dency for larger families to produce relatively larger proportions of retardates or 
mental defectives. The highest average number of physical defects occurs in 
children from the larger families. Environment rated as ‘ good ” is found more 
frequently in the smaller families. “ Normal conduct ” is more frequently found 
in smaller families, and in these families ‘‘ stealing ’’ and ‘‘ sex offences ” also tend 
to be more frequent. ‘‘ Lying ” shows larger proportions in larger families. Men- 
tally defective children from the small families show wide ranges, in either direction, 
of individuality, while children from the larger families tend to merge with the mass. 
The findings suggest that an environmental influence, such as the size of family, 
may be associated with differences in the characteristics of mental defectives. 
Other environmental factors may exert a similar influence upon the development 


of a group hitherto regarded as being rather fixed in characteristics. 
M. HAMBLIN SMITH. 
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The Primitive Catatonic Psychosis of Idiocy. (Brit. Journ. Med. Psych., vol. xiv, 
p. 230, Oct., 1934.) Earl, C. J. C. 


The author describes a primitive catatonic psychosis in idiots, the signs of which 
are grouped under three headings: (a) Signs of deterioration ; (b) signs of catatonia, 
there being two groups, the cataleptic and the hyperkinetic ; (c) signs of emotional 
dissociation, principally attacks of causeless weeping or laughter, impulsiveness, 
and anomalous responses to painful stimuli. The condition is a psychiatric syn- 
drome and not a “ disease’’ sui generis. It occurs in mongolism, eptlota, post- 
infective and ‘‘ simple ” idiocy, and in dementia infantilis. The onset is usually 
before puberty, and is related to intellectual rather than to sexual maturity. It is 
considered to be a form of schizophrenia, played out on the psychomotor level rather 
than the symbolic. The monotypies of idiocy are release phenomena, but the 
stereotypies of this psychosis are rather a disintegration of the emotional and 
psychomotor mechanism at all its levels. Recent work on the anatomical correlates 
of catatonia is discussed briefly, and the writer suggests that, at the present time, 
the most reasonable view is that catatonia is a preformed cerebral mechanism, liable 
to be set in operation by lesions in different parts of the brain. The dynamic 
psychology is indefinite. No purely symbolic formulation seems adequate. One 
may speculate that the true stereotypies of the psychotic idiot are analogues of the 
abnormal phantasy life of the schizophrenic of normal intelligence. 

Joon D. W. PEARCE. 
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Part IV.—Notes and News. 


THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 
QUARTERLY MEETING. 


THE QUARTERLY MEETING of the Association was held at No. 11, Chandos 
Street, Cavendish Square, London, W. 1, on Thursday, May 16, 1935, Dr. Daniel F. 
Rambaut, M.A., M.D., B.Ch., President, occupying the Chair. 

The minutes of the last meeting, having already appeared in the Journal, 
were taken as read and approved. 


OBITUARY. 


The PRESIDENT said he regretted very much having to inform members that 
since the last meeting Dr. Samuel Gilfillan, Dr. Thomas Ivoy Considine, who was 
an Honorary Member, and Dr. J. P. Sturrock had passed away. 

Those present rose in their places as a tribute to the deceased members. 


MATTERS ARISING OUT OF THE COUNCIL MEETING. 


Dr. WorTH said that at the Council meeting held that morning the following 
matters had been discussed : 

The Home Office Committee which was inquiring into the question of Coroners’ 
Inquests had advised Dr. Haynes, unofficially, that they would be pleased to receive 
any views regarding this question from the Association. If any members had any 
comments to make Dr. Haynes would be glad to receive them. 

The question of the publication of the Journal at more frequent intervals and 
as a purely scientific journal had been discussed by members of the Research and 
Clinical Committee and the Editors. It had been agreed that the Journal should 
be published six times a year, and that purely domestic matters should be printed 
separately and issued to members of the Association only. Though the more 
frequent publication of the Journal might involve increased expenditure, it was 
hoped that this would lead to an improved status of the Journal and incidentally 
an increased demand. 

The General Secretary had had an interview with the Chairman of the Board 
of Control concerning the question of Mental Health Services. It was suggested 
that a few representatives of the Association should be chosen (that afternoon) to 
discuss the subject with the Board of Control. Dr. Petrie also reported that he 
and Dr. Worth had had an interview with the B.M.A., and that the B.M.A. were 
very willing to assist in the matter. 

Dr. Turner had given the views of the Mental Deficiency Committee on the 
Report of the Mental Health Services Committee, and as a result it was agreed 
at the Council Meeting that Para. 1 of this Report should now read : 

(1) That the Local Authorities should be encouraged to form a Mental 
Health Committee by combining the powers of the present Mental Hospital 
and Mental Deficiency Committees so as to embody the statutory duties 
of the existing Mental Deficiency Committees and include ancillary activities, 
such as mental observation wards, mental out-patient clinics, child guidance 
clinics, delinquency, social and after-care work, etc. 

Dr. Worth was appointed Representative of the Association at a Conference 
with the Incorporated Association of Clerks and Stewards of Mental Hospitals, 
the Mental Hospital and Institutional Workers’ Union and the Mental Hospitals 
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Association concerning the Asvlums Officers’ Superannuation Act, 1909, Asvlums 
and Certified Institutions Act, 1918, and Report of the Deputy Government 
Actuary 1931, with a view to making further representations to the Minister of 
Health on the lines of their Report in Mav, 1932. 

Dr. Petrie reported that representatives of this Association had had an inter- 
view with the Mental Hospitals Association concerning Occupational Therapv. 
The Mental Hospitals Association were under some misapprehension concerning 
this matter, and it was agreed that a memorandum should be forwarded to them 
explaining the views of the Association. 

Dr. WORTH added that he himself had had an interview with the Chairman of 
the Board of Control concerning the Mental Health Services. That course was 
necessary because it appeared that the Municipal Workers’ Union and other bodies 
were trying to bring in superannuation schemes which were not as good as their 
own. In 1932 representations were made to the Minister of Health stating the 
views of the Association. These might have been forgotten, but they hoped to 
renew their acquaintance with the Minister and put their views before him. 

The PRESIDENT asked for the approval of the meeting to the action taken by 
the Council, and this was given without dissent. 


ELECTION OF NEW MEMBERS. 


The PRESIDENT nominated as scrutineers for the ballot Dr. Skottowe and Dr. 
Ford Robertson. 
The following were unanimously elected members : 

TORRANCE, LIONEL STANLEY, M.B., Ch.B., D.P.M., L.M., District Medical 
Officer and Public Vaccinator, Warwick County Council; ‘‘ Dunedin ”’, 
Kingsbury, near Tamworth, Staffs. 

Proposed by Drs. L. H. Wootton, R. W. Armstrong and R. Worth. 

SCOTT, WILLIAM CLIFFORD MUNROE, B.Sc., M.B., L.C.P.S.Ont., L.M.S.S.A., 
D.P.M., Assistant Medical Officer, Maudsley Hospital, S.E. 5. 

Proposed bv Drs. E. Mapother, A. Walk and L. Minski. 

ROBERTS, REGINALD F., M.B., Ch.B., Medical Officer, County Mental 

Hospital, Rainhill; St. Fillans, Elton Head Road, St. Helens, Lancs. 
Proposed by Drs. E. F. Reeve, C. B. Bamford and J. Ivison Russell. 

CARSE, JosHua, M.D., D.P.M., Assistant Medical Officer, County Mental 
Hospital, Rainhill, Lancs; St. Fillans, Elton Head Road, St. Helens, 
Lancs. 

Proposed by Drs. E. F. Reeve, C. B. Bamford and J. Ivison Russell. 

HURLEY, THEODORE EGAN, M.B., B.S., D.P.M., Second Assistant Medical 
Officer, Knowle Mental Hospital, Fareham, Hants. 

Proposed bv Drs. J. L. Jackson, C. E. A. Shepherd and S. E. Martin. 

Ross, CHARLES MACDONALD, M.B., Ch.B.Edin., Assistant Physician, Craig 
House, Edinburgh ; Craig House, Morningside Drive, Edinburgh. 

Proposed by Prof. D. K. Henderson, Drs. T. R. C. Spence and R. G. 
McInnes, 


DISCUSSION ON ‘' MENTAL HEALTH SERVICES ”. 


Dr. A. A. W. PETRIE: In opening this discussion on Mental Health Services, 
I propose to discuss the Memorandum of the Special Mental Health Services Com- 
mittee, a copy of which I assume to be in your hands. The text as amended at 
the request of the Mental Deficiency members by the Council of the Royal 
Medico-Psychological Association on May 15 is as follows: 

(1) That the local authorities should be encouraged to form a Mental Health 
Committee, by combining the powers of the present Mental Hospitals and Mental 
Deficiency Committees so as to embody the statutory duties of the existing Mental 
Deficiency Committees and to include ancillary activities, such as mental observa- 
tion wards, mental out-patient clinics, child guidance clinics, delinquency, social 
and after-care work. 
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(2) That the Mental Health Committees should be independent of the other 
committees of the Local Authority concerned. 

(3) That a medical officer should be the chief adviser of such Mental Health 
Committee in each area, and that he should have at least ten years’ experience in 
mental work. (The term ‘‘ mental ” is here used in its broadest sense.) 

(4) That adequate representation of the specialized needs of both mental dis- 
orders and mental deficiency will be necessary. 

(5) That the medical superintendent of each institution should have paramount 
control within his own institution, subject to the Committee of Management, to 
which he should have unrestricted access. 

(6) That such a Mental Health Committee should be formed despite any possible 
alteration in the existing statutory powers of the Mental Hospitals and Mental 
Deticiency Committees. 

(7) That the collaboration of the British Medical Association in support of such 
a policy should be obtained. 

In drawing up the above recommendations, the Committee have had under 
consideration the Scottish memorandum referred to them. | They have also realized 
that in marry areas arrangements exist satisfactory to those concerned, but they 
submit the above policy as a guide to safeguard the position of the Association’s 
members during the further process of centralization and co-ordination now 
Initiated. 

The original reading of Paragraph 1 was as follows : 

“That the Local Authorities should be encouraged to form a Mental 
Health Committee by enlarging the powers of the present Mental Hospitals 
Committee so as to embody the statutory duties of the existing Mental 
Deficiency Committees, and include ancillary activities, such as mental 
observation wards, mental out-patients’ clinics, child guidance clinics, 
delinquency, social and after-care work, etc.” 


The reasons for retaining the statutory powers of the present Committees are 
considered elsewhere in this discussion. 

This Mental Health Services Committee was appointed, I think, about six 
months ago, and has heard the views of a considerable number of members of the 
Association, and gradually formulated a policy for the Association. 

We heard numerous minor complaints from many sources, and those complaints 
were of great diversity, showing that our members were running into new problems 
and new difficulties, and often in very different ways. We tried to correlate these 
dithculties ; we tried to see what the difficulties were, and we ultimately came to 
the conclusion that the only possible way of dealing with the matter was to formulate 
a definite policy for the Association. 

To a great extent these difficulties started with the Act of 1929. Before that, 
the medical officers of various institutions concerned with mental health were in 
fairly close touch with the members of their governing bodies, but in 1929 this 
Local Government Act was passed, and the County Councils, from being little more 
than parochial bodies, became very important organizing bodies, dealing with 
many subjects, especially with regard to medical services. ‘Those medical services, 
which formerly were represented by a medical officer of health mainly concerned 
with preventive medicine have been expanded, until a large number of medical 
services are now controlled. In fact, the position is becoming rather more that 
of a Director-General not merely of Preventive Medicine, but of a large variety of 
medical services, which include general hospitals, fever hospitals, tuberculosis, 
children’s clinics, and a great variety of other activities. These activities of the 
county councils being so much expanded, they have naturally been trying to organize 
their resources, and are developing a regular system of government. In some of 
the large areas this progress in the path of what we may call bureaucratic organiza- 
tion has proceeded a long way. In smaller bodies it has hardly proceeded any way, 
but ultimately, there is little doubt, all these bodies will tend to organize on lines 
which will undoubtedly affect mental work—using ‘‘ mental ” in the broader sense. 
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And we desire that that organization shall be carried out on proper logical lines, 
lines which will be suitable and helpful to the members of our Association. I 
could quote a considerable number of examples to show that, so far, such organiza- 
tion has not always proceeded on lines which were helpful to our Association. We 
have heard of many things rather vaguely, without proof, but a number of instances 
have happened. We hear stories to the effect that there may be a lay superinten- 
dent appointed to somewhere in the Midlands; we hear stories from further north 
to the effect that a Public Assistance Department is contemplating building, without 
reference to the mental services, specialized observation wards to prevent patients 
going to the mental hospital in the early stages. We have heard, also, of lay officers 
who are becoming the chief executive officers, and of their people who are actually 
doing the work becoming subordinates of such officers, and having to take direc- 
tions from such officers on matters which intimately concern their mental work.” 

Other factors which come in ate that the statutory powers of the committees 
may possibly be altered by Act of Parliament. We hear that a certain home 
county is likely to do that, and that is a subject in which the Board of Control 
is particularly interested. 

All these things—some of which are vague, some pretty concrete—are happen- 
ing in this process of centralization and co-ordination, and other things are going to 
happen. For example, in one area the local organizer of the Mental Hospitals and 
Institutional Workers’ Union is on the central executive commttee, at which no 
medical officer is permitted to be present. 

There was the Haddo Committee, which made certain recommendations, and 
among them was one that bureaucratically or administratively trained people need 
not necessarily hold a qualification in the activity that they were organizing ; 
it even suggested, I think, the possibility of a lay medical officer of health, and 
considering the amount of evidence given to the committee by that type of worker, 
it was a not unnatural conclusion. For our own part we should naturally prefer 
that anything affecting medicine should be dealt with under medical direction. 
We decided, therefore, not to deal with the matter in detail, but to draw up a 
general memorandum of policy. 

Our different mental health activities are far too unimportant to occupy the 
full attention of very busy county councils, who are finding it very difhcult to 
perform all their greatly enlarged activities. Therefore, we felt that the first 
principle must be that, even if it involved a sacrifice of each one’s particular little 
liberty, we should form one unit, namely, that all mental health activities 
should, for their own benefit, combine, so that we shall be important enough to 
form a distinct unit of these large public bodies. 

Therefore, the first item of broad general policy we recommended was that local 
authorities shoi ld be encouraged to form a Central Mental Health Committee, but in 
order that there should be no differentiation between mental hospitals and mental 
deficiency institutions, we altered the first paragraph at the request of the Mental 
Deficiency Section, as stated in the beginning of this paper. As originally phrased, 
it was proposed to endeavour to retain the statutory power of the Mental Hospitals 
Committee by enlarging that statutory body to combine all the other activities. 
Many members felt that if the statutory powers of such a body were extinguished, 
many of the privileges of our present position will inevitably be removed. As 
stated, it is felt that a board, however constituted, combining all mental activities 
would be the best basis of a general policy. 

We are well aware that in certain cases there will be legal difficulties if this 
policy were to come into being. In some cases the existence of Boards differently 
constituted would require locally some change in the law. We are simply laying 
this down as a general goal to be aimed at, rather than attempting to dictate what 
shall be done in particular instances. 

The second recommendation is ‘‘ That the Mental Health Committees should be 
independent of the other committees of the Local Authority concerned '. That 
raises a very big and distinct issue, and that is the relationship which any of such 
combined activities shall bear towards the Public Health Committee of the county. 
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It is a point which this meeting will have to express its opinion upon, and it is only 
at a large meeting that one can ascertain the feelings of the members of this Asso- 
ciation. In that. connection I might say that the advice of the British Medical 
Association representatives, whom Dr. Worth and I met, was that we should make 
up our minds whether we should be independent of other medical activities. In 
their opinion it was better that we should form a body of our own, which should 
be related to, and, I am afraid, subordinate to, the public health organizations, 
because they felt that all medical activities should be fused together. They felt 
that an individual section should be formed, which would have adequate safeguards 
of reasonable autonomic action, but that we should be linked up with the main 
body of medicine under the medical officers of health. 

The third recommendation is “ That a medical officer should be the chief 
adviser of such Mental Health Committee in each area and that he should have had 
at least ten years’ experience in mental work ’’, ‘‘ mental” being used in the broader 
sense. We deliberately used the word “ adviser”, and not “chief executive 
otticer ’’, because what we are trying to aim at is an ordered liberty, not a medical 
bureaucracy, which may be even more dangerous than a lay bureaucracy. We 
suggested that he should be the chief adviser, stating that his duty is to advise, 
rather than to imperatively command. 

In Section 4 we say ‘‘ That adequate representation of the specialized needs 
of both mental disorders and mental deficiency will be necessary ”. We felt that 
if there was a chief adviser who was principally concerned with mental deficiency 
work, his chief assistant would be chiefly concerned with mental hospital work, 
or vice versa; but it is felt to be essential that one person should be the primary 
adviser. In large areas, where there are perhaps fifteen or sixteen large institutions, 
it is obvious that a committee cannot sit surrounded by more advisers than its 
constituent members. 

In No. 5 paragraph we try to safeguard reasonable autonomy: “ That the 
Medical Superintendent of each institution should have paramount control within 
his own institution, subject to the Committee of Management, to whom he should 
have unrestricted access’. That is a vitally important point, because in certain 
highly organized areas where there are local committees subordinate to a central 
committee, access to even the local committee may be checked by changing the 
terms of reference of such local committee, so that when one wishes to report, say, 
on such an immediate matter as medical staff, one may be informed that this is 
bevond the terms of reference of the local committee. How far such arrangements 
can be made legally, particularly with a statutory committee, seems doubtful, as 
one is required to report all matters of interest in regard to the hospital to the 
visiting committee. It is, however, obviously a very distinct and important point 
that any such advisers should not come between and prevent reports from a medical 
superintendent of a large institution to his committee of management. 

Paragraph 6 indicates that we think that the policy recommended should go 
forward, whatever the position as regards the statutory powers of visiting com- 
mittecs. 

Finally, we said “ That the collaboration of the British Medical Association 
in support of such a policy should be obtained ’’. I think this Association has 
always felt that it is a scientific association rather than a medico-political 
body. Obviously, in the British Medical Association there is such a body existing 
already, and with the co-operation of that body, which is in a far better position 
to enforce the profession’s demands, progress would be made. Further, if we were 
able to assist in framing that Association’s policy from within, we should not have 
some of the difficulties which have occurred in the past. As directed by the Council 
of the Royal Medico-Psychological Association, Dr. Worth and I attended and had 
an interview with the Secretaries of the British Medical Association. They seemed 
quite sympathetic to our views. We put forward a number of reasons, and told 
them the kind of things which were happening which, we thought, were against 
the general policy of medicine, and they agreed. We pointed out that we did not 
wish to form a rigid medical bureaucracy and we instanced one or two cases where in 
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such an organization a great restriction of the personal liberty of people controlling 
similar institutions to our own had occurred. 

We expressed the view that a person who is fit to be trusted to control an 
institution of two or three thousand people should have a certain very reasonable 
power of local control, and not be under very close, and, one might say, unnecessary 
control, from a central autocracy. They listened patiently to us, and they said 
that they would be verv glad to deal with this matter, that they thought it was a 
question that ought to be dealt with, that they were sympathetic towards the idea 
of the organization proceeding preferably under the medical officer of health, 
with safeguards against undue bureaucratic interference from them, or from any lav 
individual. They thought the matter would probably best be dealt with by a body 
such as their Public Health Committee. Steps could not be taken at the moment 
owing to the absence of so many of the members of the Association in Australia. 
but thev thought it would be possible to form a Committee of the British Medical 
Association which could deal with such questions of policy, always listening to the 
view of a representative Association like the Royal Medico-Psychological Asso- 
ciation. This proposed committee would be able to formulate policy and deal 
with the grievances of individuals concerned. 

I think the time has come to organize on such lines. If we do not organize, it 
is probable developments will occur which may not be favourable to the members 
of this Association. We wish to keep our liberty. I am personally against all 
undue interference, and against our being merely one subsection of a County 
Council’s Public Health Committee. I do not think that, assuming we form an 
independent committee of our own, it should be linked up with the public health 
work, because I think we shall all go forward if we are linked up with the general 
body of medicine, with the safeguards which the British Medical Association 
representatives felt they would be able to obtain for us. 

Dr. NOEL SERGEANT said that in an Association such as this each member 
ought to take an interest in the welfare of others. 

The situation was a very complicated one, and there were points which ought 
to be aired. The main point seemed to be the tendency to interference with the 
liberty of the medical man by bureaucratic bodies. There was a tendency to belittle 
the medical and to emphasize the importance of the laity. 

Dr. Petrie had s. id this Association was a scientific body, not a medico-political 
one. The speaker did not see whv this Association should not be a medico-political 
as well asa medical body. All members probably thought that the more the medical 
superintendent was left to run his own hospital, the better; how to put that 
tactfully to the bureaucracies was one of the problems which arose. 

Dr. E. J. FITZGERALD said he had been interested to hear that this Association 
had ceased to be a medico-political body. In 1913 the Association had issued a 
memorandum on the status of assistant medical officers which was about as political 
a document as was ever penned. The Medico-Psychological Association was then 
very much concerned with the conditions of assistant medical officers, but since 
then it seemed to be a crime to mention anything about such political activities. 
It had been said to-day that the British Medical Association should look after the 
members of this body. He strongly objected to the idea. In the past the latter 
body had done very little for this Association in matters attecting its bread and 
butter. He did not at all agree with handing the interests of members of this 
Association over to the tender mercies of the B.M.A. 

With regard to the Mental Deficiency Sub-Committee, this Association had not 
given all that that Committee wanted. It was onlv to be expected that when this 
adviser was appointed he, naturally, would advise chiefly from that aspect which 
he knew best, i.e., the mental hospital superintendents. He thought that friction 
would occur between those engaged in mental deficiency work and those who dealt 
with mental illness or insanity. The speaker considered that it was in the interests 
of medical superintendents as well as those concerned with mental defect that 
there should be a central service dealing with public health, and that there should 
be an interchange of personnel from one to the other. Venereal disease work, 
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tuberculosis work and other special lines went into their own grooves, and only saw 
preventive medicine from their own particular angles. If medicine was anything 
to-day, it was a preventive science, and he did not see why this problem should not 
be faced fairly, and why it should not be realized that this specialty of mental 
health must inevitably go under the medical officer of health. He would prefer 
to have his problems dealt with by a medical officer of health than by a mental 
hospital superintendent, because the latter tended to look down professionally 
on the mental deficiency people. Those who entered upon mental deficiency work 
were often regarded as those who had gone into a sterile world, where there was 
little to be done on the lines of curative medicine. Mental hospital people were 
trying to apply mental deficiency ideas to occupational therapy, and so were 
getting into a mess about it. They were difterent problems. Occupational 
therapy in the asylum was, in many important aspects, different from that applied 
in a mental defective institution. If there were to be advisers of these mental 
health committees, they must be such as would see through their own and other 
people's specialty. Both branches of their specialty were bound to meet, especially 
in regard to child guidance work and prison work ; and most important of all was 
preventive mental hygicne, and he, the speaker, failed to see how the proposed 
chief adviser could succeed in co-ordinating anything. 

Dr. W. J. T. KIMBER said he thought it might be of interest to many present to 
hear that the majority of the recommendations set out in the paper this afternoon 
were already in operation in Hertfordshire. In that county there was a Mental 
Deficiency Committee and a Mental Hospital Visiting Committee, and both had 
the same chairman and personnel, and, as far as he had been able to ascertain, 
the plan worked satisfactorily for everyone, i.e., medical officers of health, the 
speaker, and the mental deficiency side of the work. The mental hospital was 
running an out-patient department, with child guidance and vocational guidance 
departments, and arrangements had been concluded, through the medical officer of 
health, for a certain amount of control and regular vigits and consultations in the 
observation wards of the public assistance institutions. So, under existing legis- 
lation it was possible to carry out the proposals made in this Memorandum in a 
county area, where one could avoid the troubles and complications which larger 
authorities experienced. He thought it important to mention this, because the 
workings of it had to be built up from the point of view of the separate institutions, 
not from the administrative top downwards. As had already been said, the 
question of the control of the medical officer of health was bound to come. It 
was Inevitable that sometimes unpleasant people would have to be dealt with, 
though he had not vet had experience of such. He considered that this scheme, as 
set out, had great possibilities, as he had had practical experience of its working 
on simple lines for some time, and he had found that it worked well. 

Dr. F. DotGLas TURNER pointed out that at the meeting of the Mental Defi- 
ciency Committee it was the superintendent of the mental defectives’ colony in Dr. 
Kimber’s own area who laid most stress on the recommendation that the Central 
Mental Health Committee should be advised by the chief officer of the mental 
deficiency services in relation to all matters appertaining to that sphere. 

Dr. B. H. SHaw remarked that Dr. FitzGerald had stated that members of this 
Association were definitely coming under the medical officer of health. Of course, 
mental deficiency work must come under that otticer ; the speaker did not see any 
way out of that, because, after all, the defectives would be tackled as children, and 
they would eventually be all dealt with by the educational authorities. But he 
did not see why adults suffering from mental breakdown should come under the 
medical officer of health; they were purely hospital patients, and it was wrong to 
consider the interests of persons suffering from mental illness as identical in any 
respect with defectives. 

Dr. MacpboNaLpD remarked that he would like to say something on behalf of 
Scotland. To-day he did not see in the meeting many of his Scotch colleagues, 
but he thought the majority of them would be found willing to corroborate what 
he was about to sav. 
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He was whole-heartedly in sympathy with every item in the Memorandum 
which was the basis of Dr. Petrie’s speech, and he had good reason to be so. The 
first paragraph, dealing with the advice to form a Mental Health Committee, he 
regarded as extremely important. That had not been done all over Scotland, but 
he was speaking for Glasgow, which contained about a fifth of the population of 
Scotland, and in that city the arrangements in this respect had been entirely 
unsatisfactory. They were absolutely under the thumb of the medical officer of 
health, and that was, he considered, an enormous mistake. He would not talk 
about what should be the work of that officer, but he would say that in Glasgow— 
and he thought it held good with regard to some other parts of Scotland—the medical 
superintendent did not even attend meetings of the Mental Health Committee ; 
he had no direct access to them, everything being done through the medical otticer 
of health. He, the speaker, did not attend the meetings, unless there arose 
something on which the medical officer was incompetent to advise. That was an 
enormous mistake, and it was felt to be so more and more every day, and he 
therefore welcomed the enlargement of the powers of the ccmmittee in the wav 
indicated in this Memorandum. 

With regard to the powers of the superintendent in his own institution, he 
could give the meeting an example which was instructive. Some time ago the power 
of manager of the mental hospital farm was taken away from the superintendent. 
The General Board of Control of Scotland raised objections on the matter, and 
advised that the farm should be under the control of the superintendent. What 
did the Committee do ? They remitted the whole matter for report to the medical 
othcer of health, who was less competent—the speaker was able to say this as he 
knew the circumstances fully—for the administration of any mental hospital 
than the speaker was to advise as to the administration of the farm. The medical 
officer stated that the farm was introduced as an adjunct to the mental hospital 
in order to provide recreative work for the patients, and it would seem that in the 
opinion of that official it h4d now become a productive institution rather than a 
source of health for the patients. Therefore, the medical officer of health sand, 
there was no necessity for the farm to be under the medical superintendent of the 
mental hospital, but rather should it be under a farm manager, who should be 
independent. The point which the speaker wished to emphasize was the fact 
that the opinion of the medical officer of health was taken on the matter, not the 
speaker’s, nor that of other medical men in other mental hospitals. It was wrong 
to take the advice of the medical officer of health on such a matter, as he did not 
appreciate all the circumstances. 

In discussing this matter Dr. Macdonald said it was necessary to dismiss from 
mind any difference between mental deficiency and mental disorder. If members, 
as an Association, were not agreed upon what they wanted, they would not get 
what they wanted. Such a meeting as this was the place to discuss their ditferences 
first. It was the mental health of the community which was the Association’s 
care, 1.e., the mental health of the community as a whole. It was the outlook for 
the future which had to be considered, and his plea was that differences should be 
made straight at this meeting. It would be wrong to emphasize at this meeting 
any differences which were felt. 

He did not quite know what to think about seeking the support of the British 
Medical Association, for he felt that, in some respects, that Association was none 
too sympathetic towards the Royal Medico-Psychological Association, and the 
reason of that was not far to seek. Many medical men came into mental hospitals 
for a year or two and then passed out ; they felt they had no hope of promotion, 
but usually they thought they knew as much about the whole question as did 
anybody else. These people did not want medical superintendents to have all 
the power, especially with regard to consultative work. The British Medical 
Association advised its members not to employ consultants from amongst those 
who held full-time appointments in mental hospitals, and therefore there was no 
sympathy with the medical superintendent, who was the only man who could give 
reliable advice about mental disorders. He agreed with getting as much help 
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from the British Medical Association as possible, but he thought it would not be 
advisable to render this Association dependent upon it. There was no reason 
why the Royal Medico-Psvchological Association should not have political aims, 
particularly where these concerned the administration of the institutions. At 
present, a Departmental Committee was sitting in Scotland to inquire into the 
public health services, and it had included within its purview mental hospitals 
and mental deficiency institutions. It was as yet too early to speak of what 
that Committee was doing, but he had heard enough to make him believe that all 
matters affecting mental health services might be coming under the public health 
body, and that was a distinct danger. The public health administrators were 
becoming too grasping and too all-inclusive. With regard to diplomas in public 
health, it had been advised that this should include a course in psychiatry and 
eugenics, and the object of that, he thought, was to make it possible for a man 
who held a diploma in public health to come forward and say he had had experi- 
ence and had had training in psychiatry and eugenics. If it was a question of 
whether a man should take the D.P.M. or the D.P.H., he would advise the latter, 
as, judged by how things were going, that would be the job in the future. 

He was looking at these matters from the point of view of what would be for 
the benefit of the mental health of the community ; he felt sure that the tendency 
at the present time was in the wrong direction. The British asylums and mental 
deficiency institutions had for many years been outstanding among civilized peoples, 
and that was not because of research on our part, because in that matter we had 
been deficient ; it was because of the humane administration carried out ın them ; 
and that part would disappear if the medical superintendents became less respon- 
sible than they had been in the past. It was owing to the personality and the 
capacity of the medical superintendents in the past that the service had occupied 
such a high position. He wished to support in every way the Memorandum of this 
Sub-Committee. 

Dr. FLEMING said he thought there was a tendency to lose sight of the fact that 
in psychiatry the most important thing was the personal element between the 
medical superintendent and his patients; and he considered that the success of 
the work was due to that personal touch between them. There would be a tendency 
to lose that if these matters were to come under the control of the medical officers 
of health. When it was mentioned to the Mental Services Committee, some said 
there were no difficulties and that things went along smoothly. Dr. Macdonald 
had pointed out how things were working in Glasgow. In some places the clerk 
of the county council was the chief officer, and the medical officer of health was the 
lackey of the clerk to the county council. Medical superintendents would come 
under the thumb of a man who was under the thumb of the clerk of the council, 
and medical superintendents in the future would occupy a very minor position in 
the community. The clerk of the council and the medical officer of health seemed 
to be the chief officials, and the medical superintendent would apparently be very 
‘small beer ” in comparison with the others. When personal matters between 
the medical superintendent and the patient came up at a committee meeting, the 
medical superintendent was not even present. In the case of some public bodies, 
medical superintendents could not even give medical officers testimonials, as the 
testimonials must come from the clerk, who, however, knew nothing about the 
work. There was a stereotyped testimonial, which, therefore, was valueless. 

Dr. SKOTTOWE said he would like to support, rather strongly, most of the views 
which were put forward by Dr. Macdonald, as that was the proof of the pudding. 
The meeting had been told what had happened in an area where the administration 
of municipal mental hospitals had come under the control of the medical officer 
of health. Asa matter of principle, the speaker personally would have no objection 
to having his pure administration under the control of the medical officer of health ; 
but he would qualify that with the proviso that the medical officer of health should 
co-operate rather than dictate. If one could be certain that every medical officer 
of health and every medical superintendent would work hand-in-glove and not 
cross each other, he did not see any logical case or cause for keeping the mental 
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health services away from the other health services ; one might as well say that the 
tuberculosis officer, the V.D. officer, the obstetrician and the pediatrist should each 
have autonomous power. Health was health, and it did not matter whether it 
was mental or phvsical health. With the growth of democracy it was not possible 
to dissociate the present situation which had arisen from the very obvious change 
in the personnel of local authorities which had taken place since the passing of the 
Local Government Act of 1888—a change which had occurred gradually through the 
whole of this century. With that had come what he regarded as the danger of 
over-administration. Everything now had to be so much according to rule and 
red-tape that there was a real danger of getting further and further away from 
clinical medicine. He would have no objection at all—and probably there were 
some present who shared his view—if he were not to have direct access to his com- 
mittee. He, personally, would be glad if administration proper were taken from 
his shoulders, so that he could be left to do his clinical work, the clinical work 
which one always hoped one would be able to do, but under existing conditions 
was impossible to the extent which one would desire. Members were not being 
very logical in this matter. If they were going to say there was a sound case for 
a split-off of the mental hospitals service from the general health services, there 
would be an equal case for a split of, say, the V.D. service from the gynecological 
and other services in physical medicine. Also one might as well expect one man 
to have control of brain surgery, another of gynzcology, each with his own com- 
mittee of management, which would be ridiculous. The fact was that with the 
advances in democracy there was more tendency for all sorts of people to have 
access to committees; there was a greater tendency on the part of local authorities 
to say “ We are paving for it; we will dictate ’’, which was the reverse of the case 
in private work. There was also at the present day more tendency to regard with 
suspicion those who were experts. Therefore it was clear that something must 
be done to protect the clinical aspects of the service, if not the medical super- 
intendents—for, frankly, without any wish to be offensive, it seemed that this 
Memorandum was more for the protection of superintendents than it was for the 
protection of patients and of psvchiatry—from “ committee rule ” and over- 
administration. It was a matter he agreed with ; but something must be done to 
safeguard the medical position, which seemed to have been rather lost sight of in 
this argument as to who was to have access to the committee. 

This Committee of the Association had carefully considered a good deal of 
evidence, and it had made recommendations to avoid a certain situation. The 
meeting had heard, from Dr. Macdonald, what had happened when that situation 
had arisen; and, in view of those things, he said, without qualification, that he 
would whole-heartedly support the recommendations made in the Memorandum, 
in their general principle. But he would add this: that he deeply regretted that 
a situation had arisen in which it had become necessary for members of the Asso- 
ciation to take any such steps at all. 

Dr. B. H. SHAw (Staftord) pointed out that there was a distinct difference 
between mental illness and physical illness, namely, that in the former the liberty 
of the subject was concerned. The last speaker (Dr. Skottowe) seemed to implv 
in his remarks that they were similar, but that was not so. The Lord Chancellor's 
side must be considered. 

Dr. REGINALD WORTH suggested that the meeting had been discussing this 
Memorandum from a one-sided point of view. In the third line of it it was stated 
that the Committee had held a number of meetings, and it was decided that it 
should oppose any endeavour to abolish the present statutorv powers of the Mental 
Hospital Committees, and suggested that legal advice should be obtained as to 
what might be involved in regard to this. So far those powers had not been 
mentioned, except in Dr. Petrie’s opening statement. That was the danger that 
mental hospitals were suffering from, i.e., that the statutory bodies, as they were 
now, showed a tendency to make them mere committees of the county councils, 
taking away their statutory powers. Those who had been in the service a long time 
knew how pleasant it was to work under a committee with statutory powers. 
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Some county councils had dispensed with some of those powers, and things had been 
rather difficult for those who were working in those situations in consequence 
of that. It appeared to him that if a committee had statutorv powers, it should 
do its utmost to stick to those powers. Medical psychologists had their masters, 
the Board of Control, whom they looked up to, and turned to for help in their 
difficulties, whose aid they sought, and whose advice carried great weight. He 
thought the Association ought to consult the Board of Control on the point which 
had now arisen, especially on this question of statutory powers. 

Secondly, there was the discussion which had been heard to-day concerning 
medical officers of health. Both advice and assistance were needed. It appeared 
to him—and he knew, indirectly, that it was the feeling also of the Board of Control 
—that the Board of Control would like to help in this matter. That Board had 
views of their own, and Dr. Worth did not know whether thev coincided altogether 
with those of the majority of the members, but up to a point he knew they did 
coincide. He felt that the Association ought to appeal to the Board of Control. 
The best plan probably would be for a small sub-committee to be appointed who 
would go to the Board of Control and talk this matter out with them, so seeing 
how far views agreed, and to what extent ideas diverged. In this matter—one of 
grave importance—it was not wise to proceed in a hurry, as it was felt by many 
that we were now in the midst of very changeable times, and hence it was neces- 
sary to tread warily. The Board of Control would be able to give the Association 
much more information than any individual member could obtain for himself, 
even more information than members knew existed, and so it seemed a sound 
scheme that this Association should combine with the Board, and, if unity were 
found to exist, should take up a united attitude. If not, it would be clear what 
situation they would be in. He believed the Board would welcome the visit of a 
small committee of the Association, seeking their advice, and talking the matter 
over generally with them. With the permission of the President he would like 
to make the proposition: “ That a few members of the Association be chosen to 
consult with the Board of Control, with the object of ascertaining what can 
be done in the matter under discussion to-day.’’ If the Association were to 
proceed to deal with the matter on its own it was not certain where it would 
be. but in association with the Board of Control the conditions would be much 
stronger. 

With regard to the idea of seeking support from the British Medical Asso- 
ciation, though he accompanied Dr. Petrie and saw with him the secretaries of 
that Association, he agreed with what one speaker said about the British Medical 
Association. If this Association was strong enough to stand on its own legs, he 
would sav, let it do so; if it should be considered necessary to resort to the opinion 
of the British Medical Association he did not think that would be to their benefit. 

He would therefore like to know whether this meeting would be willing to send 
four or six representatives to consult with the Board of Control on this matter. 
No conclusion could be reached or a resolution passed to-dav, as the speeches had 
shown such divergent views; it would be for the Association to provide some 
stronger argument at some future meeting. 

Dr. C. W. SMITH seconded the proposal, which was carried. 

Dr. PETRIE, in reply, said he was aware that some such proposition as Dr. 
Worth had made might come forward ; it was of the very greatest importance that 
the Association shuuld consult with the Board of Control, and he hoped that good 
would come of it. At the same time, he thought any opinion ought to be deferred 
until such had happened. The British Medical Association, in its present co- 
operative mood, could represent ettectively the aims of this Association, and he 
thought the latter should not dissociate their minds from co-operation with that 
body, as it would at least be another way of bringing medico-psvchologists into the 
main channel of medicine. He hoped members of this Association were intelligent 
enough to prevent the other body from ensnaring their feet into paths which members 
would deeply regret. The first step, admittedly, was to have this proposed sub- 
committee to see the Board of Control, after which the matter could again be 
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brought before the Association ; so long as it was merely deferred, not shelved, 
he had no objection to that course. 

A diversity of views had been heard in this discussion. His own strong feeling 
was in favour of a complete autonomous government, co-ordinating with the 
medical officer of health. He felt the recommendation that the mental health 
committee should be independent of the other committees of the local authorities 
was sound, but personally he would like to see the words “ but linked to the public 
health services ” added to the above recommendation. 

The second speaker in the discussion presented the case in favour of remaining 
separate. The case in that respect was put ages ago by one Æsop, who had a 
parable about a number of sticks. When they were joined together, no man 
could break them, but when they were separate they could easily be broken indi- 
vidually. If those woıking in this specialty were to remain separate, and would 
not condescend to allow their individualism to be merged into the leaven of their 
common mental work, he feared they would be broken and absorbed separately, 
and that process, he thought, would not be pleasant. 

In answer to Dr. Macdonald, he would say that the Committee derived great 
benefit from the Scottish Memorandum, though there were some things which 
their Scottish friends were then considering, and on which their views showed a 
boldness greater than the Committee felt inclined to advocate. 

All sorts of minor matters of detail arose, but in preparing this Memorandum 
main principles were kept in mind, and now he hoped the Board of Control would 
be approached to hear what they had to say. After that, the Committee could 
come back to another general meeting, and then he hoped they would link up with 
the British Medical Association. If in the present mood for co-operation that 
Association's help could be obtained, it might help medico-psychologists to control 
the policy of that body from within, so that, possibly, in the future there would 
not occur such differences of opinion as had occurred in the past. He thoroughly 
agreed with Dr. Worth that the wise course was first to get the valuable help and 
counsel of the Board of Control. 

The PRESIDENT said he thought the sub-committee personnel should be chosen 
now, so as to avoid delay. 

The following gentlemen were chosen: Dr. Worth (President-elect), Dr. Petrie, 
Dr. Douglas Turner, Dr. Masefield. 

Dr. SKOTTOWE said he would like to see Dr. McCowan included, as his combined 
medical and legal training might be of great use. This was agreed to. 

Dr. MACDONALD thought a member from Scotland and one from Ireland ought 
to be on the Committee, so that both countries might be kept in touch with what 
was happening. 

Dr. SKOTTOWE pointed out that it was only England and Wales which was 
concerned in this. 

The PRESIDENT Said representatives from those countries would only be listeners. 

Dr. MACDONALD said he quite realized the position ; his remark was only in 
case inquiries were made. But if the Committee would have the information 
conveyed to the Divisions before final discussion it would meet the case. 

Dr. G. W. SMITH said the Secretaries of the Divisions could be written to. 

This course was agreed to, and the meeting terminated. 


SOUTH-EASTERN DIVISION. 


THE SPRING MEETING of the South-Eastern Division of the R.M.P.A. was held 
on May 22, 1935, at Littleton Hall, Brentwood, Essex, by the courtesy of Dr. 
H. G. L. Haynes. 

The following were elected : 
Divisional Secretary : Dr. R. M. Macfarlane. 
Divisional Chairman : Dr. H. G. L. Haynes. 
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Representative Members of Council: Drs. Haynes, W. Brown, R. M. Stewart, 
T. Lindsay, J. N. Sergeant and A. C. Sinclair. 
Dr. Haynes was in the Chair. 
The following were elected Members of the Association : 
Louis Rose, M.R.C.S., L.R.C.P., Assistant Medical Officer, Kent County 
Mental Hospital, Chartham, Kent. 
Proposed bv Drs. M. A. Collins, F. C. M. Taylor and Desmond Curran. 
E. W. ANbDERSON, M.D., M.R.C.P., D.P.M., Medical Director of Cassel 
Hospital. 
Proposed by Drs. C. H. Shearer, Noel Sergeant and G. W. Smith. 
MARGARET FRENCH, Medical Officer, Chiswick House, Pinner. 
Proposed by Drs. D. Macaulay, Noel Sergeant and G. W. Smith. 
FRANK H. HUNNARD, M.R.C.S., L.R.C.P., Medical Officer, Chiswick House, 
Pinner. 
Proposed by Drs. D. Macaulay, Noel Sergeant and G. W. Smith. 
EDWARD JAMES Boome, M.B., Ch.B., M.R.C.P., D.P.H.T.D., Divisional 
Medical Officer, L.C.C., and Visiting Medical Officer, Farmfield Certified 
Institution, L.C.C. Address: Greystacks, Hill View Road, Woking, 
Surrey. 
Mary LANGDON-Down, M.B., B.S.Lond., Assistant Medical Officer, Normans- 
field, Hampton Wick. 
Proposed bv Drs. R. Langdon-Down, Noel Sergeant and G. W. Smith. 
Members were entertained to lunch by Dr. Haynes and to tea by Mrs. Haynes. 


SOUTH-WESTERN DIVISION. 

THE SPRING MEETING of the Division was held, by kind invitation of the 
Committee of Visitors and Dr. J. S. I. Skottowe, at Cefn Coed Hospital, Swansea, 
on Thursday, April 25, 1935. 

Dr. J. L. Jackson was in the Chair. 

Apologies for absence were received from Dr. E. Barton-White, Dr. J. S. F. 
Leech, Dr. J. R. Benson and others. 

The minutes of the last meeting were read and confirmed. 

The Hon. DIVISIONAL SECRETARY referred to the loss the Division had sustained 
in the death of Dr. S. J. Gilfillan. 

Dr. S. Edgar Martin was elected Hon. Divisional Secretary, and Dr. J. L. 
Jackson and Dr. J. S. I. Skottowe were elected Representative Members of Council. 

With regard to the election of a Divisional Chairman, Dr. JACKSON pointed out 
that Dr. J. S. I. Skottowe, who had been nominated for the position, had since been 
appointed Medical Superintendent of Bucks County Mental Hospital, Stone, near 
Aylesbury, which was not in the South-Western Division. The Hon. Divisional 
Secretary had obtained the wishes of the Members of the Committee of Management 
and of Dr. Skottowe, and it was their unanimous wish that Dr. Jackson should 
continue to act as Chairman for another year. Dr. SKOTTOWE then proposed, and 
Dr. N. R. PHILLIPS seconded, that Dr. J. L. Jackson should be elected Chairman for 
the ensuing year, and this was carried unanimously. 

The following were elected as Ordinary Members: 

Davip Ruyp Owen, M.D., B.Sc., Medical Superintendent, Glamorgan 
County Mental Hospital, Bridgend. 
Proposed by Drs. N. Moulson, T. Lloyd Edwards and R. Worth. 
GWILYM TREHARRE JAMES, M.Sc., M.B., B.Ch., Assistant Medical Officer, 
Dorset Mental Hospital, Herrison, Dorchester. 
Proposed by Drs. J. L. Faull, J. J. B. Martin and S. Edgar Martin. 
Isaac JoHN Davies, M.B., B.Ch.Wales, B.Sc.Wales, D.P.M.Eng., Senior 
Assistant Medical Officer, Cardiff City Mental Hospital, Whitchurch, 
Glamorgan. 
Proposed by Drs. P. K. McCowan, M. L. M. McCowan and T. J. 
Hennelly. 
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SAMUEL LEoPoLD LAST, L.R.C.P., L.R.C.S.Edin., L.R.F.P.&.S.Glasg., 
M.D.Berlin, Post-graduate Research Student, Cardiff City Mental 
Hospital, Whitchurch, Glamorgan. 

Proposed by Drs. P. K. McCowan, M. L. M. McCowan and T. J. 
Hennelly. 

JouN Francis LovEL Barnes, M.A., M.R.C.S., L.R.C.P., Clinical Assistant, 
Department for Nervous Disorders, Radcliffe Infirmary, Oxford ; Clinical 
Assistant, Oxford Educational Committee Child Guidance Clinic ; Little- 
cote, Thame, Oxon. 

Proposed bv Drs. T. S. Good, R. Worth and G. Warwick Smith. 

THOMAS JOHN KILPATRICK BROWNLEES, M.R.C.S., L.R.C.P., Assistant 
Medical Officer, Devon Mental Hospital, Exminster, near Exeter. 

Proposed by Drs. R. Eager, C. F. Bainbridge and R. A. G. Penny. 

SYDNEY THOMAS HAYWARD, M.B., B.S.Lond., M.R.C.S., L.R.C.P., Assistant 
Medical Officer and Pathologist, Devon Mental Hospital, Exminster, 
near Exeter. 

Proposed by Drs. R. Eager, C. F. Bainbridge and R. A. G. Penny. 
Dr. S. Edgar Martin was nominated to serve on the Mental Nursing Advisory 
Committee to the General Nursing Council. 
The following nominations for Posts of Examiners were made: 


Preliminary Nursing Examination ; : . Dr. J. S. F. Leech. 
Final Nursing Examination i ‘ : . Dr. J. S. I. Skottowe. 
Nurse Examiner : . Miss Guyatt. 


With regard to the place of the Autumn, 1935, meeting, Dr. ELIZABETH CASSON 
mentioned that she would be pleased to have the meeting at Dorset House, Clifton, 
Bristol, and it was unanimously resolved to leave the matter in the hands of the 
Hon. Divisional Secretary to arrange. 

Dr. J. S. I. SKOTTOwE then read an interesting paper, which he had written in 
conjunction with Dr. M. R. Lockwood, entitled, ‘‘ The Fate of 150 Psychiatric 
Out-Patients ’’ (vide p. 502). The following took part in the discussion which 
followed: Drs. SKOTTOWE, JACKSON, Dawson, N. R. PHILLIPS, LocKwoop, 
BEDFORD and MCGREGOR. Dr. SKOTTOWE replied to the various points raised 
during the discussion. 

On the motion of the CHAIRMAN a hearty vote of thanks was unanimously 
proposed to Drs. Skottowe and Lockwood for their paper. 

During the morning an opportunity was afforded members of inspecting the 
Hospital and grounds of this recently-built hospital, with its modern equipment. 

The members were very kindly entertained to lunch and tea by the Committee 
of Visitors, and a hearty vote of thanks was accorded to them and Dr. Skottowe for 


their hospitality. 


NORTHERN AND MIDLAND DIVISION. 


THE SPRING MEETING of the Division was held, bv the courtesy of Dr. R. Clive 
Walker, at West Riding Mental Hospital, Menston, near Leeds, on Wednesday, 
April 24, 1935. There were 23 members and 6 visitors. j 

During the forenoon members were shown round the Hospital, and were after- 
wards entertained to lunch. Dr. Edgerley proposed a vote of thanks to Dr. 
Walker and the Visiting Committee for their kind hospitality, and the Chairman of 
the Visiting Committee responded. 

Dr. Edgerlev presided, and the meeting began at 2 p.m. 

Apologies for absence were communicated from Drs. Brunton, Cormac and 
Boyle. 

‘The minutes of the previous meeting were confirmed. 

The Divisional Committee reported that the membership of the Division was 
now more than 200, and recommended that a fourth Representative Member of 
Council should be elected, in accordance with Bye-Law 64. 
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The following candidates, after ballot, were elected Ordinary Members of the 
Association! 

THoMAS McFAnDDEN HAUGHIE, M.B., Ch.B., D.P.H., Assistant Resident 

Medical Officer, County Mental Hospital, Whittingham, Preston, Lancs. 
Proposed by Drs. Grant, Mackay and Murray. 

ROBERT GORDON ALEXANDER MCLAREN, M.B., Ch.B.Aberd., B.Hy., D.P.H. 
Dur., Assistant Medical Officer, County Mental Hospital, Whittingham, 
Preston, Lancs. 

Proposed by Drs. Grant, Mackay and Murray. 

EDITH GWENDOLINE LIMMEX, M.R.C.S.Lond., L.R.C.P., D.O.M.S., D.P.M. 
Lond., Assistant Medical Officer, City Mental Hospital, Winson Green, 
Birmingham. 

Proposed bv Drs. Forsyth, O’Reilly and Graves. 

Cepric HOLMES, L.R.C.P., L.R.C.S.Edin., L.R.F.P.S.Glas., L.D.S.Liverp., 

Assistant Medical Officer, County Mental Hospital, Chester. 
Proposed by Drs. Grills, Gillespie and Russell. 

JAMES STANLEY JOHNSON, M.B., B.S.Dur., D.P.M.Leeds, Assistant Medical 

Officer, Storthes Hall Mental Hospital, Kirkburton, near Huddersfield. 
Proposed by Drs. Ewing, Bruce and Alexander. 

NEIL MCEACHRAN MONTGOMERY, M.D., D.P.M., Senior Medical Officer, 

Storthes Hall Mental Hospital, Kirkburton, near Huddersfield. 
Proposed by Drs. Ewing, Bruce and Alexander. 

THOMAS PaTRICK CURRAN, M.B., Ch.B., B.A.O., D.P.M., Deputy Medical 

Superintendent, County Mental Hospital, Prestwich, near Manchester. 
Proposed by Drs. Gifford, Howie and McGlashan. 

-Hutcuison Burt, M.B., Ch.B., D.P.M.Leeds, Assistant Medical Officer, 

West Riding Mental Hospital, Wakefield. 
Proposed by Drs. McGrath, Thomas and Wilson. 

SAMUEL JOHN Laverty, B.A., M.B., Ch.B., B.A.O., L.M., D.P.M., Medical 
Superintendent, Harmston Hall Colony, and Medical ‘Adviser, Lincoln- 
shire Joint Board for the Mentally Defective. 

Proposed by Drs. Stewart, Marsh and Ashby. 


The following officers were elected : 
Hon. Secretary : Dr. J. Ivison Russell. 
Representative Members of Council : Drs. Edgerley, Archdale, Thomas, 
McGrath. 
Chairman : Dr. Edgerley. 
Member to serve on Nursing Advisory Committee : Dr. H. Dove Cormac. 


The following were nominated as Examiners: 
Preliminary Nursing Examination : Dr. McGrath. 
Final Nursing Examination : Dr. Drury. 
Final Mental Deficiency Examination: Dr. Stephens. 
Professional Examination : Drs. Menzies and Potts. 
Nurse Examiner: Miss Moore. 

It was resolved that the Secretary be asked to arrange date and place of the 
Autumn Meeting. 

The Secretary having stated that one of the Division’s four Representative 
Members of Council and the Examiner for the written portion of the Preliminary 
Examination should be Assistant Medical Officers, and that it was customary to 
appoint a Medical Superintendent as Examiner for the written portion of the Final 
Examination, it was proposed by Dr. Richard Handley and resolved: “ That in 
the opinion of this meeting, any restriction of officers to a particular class of member 
is to be deprecated. ”’ 

Dr. ARTHUR Poor stated that Chief Examiners had been appointed who were 
not members of the Association, and it was resolved that this practice was undesirable. 

The Secretary was instructed to submit these resolutions to the Council. 
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The following papers were read, and several members took part in the discussion 
that followed in each case: 
“ A Pedigree of Huntington’s Chorea,” by Dr. E. T. Thorpe. 
“ Some Observations on the Pitressin Test for Epilepsy,” by Dr. J. L. Clegg. 
“Some Reflections on the Mental Treatment Act,” by Dr. David Perk. 
The meeting closed at 5.30 p.m. 


PAPER.—‘‘ Some Reflections on the Mental Treatment Act,’ by DAVID PERK, 
M.D., D.P.M. [A bstract.] 


The two questions to which our analysis attempts to supply answers are : 

(1) Is the Act attracting to the hospital early cases ? and (2) Does treatment of the 
early case lead to a higher recovery-rate ? 

My analysis is based on the figures yielded by the voluntary admissions into 
Menston Mental Hospital. 

From January I, 1931, when the Act came into force, until the end of the first 
quarter of 1935, the total number of voluntary cases admitted into Menston was 
107. The numbers have mounted yearly: thus, in 1931, 9 were admitted; in 
1932, 9; in 1933, 20; in 1934, 53; and in the first quarter of 1935, 16. 

During the same years the total numbers of direct admissions into the hospital 
were: In 1931, 258; in 1932, 295; in 1933, 371; and in 1934, 354; so that the per- 
centages of the voluntary in the total direct admissions for those years were: In 
1931, 3.5% approximately, in 1932, 3% approximately, in 1933, 5'42% approximately, 
in 1934, 15% approximately. 

To discover how early in the development of a case it reaches a mental hospital 
our only guide is the duration before admission. This, unfortunately, is not always 
reliable. 

Up to the present, the voluntary admissions have, in the main, belonged to a 
higher social status than the generality of certified admissions, with the result that 
more detailed information is obtainable in the case of the former class of patient. 
The comparison between the durations before admission in the two classes of patients 
is vitiated, therefore, to some extent by the fact mentioned. 

The following are the durations before admission of voluntary admissions for 
each year from 1931 to 1935: 


Extremes of Duration. 


Minimal. Maximal. Average duration. 
1931 : Few days ‘ 2 months i 5 weeks. 
1932 ; 3 weeks ; 4 vears i II months. 
1933 : Few days ae 6 na : 9 si 
1934 z . 7 » . 94 u 
1935 ; 2 weeks ‘ 7 = s 226 ,, 


(1st quarter) 


That the conception of an average duration before admission per case is not 
fantastic receives support from the figures. If we omit 1931, during which vear 
the Mental Treatment Act was being studied rather than applied, and the first 
quarter of 1935, because it is not a comparable period, we have figures which approxı- 
mate fairly closely ; thus, in 1932 the figure is ıı months, in 1933, 9 months, in 
1934, 94 months. The average figure for these three years is 9'8 months. 

Of the 78 voluntary cases admitted during the three years analysed, only a few 
more than half (44) were admitted with a duration under 6 months. In 1932 the 
cases with a duration before admission under 6 months were one-third of the total, 
in 1933 two-thirds of the total, in 1934 about half of the total. The first quarter 
of 1935 again shows the proportion to be one-third of the total. 

The question that arises from these figures is this: Does a duration before 
admission of some 10 months represent an early case or not ? 

Comparison of the durations before admission of the voluntary cases with those 
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of the certified cases cannot supply a categorical answer, but we would expect 
to find that if the voluntary case is an earlier case, the duration before admission 
of the voluntary case would be shorter than that of the certified case. Actually the 
reverse is found to be the case; so that whatever stage 10 months’ development 
of a case represents, it is a later stage in the instance of the voluntary than in 
that of the certified case. 

In comparing the durations before admission of the certified cases, I am em- 
ploying the figures obtained in each year, 1932-34, for 78 successive certified 
admissions. 78, you will recall, is the total number of voluntary admissions for 
the period 1932-34. I am taking the same number of certified admissions so 
as to avoid a greater dispersion of the average figure. The difficulty, of course, 
is that 78 represents only a proportion of the annual admissions ; and so, in order 
to minimize the effect of selection, I am taking as the basis of my statistics 78 
successive certified (direct) cases admitted in the beginning of 1932, in the middle 
of 1933 and in the end of 1934, omitting cases of imbecility and idiocy dating 
from birth. 

I want to mention first that in 1932 there was a case with a duration before 
admission of 17 years, in 1933 one of ıı years and in 1934 another of 8 years. 
Including these weighty figures, the average duration before admission in 1932 
was 7 months; in 1933, 4 months, and in 1934, 4°6 months, which three figures 
average 5'2 months. This, you will note, is a little more than half of the duration 
before admission of the voluntary cases. 

More illuminating still are the numbers admitted with a history of less than 6 
months’ duration. In 1932 five-sevenths of the certified admissions had a history 
of less than 6 months; and in both 1933 and in 1934 six-sevenths came within 
6 months of commencement of their symptoms. With the voluntary admissions, 
no more than one-half of the cases were received within the 6-months period 
alluded to. 

The Mental Treatment Act does not therefore appear so far to have achieved 
its object of attracting the early cases to the mental hospital. It would appear, 
in fact, that what the Mental Treatment Act has effected is a rescue of the mild 
chronic case from home imprisonment. It was the mild nature of the psychosis 
plus the family dread of certification which kept the chronic psychotic at home. 
The Mental Treatment Act has paved an easy path to the mental hospital for these 
cases. 

The voluntary case, though a comparatively mild one, is not, as already observed, 
an early case. 

The certified case represents a severer type of psychosis, but it arrives in the 
hospital, as a rule, at an earlier stage. 

In referring to the voluntary case as a mild chronic type I have not intended to 
convey that it is not recoverable. The chronicity, as already made plain, refers 
to the duration before admission. I propose, however, to tabulate the recovery 
rate of the voluntary class, year by year, and to compare it with that of the 
certified class, to discover whether, in fact, the voluntary case is more or less 
recoverable than the certified case. 

I calculate the recovery-rate as the recoveries to date of the direct admissions 
in each year. Thus, in 1932 there were 9 voluntary admissions; of these 3 have, 
up to date, been discharged recovered, giving a percentage of 33°3. 

The comparable figures for voluntary and certified classes are as follows: 


Percentage recovery-rate for— 


Voluntary class. Certified class. 
1932 . 333 . 24 
1933 $ 40 i 30 
1934 . 35'8 . 19°6 


These figures would seem to show that there is a higher recovery-rate for 
voluntary cases. But an interesting side-light is thrown on these figures by a con- 
sideration which is readily overlooked. When one comes to scrutinize the names of 
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the voluntary admissions, there emerges the fact that we are dealing with the same 
patient over and over again. The same patient who breaks down three times 
within the course of a year and recovers on three occasions can hardly be considered 
to add three recoveries to the total. I have, therefore, drawn up two further 
sets of recovery-rates, eliminating those cases of recovery which had been pre- 
viously discharged within a year of the present admission. There is, I would 
remark, a great disparity between the numbers of voluntary admissions which 
have a history of a previous discharge from hospital within a year of the present 
admission and the number of certified cases with the same history. The figures 
I quote refer to the recovered cases only. Of the 30 voluntary cases which recovered 
in the year 1934, 13 had been previously discharged within a year of their admission, 
which gives a percentage of 43. The percentage in the case of recovered certified 
cases for that period is 9'5. 
The corrected recovery percentages are as follows : 


For 1932 for voluntary class 11; for certified class 21. 
a? 1933 » »? 20 ; v9 a9 274. 
» 1934 4, ii 220, 5 se 18. 


The figures, averaged, give for the voluntary class a percentage recovery-rate of 
17'g and for the certified class 22°1. So that when one eliminates the small group of 
patients who break down repeatedly, come into hospital readily and recover after 
a short stay, we find that actually the main group of voluntary cases 1s even less 
recoverable than the certified cases. At the same time it ought to be emphasized 
that the voluntary form of admission is eminently suitable for the chronically 
recurrent case. This is borne out by the figures I have given, indirectly by the 
difference these recurrent cases make to the recovery-rate, and directly by the 
comparatively frequent histories of previous admissions of the recovered cases. 

The duration in hospital of the recoverable voluntary case is much shorter 
than that of the recoverable certified case. The voluntary case is out, on the 
average, at the end of five months, whereas the certified case does not leave the 
hospital till well after that. 

I turn next to the fate of the voluntary admissions. 

Of the 107 voluntary cases admitted since 1931, 30 remain in hospital to date 
as voluntary patients, 3 have been regraded to temporary and certified classes, 
3 have died, 37 have left either relieved or not improved, and 34 were discharged 
recovered. Thirty-seven discharged relieved and not improved is 34°6°, of the 
total. It is by a comparison with the same discharges of certified patients that 
the grossness of this percentage becomes patent. The percentages of the discharged 
relieved and not improved on the direct admissions compare as follows : 


For 1932 for certified class 12°3 ; for voluntary class 44°4. 
a» 1933 vs ” 94 ; „ ae 35- 
23 1934 a” 98 14 $ a3 9 34- 


What is more, the patient who leaves the hospital without improvement has 
not stayed long in the hospital. He is out on the average at the end of three months. 

The obvious conclusion to be drawn from those figures is that the voluntarv 
case will not stay in a mental hospital. This haste of the voluntary case to leave 
the mental hospital explains (a) the lower recovery-rate in the voluntary class, and 
(b) his comparatively early return, as judged by the frequency of his readmissions. 

The diagnoses of the voluntary cases on admission show some interesting 
differences from the diagnoses of the certified cases on admission. The 107 volun- 
tary admissions are grouped as follows, in percentages: Melancholia 40°, (42). 
dementia præcox 11°% (12), confusional insanity 8'3% (9), delusional insanıty 
8°3°% (9), presenile dementia 7°5% (8), mania 7:5% (8), insanity with epilepsy 
6:5% (7), dementia paralytica 3°7% (4), neuroses and hysteria 3°7°% (4), C.M.D. 
28%, (3), manic-depressive '9°% (1). 

The order with the certified admissions, taking for the purpose the figures for 
1933, is as follows: Melancholia tops the lst, but with only 22:2% of the total 
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admissions ; mania accounts for the same percentage ; then follow confusional 
insanity (15'4°%,), delusional insanity (10%), insanity with epilepsy (8°), general 
paralysis and dementia, senile and secondary (7'3% each), dementia preecox (32%), 
C.M.D. (2°2°), insanity with grosser brain lesions (1°9°), stupor, manic-depressive 
and obsessional neurosis (*27°% each). 

The observations which those figures inspire are : 

(1) That whereas melancholia forms two-fifths of the voluntary admissions, it 
forms only about one-fifth of certified admissions. In other words the Act is 
attracting the melancholic to the hospital. 

But the melancholic, happy nowhere, is least likely to find happiness in a mental 
hospital, and his early exit is very understandable. 

(2) The relatively high percentage of dementia pr&cox cases is a noteworthy 
feature. 

My experience with voluntary dementia precox admissions is that they want 
to leave as soon as they enter the hospital, but they can, as a rule, be persuaded to 
give the place a trial, and the result is that before a fortnight or a month has passed ' 
the patient settles down, and from then onwards the outer world is lost to him, 
and all desire to leave the hospital vanishes. He becomes a member of the chronic 
population of the hospital. Eight of the 30 voluntary admissions still in hospital 
are cases of dementia pr&cox. 

(3) Neuroses and hysteria account for 3:7% of the voluntary admissions, as 
compared with ‘27°, of the certified admissions. My view about the neurotic is 
that he, even more than the psychotic, requires to be removed from home 
surroundings. 

Environmental stress is not nearly such a potent factor in the causation of a 
psychosis as it 1s in a psycho-neurosis. The psychotic may actually benefit by 
home nursing. He has there his comforts, the encouragement of relatives and the 
stimulation of friends. Where such exist they are important elements in the 
treatment of a psychotic. The psycho-neurotic is sick of relatives and friends and 
home. It does not seem fair to ask the neurotic to come into a mental hospital 
where no special accommodation is provided for him. 

The two paramount needs seem to be the extension of out-patient clinics and 
the reorganization of mental hospitals. 

There are cases, moreover, in which the voluntary form of admission actually 
impedes recovery. We have seen that melancholics constitute almost half of 
voluntary admissions, and that they find hospital life intolerable. It is not sur- 
prising, therefore, to find that the voluntary patient is not infrequently discharged 
to his death. 

The Mental Treatment Act would have achieved far more if it restricted the 
freedom of the voluntary patient to discharge himself. Such freedom leads often 
enough to unfortunate consequences in general hospitals; in mental hospitals it 
may spell disaster. 

The voluntary form of admission is a blessing to the family doctor. It saves 
his medical pride and status. The general practitioner will have no dealings with 
an insane person. On the least suspicion he bundles him off to the relieving 
officer. But he was never happy in doing so, for he realized that he was shirking 
his duty. Not so now, when he can send a note to the nearest mental hospital 
saying, “ Please admit bearer of note as a voluntary patient ”. Whether or not 
the patient is suitable for voluntary admission is not the concern of the general 
practitioner. He has done his duty when he has scribbled the note, and has saved 
his face thereby. 

You will recall that our figures here have shown a progressively increasing 
number of admissions annually. In the first two years only 9 per year were 
admitted. New ideas, new measures take seed slowly. The advance of years will 
see these numbers grow and grow; so that it may well be that the Mental Treat- 
ment Act will in time stimulate new tendencies and practices. A review of statistics 
five years hence may provide quite different conclusions from those in this paper. 

Whether the Act will make any difference to the approach of medical stafts in 
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mental hospitals towards the patients in their charge is a subject I do not care to 
comment upon. 

In conclusion, I would say that my objection to the voluntary form of admission 
is that it enables cases that should come in on certificate to come in voluntarily. 
The result is that they leave the hospital too soon, and so lower the recovery-rate 
and raise the incidence-rate, for they are soon back. I would suggest that both 
entry and discharge as a voluntary patient should be at the discretion of the medical 
staff of the hospital. 


Conclusions. 


1. (a) The voluntary case has a longer duration before admission (9'8 months) 
than the certified case (5:2 months). This is because it is a mild type, half the 
cases being melancholia (40%) and early dementia precox (11%). 

(6) The voluntary form of admission, no doubt, brings many of these cases in 
earlier than would have occurred under the need to have them certified. The 
duration before admission, nevertheless, remains longer for the voluntary class 
by reason of the concentration in this class of the chronic type. (Chronicity refers 
only to the longer duration before admission of the case.) 

(c) The chronic type does not belong to any particular psychosis. 

(d) The voluntary case is a mild chronic type. 

2. The voluntary case represents a late, though not necessarily later, stage, so 
that the Mental Treatment Act does not attain early treatment of cases. 

3. The voluntary case will not stay in a mental hospital. He leaves either 
unimproved or before the recovery has become established. The result is (a) that 
the recovery-rate for the voluntary class (17'9) is lower than that for the certified 
class (22°1), and (b) that he tends to come back sooner and more frequently, thus 
raising the incidence-rate. 

(a) The voluntary form of admission is suited for the chronically recurrent 
type of case. 


IRISH DIVISION. 


THE SPRING QUARTERLY MEETING of the Irish Division was held at Port- 
laoighise District Mental Hospital, by the kind invitation of Dr. Pierce Grace, 
Medical Superintendent, on Saturday, April 13th, 1935. 

In the forenoon the members were kindly conducted over the hospital by Dr. 
Grace and his staff, and were especially interested in the many forms of occupational 
therapy on which the patients were engaged, and which has been developed in thıs 
hospital to such a high degree of efficiency. Later the members and guests were 
kindly entertained to luncheon. 

At the conclusion of the luncheon, Mr. J. A. LUMLEY (Chairman, Committee of 
Management) welcomed the members to Portlaoighise Mental Hospital. Dr. 
Gavin and Dr. DUNNE replied. 

Dr. L. Gavin was in the Chair, and, subsequently, Dr. John Mills. 

The minutes of the previous meeting were read, approved and signed by the 
Chairman. 

The following nominated candidate was, after ballot, elected a member of the 
Association : 

PATRICK JOSEPH AIRD, M.B., B.Ch., B.A.O.(N.U.I.), D.P.M,, D.P.H., 
Assistant Medical Officer, Grangegorman Mental Hospital, Dublin. 
Proposed by Drs. J. O’Conor Donelan, Stanley Blake and John 
FitzGerald. 

The meeting then proceeded to the electicn of the Officers of the Division for 
the year 1935-1936, and the following, after ballot, were declared elected : . 

Honorary Secretary, Dr. R. Thcmpsen ; Representative Members of Council, 
Dr. D. L. Kelly and Dr. John Mills. 


——- 
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Dr. MARTIN expressed the obligation the Division was under to their outgoing 
Chairman, Dr. Gavin, and proposed Dr. Mills as his successor. This was seconded 
by Dr. Donelan and carried unanimously. 

Dr. Mills then took the Chair. 

The Mental Nursing Advisory Committees to the General Nursing Councils 
were re-elected as follows: 

For Irish Free State : Drs. S. Blake, J. O’Conor Donelan, L. Gavin, R. R. Leeper, 
J. C. Martin. 

For Northern Ireland: Drs. F. J. Deane, Dorothy Gardner, N. B. Graham, 
M. J. Nolan, J. Watson. 

Dr. O’Conor Donelan and Dr. Nolan were re-nominated Examiners for the 
Association’s Certificate in Psychological Medicine. 

The following were nominated Examiners for the Nursing Certificates of the 
Roval Medico-Psychological Association : 


Preliminary Nursing Examination . ‘ . Dr. C. B. Molony. 
Final Nursing Examination . ; ‘ . Dr. John FitzGerald. 
Final M.D. Examination : . ; . Dr. Eveleen O’Brien. 
Nurse Examiner . Miss Williams. 


The meeting then considered the present position regarding the contemplated 
Central Pathological Laboratory. The SECRETARY read correspondence from the 
Minister for Local Government and Public Health on this question, and Dr. MORAN 
detailed the steps he had taken to interest the authorities in the need for research 
into the problems of mental disease. It was agreed that, for the present, nothing 
further could be done. 

The SECRETARY then submitted correspondence from the General Nursing Council, 
in which the latter body intimated its decision to set up an independent examination 
for Mental Nurses, which examination alone would entitle to registration. The 
matter was discussed at length, and the unanimous feeling of the meeting was that 
every facility should be given to any candidate who wished to take the examination 
of the General Nursing Council. 

The meeting accepted with pleasure Dr. Dunne’s invitation to hold the Summer 
Meeting at Sligo Mental Hospital, at a date to be arranged later. 

At the conclusion of the business of the meeting the Chairman (Dr. MILLs) 
referred in feeling terms to the recent death of Mrs. Leeper. Dr. Gavin and Dr. 
O'Conor DONELAN also associated themselves with the Chairman’s remarks, and 
the Secretary was directed by the members present to convey the deep sympathy 
of the meeting to Dr. Leeper. 

Dr. JOHN FITZGERALD, Assistant Medical Officer, Grangegorman Mental 
Hospital, read a communication entitled ‘‘ Mental Deficiency in the Saorstat : 
A Medico-Legal and Educational Problem.’’ Dr. FitzGerald pleaded for the 
tackling of the Mental Deficiency Problem in the Irish Free State, on broader and 
more modern lines, and showed, by careful reasoning, that expenditure on this 
question would ultimately result in an economy to the State. He also pleaded for 
the modernization of legislation with regard to mental defectives, and also for the 
modernization of the present lunacy laws. 

Dr. FitzGerald’s paper gave rise to an interesting and lengthy discussion, in 
which the majority of the members took part. Dr. Martin pointed out that 
legislation was also urgently required for what was known as the ‘‘ Sane Epileptic ”. 
It was finally decided that, as the questions raised in Dr. FitzGerald’s paper were 
of such importance, sub-committees of the Division should be formed to deal with 
them. Accordingly, the following Sub-Committees were constituted : 

To Study Problems relating to Mental Deficiency and the Sane Epileptic.—Drs. 
John FitzGerald (Secretary), J. C. Martin, Eveleen O’Brien, P. J. Cassin, W. J. 
Coyne, R. R. Leeper, John Mills (ex-officio), R. Thompson (ex-officio). 

For the Revision of the Lunacy Laws in the Irish Free State—Drs. J. C. Martin 
(Secretary), L. Gavin, P. Grace, J. O'Conor Donelan, Stanley Blake, B. F. Honan, 
John Mills (ex-officio), R. Thompson (ex-officio). 

Dr. DEANE then proposed a cordial vote of thanks to Dr. and Mrs. Grace for 
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their very kind hospitality, This was seconded by Dr. Gavin and carried 
unanimously. ; 


Subsequently the members were kindly entertained to tea by Mrs. Grace. 


SCOTTISH DIVISION. 


A MEETING of the Scottish Division was held at the Perth District Asylum, 
Murthly, on Friday, May 24, 1935. 

Dr. Lewis Bruce, Divisional Chairman, presided. The minutes of the last 
meeting were read, approved and signed by the Chairman. An apology was read 
from Dr. Marr for his inability to be present at the meeting. 

Before commencing the ordinary business of the meeting the Secretary read 
a letter from Mrs. Sturrock, in which she thanked the Scottish Division for the 
wreath which they had sent as a token of their respect and affection for the late 
Dr. Sturrock. Tributes were paid to the memory of Dr. Sturrock by several 
members, and the Secretary was asked to write Mrs. Sturrock, conveying to her 
the sincere sympathy of the members of the Division in her bereavement. 

Reference was then made to the illness of Dr. Douglas McRae, and the Secretary 
was instructed to write to Dr. McRae, conveying to him the sincere wishes of the 
Division for his speedy recovery. 

Dr. R. D. Clarkson and Dr. A. M. Dryden were unanimously elected Represen- 
tative Members of the Council. 

Dr. Wm. McAlister was unanimously elected Divisional Secretary. 

Dr. R. D. Clarkson was unanimously elected Chairman of the Division and 
Vice-President of the Association. 

The present Members of the Mental Nursing Advisory Committee to the General 
Nursing Council, Drs. Douglas McRae, T. C. McKenzie, R. D. Hotchkis, Donald 
Ross and W. M. Buchanan, were unanimously nominated for re-election. 

The following were appointed Members of the Divisional Standing Committee 
of Management: Drs. R. D. Clarkson, A. M. Dryden, R. B. Campbell, C. A. 
Crichlow and A. R. Boyd. 

The following were nominated as Examiners for Nursing Certificates and 
Professional Examinations : 

(1) Professional Examinations : Drs. Wm. McAlister and R. B. Campbell. 
(2) Nursing Examination (Preliminary) : Dr. John McDougall. 

(3) Nursing Examination (Final) : Dr. W. D. Chambers. 

(4) Nursing Examination (Mental Deficiency) : Dr. C. G. A. Chislett. 

(5) Nurse Examiner: Miss Christie, Ayr. 

The Secretary read a letter from Dr. Thos. A. Munro, Research Worker under 
the Medical Research Council, in which Dr. Munro invited Medical Superintendents 
in Scottish Mental Hospitals to co-operate with him by selecting suitable case- 
material for his research work into the influence of consanguinity on the production 
of mental disease. After discussion the meeting agreed to give Dr. Munro all 
possible assistance. 

The following candidates (after ballot) were admitted as Ordinary Members of 
the Association : 

MAXWELL SHAW JONES, M.B., Ch.B., D.P.M., Assistant Physician, Royal 
Edinburgh Hospital for Mental and Nervous Disorders. 
Proposed by Prof. D. K. Henderson, Drs. Angus MacNiven and T. 
Ferguson Rodger. 
FreD Haypen TayLor, M.B., B.S.Durh., M.R.C.S.Eng., L.R.C.P.Lond., 
B.Hy., D.P.H.Durh. 
Proposed by Drs. McWilliam, Angus MacNiven and T. Ferguson 
Rodger. 

Members were kindly entertained to lunch, after which Dr. Bruce welcomed 

the Division to Murthly. 
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After lunch Dr. Bruce conducted members for an enjoyable walk along the banks 
of the River Tay, after which tea, kindly provided by Mrs. Bruce, was much 
appreciated. 


OBITUARY. 
Tuomas Ivoy ConsIDINE, F.R.C.S.I. 


Although not widely known to members of the Association outside of Ireland, 
Dr. Thomas Ivoy Considine had a large circle of friends both in the Irish Free 
State and in Northern Ireland, with whom his official work had brought him in 
contact, and who, like many others, readily fell under the influence of his charm 
of manner, kindly nature and sterling qualities of mind and heart. To all such 
the unexpected news of his passing has come with a shock of sincere regret. 

Dr. Considine came of a stock representing the best class of Irish country 
society. The youngest of the sons of the late Mr. Heffernan Considine, he was 
born in 1868 at the family country seat, Derk, Pallas Green, co. Limerick. He 
received his early education at Clongowes Wood College. He studied medicine at 
the school of the Royal College of Surgeons of Ireland and at St. Vincent’s Hospital, 
Dublin. He took the qualifications of the Irish Colleges of Physicians and Surgeons 
in 1894, and proceeded in 1900 to the Fellowship of the latter college. In 1894 
he was appointed Assistant Medical Officer to the Central Criminal Asylum, Dun- 
drum, a post which he held until 1910, when he was appointed to succeed the late 
Sir George Plunkett O’Farrell as Inspector of Asylums in Ireland. In this latter 
position he showed the qualities for which he was always distinguished, of straight- 
forward fearlessness in doing what he considered right, combined with kindly 
consideration towards both patients and officials. When I joined him in 1911, in 
succession to the late Dr. Edward Maziere Courtenay, I acquired for him feelings 
of appreciation, liking and respect, which have never changed. When I ceased to 
be connected with the Dublin department, it fell to my lot to be a good deal in 
communication with him in connection with the adjustment of certain matters 
between the services of the Irish Free State and of Northern Ireland ; and here also 
his attitude was always marked by kindly reasonableness, which greatly facilitated 
the successful carrying out of the necessary arrangements. On the change of 
government in 1922, the Irish Free State authorities offered him the post of Resident 
Physician and Governor of the Central Criminal Asylum, vacant owing to the 
retirement of his former chief, Dr. George Revington. He held this post until 
his retirement in 1933 on attaining the age of 65 years. He had married in 1915, 
and in the following years four children were born to him and his wife, so that a 
happy family life, combined with congenial work, for which he was particularly 
well fitted, rendered the period following his return to Dundrum the happiest of 
his career. As has been said by one who knew him well, “ With all his strength 
of character, he was intensely sympathetic and tender-hearted, so that everyone 
came to him with their troubles ’’, and he took the keenest interest in his patients, 
one of whom said that he had made the place a home. A loyal staff ensured the 
smooth working of the institution in a spirit of happy co-operation. Last, but not 
least, he had as his capable second-in-command an old friend of similar tastes 
and experience to his own in the person of Dr. Gervase Scroope, who eventually 
succeeded him. His professional standing. was recognized by his election in 1910 
as an Honorary Member of the Royal Medico-Psychological Association. 

No account of Dr. Considine would be complete without some reference to 
his great record as a sportsman. A magnificent cricketer, he was the mainstay 
of the Phoenix Club, Dublin, in its heyday. For many years he represented his 
country in international cricket, touring the U.S.A. with the Irish team in 1893. 
He was an almost equally good forward at Association football. He was well 
known on the croquet grounds at Ranelagh, where he defeated more than one 
would-be champion. He was a fine shot. He hunted many seasons with the Ward 
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Union Hunt, and rode his own horse for the Hunt Cup at Fairyhouse. Lastly, he 
was a fine billiards player and an unquestioned authority on that game. Those 
who had to do with him in other fields would never have guessed his sporting 
prowess from anything in his conversation. But he carried the best qualities of a 
sportsman into the work of his professional career. I am indebted to Dr. Scroope 
for much of this and of other information. 

For a year previous to his retirement Dr. Considine’s heart had been giving him 
trouble and was a cause of constant anxiety to his friends. The end came with 
unexpected suddenness, and he was spared what might have been a long and 
painful illness and an incapacity which would have been galling and irksome to 
one who had led so active a life. 

So passed a man of the true knightly breed, whose frank charm of looks and 
manner was the true index of a brave, straightforward and kindly heart; a man 
of many varied endowments of mind and body which won him a host of friends ; 
one who endeavoured to do his duty in the sphere in which he was placed. His 
life was a very happy one, and he has quitted it regretted by all who had known him. 
Our warmest sympathy goes out to his bereaved wife and family. 

W. R. D. 


CHARLES PLANCK. 


On June 18, 1935, there died, xt. 78, one who had been a Member of the Roval 
Medico-Psychological Association since 1896. 

Dr. Charles Planck was the son of the late Surgeon-General Charles Planck. 
He graduated at the University of Cambridge in 1880, taking honours in mathe- 
matıcs. 

After leaving Cambridge, he took up the scholastic profession for some years, 
before studying for the medical profession. He studied at St. Thomas’s Hospital, 
where he held the post of House-Surgeon. He qualified in 1892. 

He joined the staff of the Brighton County Borough Mental Hospital as an 
Assistant Medical Officer in November, 1894, and was appointed Medical Superin- 
tendent in May, 1910, a post which he held until his retirement in September, 1923. 

Dr. Planck bequeathed £2000 to St. Thomas's Hospital for the purpose of founding 
prizes in psychological medicine for senior students. 

He was an enthusiastic amateur astronomer, and a well-known chess player, 
and had a reputation for solving chess problems. 

He was a very charming and generous host, and was at his happiest when 
entertaining friends. 

He was very fond of music and had a good bass voice. He was a member of 
several musical societies, and took a keen and active interest in the Haywards 
Heath Musical Society. 

He had a very kind disposition and a keen sense of humour. 

G. H. H.-S. 


JAMES PRAIN STURROCK, M.D. 


When visiting ın the north of Scotland in the course of his usual duties, Dr. 
James Prain Sturrock took suddenly ill at Inverness and, after three days’ illness, 
passed away on April 24. 

Dr. Sturrock’s death causes a blank in the Board of Control that will not easily 
be filled. A native of Dundee, he was educated at the High School of that city 
He graduated in Arts at St. Andrew’s University, and at Edinburgh University he 
qualified as M.B., C.M. in 1897. In 1907 he was awarded the degree of M.D. with 
Honours for his thesis. After serving as Assistant Medical Superintendent in the 
Asylums of Larbert and Midlothian, he became Medical Officer of H.M. Pnson and 
State Inebriate Keformatory at Perth, and in 1914, when the Mental Deficiency 
and Lunacy (Scotland) Act came into operation he was the first Deputy Com- 
missioner appointed under that Act. 

Dr. Sturrock also served as a member of the Board of Managers of the State 
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Institution for Defectives in Perth, and was Honorary Examiner in Lunacy and 
Mental Deficiency law and practice for the Poor Law Diplomas. 

Dr. Sturrock performed the many delicate and arduous duties of a Medical 
Commissioner with great fidelity and much acceptance. He was much liked by 
the numerous patients who came under his survey, and his sudden and unexpected 
death on the eve of retirement has caused universal regret throughout those circles 
which were intimately associated with his work. 

Dr. Sturrock leaves a widow, who is a graduate in medicine, and a daughter who 
is on the eve of qualifying in medicine. H. M. 


JOHN Hatt Morton, M.D. 


Dr. John Hall Morton, Governor and Medical Officer of Holloway Prison, died 
in his fifty-second year at his quarters at the Prison on June 6 after a short illness. 
He was born in Limerick and received his medical education at Trinity College, 
Dublin, graduating M.B., B.Ch. and M.D. in 1907. He worked for several months 
with Conolly Norman at Richmond District Asylum to prepare himself for a 
career in the Prison Service, and was later appointed Assistant Medical Officer 
at Warwick County Asylum. He joined the Prison Service in 1909, and was pro- 
moted to Holloway Prison in 1921 as Governor and Medical Officer, having acted 
in a similar capacity at Aylesbury Borstal Institution from 1919. From 1930 he 
also acted as assistant to the Medical Commissioner of Prisons during the absence 
of the latter from the Home Oftice. 

He was an able and practical administrator, and his success as a Prison Governor 
and Medical Officer was largely due to his untiring energy, constant devotion to 
duty and cheerfulness, which were happily combined with firmness and tact, and a 
desire to promote the welfare of all under his charge. He never flinched from his 
responsibilities, and did not allow his sympathies to impair his judgment. He was 
a loyal, unselfish, and a reliable colleague, and his even temperament was particu- 
larly suited to the control of a large institution. 

His long experience of women prisoners and the practical manner in which he 
applied his knowledge of mental diseases to the problems of criminal responsibility 
made him a valued and trusted witness in the Criminal Courts. 

He received the King’s Jubilee Medal in May in recognition of his public services. 

Dr. Morton's interest in his work was mainly practical, and his annual reports 
to the Prison Commissioners were marked by sound common sense. He wrote 
an article, ‘‘ Alcoholics in Prison ”, which was published in the Howard Journal, 
1929. He also carried out a careful investigation into the association of alcohol 
and serious crime, and last year published a paper on “ Female Homicides ” in 
the Journal of Mental Science. 

He leaves a widow, daughter and son. W.N.E. 


RuByY THORNTON LORD. 


Dr. Ruby Lord, widow of the late Dr. J. R. Lord, died in April last, after a pro- 
longed and often painful illness. Her fate was a tragic one, for the recurrence of her 
illness followed only a short time after her bereavement by the death of her husband 
after only a few months of married life. Dr. Carr, as she was before her marriage, 
graduated at Edinburgh in 1918. After being House Surgeon at the Birmingham 
Women’s and Maternity Hospital, she went to India on missionary work. Fora time 
she lectured on surgery at the Agra Medical School. On her return to this country 
her interest in social problems caused her to take up the study of psychiatry, and 
she acted as Clinical Assistant at the Maudsley Hospital, and took the D.P.M. in 
1929. In the same year she joined the medical staff of Horton Mental Hospital 
under Dr. Lord. She married Dr. Lord in April, 1931, and shared to the full the 
many interests and activities for which he is remembered by members of the 
Association. A happy partnership came to an untimely end with Dr. Lord’s 
death in August of the same year. Mrs. Lord, after an interval, became a member 
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of the staff of the Oxford Mental Hospital at Littlemore. Soon after this, how- 
ever, she was obliged to give up her work owing to the recurrence of a malignant 
growth which had previously been removed. She was in hospital more or less 
continuously for over a year. 

Dr. T. Saxty Good writes: “ I feel that the death of Mrs. Lord, the widow of 
Dr. Lord, who did so much for the Association, cannot be passed over without 
some notice. She was devoted to her husband, and was of great assıstance to 
him. After his death she had agaın to take up work. She was at the hospital 
of which I am the head, and showed great promise, but unfortunately, she became 
ill soon after taking up her duties. She did not mention anything of the severe 
pain she must have suffered, until forced to give up owing to a secondary growth. 
During the whole of her long illness she showed great fortitude, hardly ever 
complaining. I am sure that we all had sympathy and admiration for her.”’ 


NOTICES BY THE HONORARY LIBRARIAN. 


The Library is open to members between the hours of 10 a.m. and 6 p.m.; 
Saturdays, Io a.m. and I p.m. Books are issued to borrowers between Io a.m. 
and I p.m., and between 2.30 and 4.30 p.m.; Saturdays, between Io a.m. and 
I2 noon. 

The Hon. Librarian will endeavour to obtain, as far as possible, any books on 
psychiatry and allied subjects required by members. 


Library Lending Department Regulations. 


1. Books shall be lent only to members within the United Kingdom and the 
Irish Free State who are not in arrears with their subscriptions. 

2. No member may borrow from the Library more than three volumes at one 
time. 

3. Books and journals are sent carriage paid from the Library, but members 
are responsible for the books from the time they leave the Library until they are 
received back. 

4. Books damaged or lost while in possession of a member will be repaired at his 
expense or must be replaced by him. 

5. A member borrowing a book or periodical from the Library shall be required 
to sign and return to the Librarian a form of receipt for the same, which will be 
regarded as an acceptance of these Regulations. 

6. A member shall be entitled to retain a book or periodical borrowed from the 
Library for a period of twenty-eight days, unless the book is required by another 
member, in which case it can be recalled by the Librarian at the expiration of 
fourteen days. 

7. In the event of a member failing to return any book or periodical within 
seven days after receiving notice from the Librarian (on the expiration of the period 
referred to in Rule 6), the Library Committee shall be at liberty to purchase another 
copy, the cost to be charged to such member, who shall not be allowed to borrow 
another book until the sum thus expended shall have been paid. 

8. All communications should be addressed to “ The Librarian, Royal Medico- 
Psychological Association, II, Chandos Street, Cavendish Square, W. 1 ”. 


Books Added to the Library. 
The Library Committee gratefully acknowledge the following gift to the 
Library : 
Presented by Dr. J. R. Whitwell: 
Morgagni (Jo. Bapt.). De sedibus et causis morborum. (Lovan.) 1766. 


1935.] NOTES AND NEWS. 751 


The following books have been purchased by the Library Committee : 


Gattie, W. H. Legal Aspects of Mental Illness. 1933. 
Mills, G. E., and Poyser, A. H. R. W. Management and Administration of 
Estates in Lunacy. 1927. 


Circulation of Journals. 


The following journals are circulated from the Library : 
American Journal of Psychiatry. 
The Psychological Review. 
Journal of Neurology and Psychopathology. 
L’Encéphale. 
International Journal of Psycho-Analysis. 
Journal of Abnormal Psychology. 
Mental Hygiene. 
Journal of Nervous and Mental Diseases. 
Revue Neurologique. 
Archives of Neurology and Psvchiatry. 
Journal of Comparative Psychology. 
Zentralblatt für die Gesamte Neurologie und Psvchiatrie. 
Der Nervenarzt. 
The attention of members is drawn to the recent addition of the Zentralblatt 
and of Der Nervenarzt, to the list of journals available. 


“ Sociorum Annales.’’ 


The Hon. Librarian is prepared to receive and store the life records of any 
member wishing to deposit them, on the understanding that they are solely for 
the use and information of the Association. They should be sent in sealed packets 
(with the name clearly written on the outside) in covering envelopes addressed to 
the Hon. Librarian. 


PSYCHOPATHOLOGY AND PSYCHOTHERAPY SUB-COMMITTEE. 
Psy chopathological References for 1934. 
English and American. 


Members are reminded that the Secretary of the Sub-Committee, Dr. J. Ernest 
Nicole, Winwick Mental Hospital, Warrington, will be pleased to submit further 
lists, including the Monthly Bibliography of the National Committee for Mental 
Hygiene (U.S.A.) up to 1933, to any who apply for them. The Book-list, com- 
prising all more important works on Philosophy, Pure and Applied Psychology, 
Psychiatry and Psychopathology, Educational and Social Psychology, Ethnology, 
etc., is now complete to December, 1934, and includes 4,000 titles. Trade lists of 
books for the current year are also available. 


AMERICAN JOURNAL OF PSYCHIATRY. 


Brill, A. A.—Homoerotism and Paranoia. 

Daniels, G. E.—Neuroses and the Gastro-intestinal Tract. 

Diethelm, O.—The Nosological Position of Panic Reactions. 

Fremont-Smith, F.—Influence of Emotions in Convulsions. 

Gotten, N., and Patten, C. A.—The Delusions of Spiritism. 

Lindemann, E., and Malamud, W.—The Psycho-pathological Effects of Intoxi- 
cating Drugs. 

Page, J.—Schizophrenic Traits. 

Schilder, P.—Psychic Disturbances after Head Injuries. 

Stein, C.—Endocrine Therapy in Epilepsy. 

Stone, S.—The Miller Delusion. 
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Billings, M.—Problem Solving in Different Fields of Endeavour. 
Cantril, H.—Induction of Emotion. 

Cason, H.—Association, Feeling and Bodily Movement. 

Philip, B. R.—Reaction-time in Children. 

Stagner, R., and Pessin, J.—Value of Introversion-Extraversion Items. 
Stratton, G. M.—Emotional Reactions and Emotional Differences. 
Thorndike, E. L.—Influence of Repetition of a Situation. 

White, M., and Ratclitf, M.—Affective Tone and Recall of Words. 


ARCHIVES OF NEUROLOGY AND PSYCHIATRY. 


Karpman, B.—The Obsessive Paraphilias. 
Kubie, L. S.— The Conditioned Reflex and Psycho-Analytic Technique. 
Malamud, W.—Psychogenic Motor Disturbances. 
a Dream Analysis. 
Muncie, W.—Depression with Tension. 
Notkin, J., and Jelliffe, S. E.—The Narcolepsies. 
Svendsen, M.—Children’s Imaginary Companions. 
Vigotsky, L. S.—Thought in Schizophrenia. 
Weisenberg, T. H.—Aphasia. 


BRAIN. 


Zucker, K.— Analysis of Disturbed Functions in Aphasia. 


BRITISH JOURNAL OF MEDICAL PSYCHOLOGY. 


Brierley, M.—Present Tendencies in Psycho-Analysis. 
Coleman, S. M.—The Phantom Double. 
Glover, E.—Medical and Academic Psychology. 

m and Ginsberg, M.—Psychology of Peace and War. 
Klein, M.—On Criminality. 
Lewis, A.—Psychopathology of Insight. 
Stephen, K.—Introjection and Projection : Guilt and Rage. 
Stephenson, W.—Spearman Factors and Psychiatry. 
Worster-Drought, C.—Hystero-Epilepsy. 


BRITISH JOURNAL OF PSYCHOLOGY. 


Rosenweig, S., and Mason, G.—Memory in Relation to the Theory of Repression. 
Russell, J. B. —Intellectual, Temperamental and other Qualities. 

Seth, G.—Mechanism of Speech in Stuttering Subjects. 

Spearman, G.—The Battle between “ Intuitionists ” and “ Psychometrists ”. 


BRITISH MEDICAL JOURNAL. 
I. 
Hall, A. J.—Bodily Disease in Mental Disorder. 
Hutchison, R.—Hypochondriasis. 
Read, C. S.—Psychotherapy in General Practice. 


IT. 


Collin, J.—Inventions and Outlook in Neurology. 

Critchley, M.—Some Aspects of Pain. 

Riddoch, G., and Petrie, A. W.—Differential Diagnosis of Functional and Organic 
Nervous Disorder. 
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CHARACTER AND PERSONALITY. 


McDougall, W.—On Spearman’s General Factor. 

Mead, M.—Primitive Material in the Study of Personality. 

Roback, A. A.—Personalysis. 

Sanctis, S. de.—So-called ‘‘ Reactions ” in Characterology and Psychiatry. 


INTERNATIONAL JOURNAL OF PSYCHO-ANALYSIS. 


Federn, P.—The Analysis of Psychotics. 

Obendorf, C. P.—Depersonalization. 

Roheim, G.—The Evolution of Culture. 

Sterba, R.—The Fate of the Ego in Analytic Therapy. 
Therese, B.—Factors Determining Fixation. 

Weiss, E.—Bodily Pain and Mental Pain. 

Wittels, F.—Mona Lisa and Feminine Beauty. 
Zullinger, N.—Prophetic Dreams. 


JOURNAL OF MENTAL SCIENCE. 
Harris, H.—Anxiety. 
Pavlov, I. P.—Obsessional Neurosis and Paranoia. 
Thomas, C. J.—Lilliputian Hallucinations. 


JOURNAL OF NERVOUS AND MENTAL DISEASES, 
Bender, L.—Psychiatric Mechanisms in Child Murderers. 
Hart, H. H.— The Unhappiness of Genius. 
Horst, L. van der. —Constructive Apraxia. 
Neyman, C. A.—Psvcho-Analysis of Manic-Depressive Psychosis. 
Schilder. —Types of Depressive Psychoses. 


JOURNAL OF NEUROLOGY AND PSYCHOPATHOLOGY. 
Ewen, J. H.—Sleep and its Relation to Schizophrenia. 


LANCET. 


I. 
Howe, E. G.— The Causal Fallacy. 
Jones, E.—Psycho-Analysis and Modern Medicine. 
Mapother, E.—The Prevention of Mental Disorder. 


Il. 
Forsyth, D.—Psychological Effects of Bodily Illness in Children. 
Horder, Lord.—Medicine and Morals. 
Kingsbury, A. N.—Psychosis in Malaria. 
Ross, T. A.—Prognosis in Hysteria and Anxiety States. 


MENTAL HYGIENE. 
Dorsey, J. M.—The Treatment of the Person who Stutters. 
Elkind, H. B.—One Thousand Juvenile Delinquents. 
Fowler, B. P.—The Child as Atfected by the Family. 
Schwarz, R.—The Criminal Insane under Jurisdiction. 


PHILOSOPHY. 
Fox, A. C.—Psychology of Ethical Empiricism. 
Kaniat, A. H.— The Basis of Society. 
Laird, J. —Mechanized Mentality. 
McDougall, W.—Mechanism, Purpose and the New Freedom. 
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PROCEEDINGS OF THE ROYAL SOCIETY OF MEDICINE. 


Curran, D.—Clinical Study of Delirium. 

East, W. N.—Medical Aspect of Crime. 

Mapother, E.—Tough or Tender. 

(Discussion) Treatment of Mental Deficiency. 
i Constitutional Psychopathy. 


PSYCHO-ANALYTIC REVIEW. 


Bender, L.—Anal Components in Persecutory Delusions. 

Clark, L. P.—Study of Sycophancy. 

Coriat, L. S—A Psycho-Analytic Theory of Hallucinations. 
Gutheil, E.—Analysis of a Case of Migraine. 

Lewis, N. D. C.—Studies on Suicide. 

Moore, K.—Treatment of Parents in a Child Guidance Clinic. 
Rathburn, C.—Similarities between Spinoza and Psycho-Analysis. 
Wittels, F.—Motherhood and Bisexuality. 


NOTICES BY THE REGISTRAR. 
Bronze Medai and Prize for 1936. 
Dissertations for the Association’s Bronze Medal and Prize must be delivered 
to the Registrar by April 30, 1936. 
Divisional Prizes for 1936. 


Papers certified as eligible for this competition must be forwarded to the 
Registrar not later than April 30, 19306. 


Gaskell Medal and Prize. 


The examinations for the Gaskell Medal and Prize and the examination for the 
Certificate in Psychological Medicine will be held in May, 1936. 

Applications for entry to each examination to be made to the Registrar, St. 
Andrew's Hospital, Northampton. 

There is no fee for entrance to the Gaskell Prize Examination. 

The entrance fee for the examination for the Certificate in Psychological Medicine 
is three guineas. 


NOTICES BY THE GENERAL SECRETARY. 


Appointments. 


WALLACE, J. A. L., M.D., late Medical Superintendent, Callan Park Mental 
Hospital, New South Wales, to be Inspector-General of Mental Hospitals, New 
South Wales. 


NOTICES OF MEETINGS. 


Quarterly Meeting —November 22, at 11, Chandos Street, London, W. ı. 

South-Eastern Division.—October 16, at Bethlem Royal Hospital, Monk's 
Orchard, Eden Park, Beckenham. 

South-Western Diviston.—October 31, at Dorset House, Bristol. 

Northern and Midland Diviston.—October 31, at Sunderland Mental Hospital. 
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and Madeline R. Lockwood, M.R.C.S., L.R.C.P., D.P.M. ‘ 


An Investigation into the After-History of go Patients Discharged pi a 
Mental Hospital Against Advice ; by Louis Minski, M.D., M.R.C.P. 


Experimental Studies on the Connection of Schizophrenia and Tuberculosis ; 
by A. Beck, M.D., W. Ogden, M.R.C.S., L.R.C.P., D.P.M., and M. 
Whelen, M.B., RS. DERM 


The Agglutinations of 3. coli by the Serim of Paychoties Eapecally oi 
Schizophrenics ; by A. Beck, M.D., W. Ogden, M.R.C.S., L.R.C.P., 
D.P.M., and M. Whelen, M.B., Bon PM: s ‘ 


Serum Calcium and Sodium in Sane Baychotit Disorders ; ts A. H Tingen 
M.A.Oxon., and S. W. Hardwick, M.D., M.R.C.P., D.P.M. . 


Monograph Section— 
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Frederick Wertham, M.D., and Florence Wertham.— Human Mentality ; by 


Bror Gadelius.—The Neural Basis of Thought ; by George G. Campion ‘and 
Sir G. Elliott-Smith.—Schizophrenia: Statistical Studies from the Boston 
Psychopathic Hospital, 1925-34.—Psychoanalysis: Its Meaning and Prac- 
tical Applications ; by Wulf Sachs, M.D.—The World of Colour ; by David 
Katz, Ph.D. Transiated by Æ. B. MacLeod and C. W. Fox. — The ‘Beginn- 
ings of Intelligence [Les débuts de intelligence]; by Prerre Janet.—The 
Individual Criminal ; Studies in the Psychogenetics of Crime; by Ben 
Karpman, M.D.—Halfway to the Hereafter; by Ethel Turner Stoneman, 
M.A., Ph.D.—Report of the Commissioners of Prisons and the Directors 
of Convict Prisons for the Year 1933.—Diffuse Sclerosis; by Z. Bouman.— 
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Psychology and Health; by Æ. Banister, M.Sc., Ph.D. 


Epitome of Current Literature 


I. Anatomy and Physiology.—2z. En and a ee ee 
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Notes and News 
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Part I.—Original Articles. 


FOUR DECADES OF PSYCHIATRY. 


THE PRESIDENTIAL ADDRESS AT THE NINETY-FOURTH ANNUAL MEETING 
OF THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION, HELD IN 
THE MIDDLESEX GUILDHALL, WESTMINSTER, JULY 3, 1935. 


By REGINALD WortH, O.B.E., M.B., 
Medical Superintendent, Springfield Mental Hospital. 


May I state at the outset that I am deeply sensible of the great honour 
you have conferred upon me in appointing me your President for the ensuing 
year ? When you very kindly approached me with the invitation to become, 
so to speak, the reigning master of this august body, I hesitated at first, and 
the chief deterrent was the writing and delivering of the address. With all due 
humility, 1 must confess that pen and paper have never been great friends of 
mine ; I can pretend to no literary or oratorical aspirations, and further, I 
have never been possessed by an overmastering passion to see myself in print. 
However, a greater output of mental energy, together with the assistance of a 
philosophy derived from some considerable experience and from my own 
maturity, have enabled me to conquer this earlier timidity. In common 
with every other President, I have automatically to assume the role of 
dominie, and you have perforce to listen to what I have to say. 

I should like to commence with a few words about the county I have the 
pleasure to serve. In conferring the honour of Presidency upon me, you 
have at the same time paid tribute to the Middlesex County Council, and my 
Visiting Committee in particular. The broadminded and progressive policy 
pursued by the Council has resulted in the gradual evolution of a mental 
hospital service which, I venture to suggest, compares favourably with that 
of any other county in the British Isles. As an indication of the alertness 
and vigilance of this body, I think I am correct in asserting that my hospital 
was the first to offer beds to the War Office for the purpose of nursing wounded 
soldiers during the opening phases of the Great War. Secondly, it was the 
first institution of its kind to enter into a liaison with a general hospital, and the 
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„experiment has been truly justified, resulting, as it has done, in mutual profit 
and benefit. I allude to our afhıliation with Westminster Hospital. Amongst 
other valuable considerations is the fact that we are able to avail ourselves 
of the services of consultants of the first rank in every branch of medicine 
and surgery, which must obviously contribute in no little extent to the opening 
up of every therapeutic approach to the mentally afflicted under our care. 
In my hospital itself I have at my command almost every modern piece of 
apparatus of diagnostic and therapeutic value, and literally no expense has 
been spared to bring the institution right up to date, and in keeping with every 
modern notion, architectural and otherwise, of what a modern hospital should 
be. Our very new sister ship, Shenley Hospital, recently opened by King 
George and Queen Mary, goes even a step further from a constructional point 
of view. Consequently you will agree with me that the public-spirited and 
progressive attitude of such committees is deserving of the highest praise 
both from thosc who observe and from those who take part in the war against 
mentał disorder. 

During the sixteen years that I have held the position of Secretary of this 
Association ] have been privileged to sit beside each incoming President, and 
have had the opportunity of observing his audience en masse. As a detached 
observer | have derived no little amusement from the spectacle presented 
by some of my colleagues attempting with difficulty to keep awake, and 
others not so successful, being so overcome that profound slumber has 
resulted. So much so that I have been forcibly reminded of Pavlov’s theory 
of sleep as a conditioned inhibition resulting from a constant stream of 
monotonous stimuli. I have assumed—possibly charitably-—that consciences 
have been eased with the consideration that the presidential address must 
inevitably be published in the Journal of our Association and hence can be 
read at leisure. Please, I beg of you, do not change your habits in the 
slightest. Your critical faculty thus being dulled, I shall feel much happier. 

The subject of my address is “ Four Decades of Psychiatry ’’. As far as 
possible I shall express my personal views derived from an experience of nearly 
forty years of intimate association with mental hospitals and their inhabitants. 
I shalt also draw upon my observations of early mental disorder and neurosis 
obtained from the psychiatric out-patients’ department of a large London 
general hospital which I have the honour to conduct. You must bear with 
me, therefore, if I tend to discursiveness, since I am no manufacturer of 
polished periods, and ours is a difhcult and recondite subject. 

To commence with, I should like to mention one or two salient happenings 
during my period of office as Honorary Secretary of the Association. I was 
appointed in 1919, and from that moment life became rather strenuous for 
me. For example, the first General Nursing Council was appointed in that 
year, and the question of the nursing of male mental patients by female nurses 
was much to the fore. Again, in 1920, the first Maudsley Lecture was delivered 
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by Sir James Crichton-Browne. Our advice was sought on such questions 
as the treatment of incipient mental disorder, leading up to the formation 
of the National Council for Mental Hygiene in 1923. Further, in 1925 the 
Association was honoured by His Majesty the King, inasmuch as permission 
was granted to us te use the prefix “ Royal ”, and in the following year our 
Charter was granted and a Coat of Arms issued. Thereafter there occurred 
a number of significant happenings, all of which added cubits to the stature 
of the Association, but which I will not detail now. This brings us to 1930, 
when the late Col. Lord and I represented this Society at the House of Commons 
when the Mental Treatment Bill was discussed. Since then the Association 
has gone from strength to strength, and has become the powerful and authori- 
tative body we now know. Needless to say, I am proud of its achievements, 
and I may say that we are consulted by almost every other important body 
on all sorts of matters such as research, sterilization, delinquency, child 
guidance and a whole host of subjects relevant to the present social order. 

At the same time I have been able to observe the gradual evolution of 
mental science, the development of new psychologies and new methods of 
approach to the mentally afflicted. I have noted the gradual failure of the 
older academic psychology, which consisted in the main of much metaphysical 
speculation, and which provided a happy hunting-ground for the philosophers, 
who delighted in dancing airy dialectics around each other. Again, I have 
noted the somewhat petulant anger with which the psychiatrists turned from 
this quite unserviceable psychology towards newer and possibly brighter 
suns, and yet at the moment, I must confess that I am still not very happy. 
At the risk of bringing the whole of the elegant fabric of this learned society 
about my ears, I am going to make a bold statement. I maintain, whilst 
heartily deploring therapeutic nihilism, that we have advanced but little in 
the diagnosis and treatment of mental disorder ; 1n fact, I am inclined to the 
view that some cases that have fallen within my purview have recovered in 
spite of, rather than because of, the treatment. We are plodding along, some 
of us desperately in earnest, experimenting with this and that in an empirical 
fashion, now a new drug and now a new electrical gadget, and so forth, and I 
express the view, again with all due humility, that I am after all this long time 
just as bewildered when confronted with a psychosis as I was at the outset 
of my career. Why and how does it arise? Are we able to benefit this 
condition any more than, shall I say, fifty years ago ? The younger generation 
may observe and will probably assist in the elucidation of the mysteries 
which fall under the heading of “ psychosis ”’, the causes of which have so far 
escaped our vigilant watchfulness. 

May I digress for a moment from the particular to the general? It has 
occurred to me that in certain directions the masses are suffering from over- 
education. Much of so-called psychology is being diffused, the public is being 
encouraged to purchase pseudo-medical text-books and ““ Home Doctors” 
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in fortnightly parts, and in general, is being persuaded into the acquirement 
of much useless and at times harmful knowledge. The young, therefore, of 
this generation discourse glibly about complexes, inhibitions and perversions. 
We have swung right away from the conditions of a decade or two ago, when, 
to quote from a recent book of my reading, “ all women have intuition "— 
whatever that may be—‘“ are pure at heart, or at least, more sinned against 
than sinning; parents are always right, clergymen are saints, politicians 
are sapient statesmen, lawyers are honest, judges unbiased, magistrates 
humane psychologists, generals are not only gallant but skilled strategists, 
and millionaires are honourable captains of industry. Sex is taboo, and is 
made a filthy thing to be practised surreptitiously, to be decried publicly, 
to be chortled over obscenely in smoke-rooms and boudoirs ”. 

Well, Ladies and Gentlemen, many of our idols have fallen by the wayside, 
and the tendency of, at any rate, a large proportion of young people these 
days is towards cheap cynicism and iconoclasm. Is it to be wondered at that 
neurosis is on the increase ? And what of the difficulties encountered in coping 
with neuropaths, who blithely discourse to you on inferiority complexes and 
even interpret their own dreams on a sexual basis? It appears to me that 
there is in these times too little self-discipline, a lack of restraint in conduct 
and in conversation together with a general loosening of the moral fabric, 
which is to be deplored. Exhibitions, loose talk, American slang and 
pornographic pot-boilers are all symptoms of the age, together with a restless- 
ness and a desire alwavs to be doing something resulting in the acquirement 
of a so-called “ kick ” out of life. This must inevitably lead to the develop- 
ment of a section of society “ whose god is money, and whose minds are little 
more than greedy receiving sets for all torms of amusement and novelty broad- 
cast by those who cater for the mental ineptitude of the masses ’’. No doubt 
modern and rapid methods of locomotion are directly contributory, and the 
young male of this age is rapidly acquiring marked skill in the manipulation 
of a fast vehicle with one hand. In fact, so pronounced is this factor in these 
days that young womenfolk describe their conquests in terms of cars ; and for 
that matter, the possession of a car, for preference an extremely low-built 
and noisy one, gives the young man of to-day a tremendously increased 
potentiality over his more sober brother who is compelled to travel by the 
prosaic bus or tram. 

We hear, ad nauseam, of the stern battle between modernity and Vic- 
torianism, and it appears to me that there is no intermediate course between 
the Scylla of repression and the Charybdis of expression. You will remember, 
perhaps, that Blake in his Proverbs of Hell stated that ‘‘ He who desires but 
acts not, breeds pestilence ’’. On the one hand we are told that repression 
in the predisposed precipitates neurosis, and, on the other, that expression 
invokes the still small voice of conscience, with its consequential train of 
disasters, conflict, self-reproach and so forth. The pitfalls of existence in 
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general, then, are exceedingly numerous ; therefore it behoves us all to tread 
delicately, like Agag of old. j 
At this stage I must introduce the subject of psycho-analvsis. This topic, 
I may say, is extremely controversial, and still, after three decades or so, 
productive of much acrimonious discussion. It appears to me that from our 
own standpoint as psychiatrists there are numerous temperamental differences 
amongst us, Involving varying degrees of acceptance of psycho-analytic theory. 
I personally find this new psychology useful from the following point of view. 
I refer to its dynamic character, and its capacity for elucidation, at least in 
part, of some of the mysterious ailments of the mind. Accepting some, at 
any rate, of its postulates, one can now determine a moderately definite mental 
pathology. Thus one obtains an insight into the mechanism and mode 
of evolution of neurosis and psychosis, which otherwise would appear to 
be completely chaotic and devoid of all reason. Unfortunately, the over- 
emphasis placed on sex matters as the universal cause of all mental difficulties 
has definitely given offence to certain individuals. May I quote from a recent 
volume of generalities? ‘‘ Psycho-analysis may begin with common sense, but 
ends in a welter of black and beastly magic perfectly attuned to the swamp 
and jungle values of contemporary art and the knobkerry technique of con- 
temporary politics. According to the psycho-analyst, libido is the governing 
factor in all lite, and folk are rudderless vessels on the sea of desire, mere cattle 
driven hither and thither by the gad-fly of sex.” A trifle caustic and doubtless 
extreme in the views expressed. Later, this same author writes as follows: 
“We are a sex-obsessed age, and our notions of life seem to have become 
stabilized somewhere around the hectic imaginings of puberty ” ; and further, 
“We must thank some of the so-called New Psychologists for the transfor- 
mation of romance into a cause of self-agonized questioning. The rake's 
progress is surely none the better when it is turned into a course of psychic 
hygiene, particularly when the cure leaves the soul even unhealthier than it 
was before’’. These, I may say, are the views of an educated layman, and we 
may take it that this writer has met one or two unfortunate individuals who 
have been incompletely treated on psycho-analytic lines, with a consequent 
exacerbation of their symptoms. Undoubtedly it is only too tragically 
obvious that the psycho-analytic approach to the therapeutics of the psychoses 
has failed. An acute mental catastrophe is quite inaccessible to mental treat- 
ment of this variety. On the other hand, in the milder neuroses and psvcho- 
neuroses, some form of analysis is very useful and sometimes essential. I 
have endeavoured to include this subject for the sake of the completeness of 
my review of the development of mental treatment, and shall therefore not 
dilate upon it further. 
I have of recent years been much impressed and disturbed by the notable 
increase in the amount of adolescent psychosis, and I have been much exercised 
in my mind as to the cause thereof. We hear a great deal nowadays about 
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maladjustment, but as long ago as the beginning of this century Wells pointed 
to the existence of “ those ill-adjusted units that abound in a society that has 
failed to develop a collective intelligence and a collective will for order com- 
mensurate with its complexities °. So that even long ago this problem was 
realized, though but dimly. Is it a fact that life is conducted at too great a 
rate? Would these young people have survived under conditions of greater 
security ? Are there, so to speak, too many stimuli impinging upon the 
nervous systems of these unfortunates ? If we cannot seek the solution to 
this problem by the invocation of extraneous factors, then we must suppose that 
we are breeding an increasing number of psychopaths, or—shall I use the more 
elegant phrase ?—those afflicted with constitutional psychopathic inferioritv. 
With regard to the latter, facts for statistics are difficult to ascertain, and 
when hereditary factors have been discovered, the figures are to a large extent 
vitiated by the practically universal practice of family limitation. I am 
inclined to the view, denied by some physicians of eminence but without 
much psychiatric experience, that the comparatively sudden and exceedingly 
rapid complications of modern life produce increased strains and stresses 
which must inevitably be reflected in a large over-production of what Mautz 
has so aptly called situation psychoses. It is at any rate a regrettable fact 
that at out-patients I am called upon more and more to deal with cases 
resembling schizophrenia in their manifestations, one of the phenomena 
exhibited being delinquency ; this, in spite of the rapid development of child- 
guidance clinics and controlled play centres. With regard to the latter, let 
us not fall into the error ably expressed in the following : “ Go and see what 
the boy is doing and tell him not to.” We must take great care that whilst 
we are “licking into shape ”, we do not “lick into deformity ”. I should 
like to advise a counsel of moderation. Up to the present, to quote again, 
““ The remarkable toughness of the bourgeoisie in the highly organized societies 
of the West has enabled that class to cope with the tremendous shocks of 
modern life’’. By easy stages we appear to be losing that toughness, and 
hence neurosis and psychosis have both received a tremendous fillip. 

At the other end of the scale I am exercised by the problems relating to 
invohition. One asks oneself with unfailing regularity, “ Why does involu- 
tional melancholia arise? Why does it not occur more often? How is it 
that we do not all lose confidence in middle life, relax our relatively insecure 
grip of life, become depressed and experience the consequent insomnia, become 
beset with groundless fears and doubts and evolve nihilistic notions ? Con- 
ditions such as these are not cases for the analysts—of that I am certain. I 
feel that the problems of involution will eventually be solved in the laboratory. 
You will notice that I have propounded a number of queries and you are 
doubtless waiting for replies. Well, the fact is that I have no answer to 
these pertinent questions, and I am hoping to sce the younger members of 
our craft produce solutions. 
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And now I should like to mention quite briefly the problems of obsession. 
I find in my daily contacts with people of all descriptions that phobias and 
obsessional states of a mild type are very common. As an instance of the 
kind of chronic fear which I mean, I refer to the terror which some folks have 
of crossing busy, traflic-laden streets. It appears to be my destiny to meet 
such afflicted persons in the most unlikely places—for example, at public 
dinners, where I absorb not only the essentials of the meal, but even 
peoples’ troubles. I am firmly convinced that all such sufferers should 
seek advice much sooner than is customary with them, and in a large majority 
of the milder cases I am equally certain that much can be done for them by 
means of explanation, persuasion and reassurance to provide some relief 
and mental security. 

This brings me to the subject of the nomenclature of mental disorder, 
and I find it appropriate here to insert a word of criticism. One has only to 
delve into the literature pertaining to our speciality to find symptoms glorified 
into diseases. Each discovery of a new phenomenon is hailed as being of 
world-shaking importance, and is immediately dragged into the realm of 
psychiatry as a new disease, probably with the name of the observant dis- 
coverer incorporated in the title. This is, to my mind, a very weak feature 
of modern investigation. May I instance the types of dementia pr&cox 
enumerated by an eminent psychiatrist as a paradigm of the extremes of 
futility. I cannot conceive what possible usefulness such piecemeal par- 
celling up of symptoms can subserve. The reactions of any one individual 
are legion ; consequently a nomenclature built up on a basis of an infinite 
number of reaction types can lead to nothing but chaos. 

Let us now turn to the chemical, biochemical and physical aspects of 
Insanity. It is an undeniable fact, and one that has always impressed itself 
upon me very forcibly, that the insane patient is il. He looks ill ; and whilst 
in the throes of uncontrollable excitement, for example, one sees, to be sure but 
dimly, past the false elation, back to the sickness that is producing this urge, 
this katabolic pressure. Is it not equally as feasible that whilst psychological 
factors are not disputed, some toxic situation is present ? Please do not 
mistake me. I am not attempting to resuscitate the septic focus bogy. 
This particular hare has been well and truly hunted to death, and no useful 
purpose would be subserved by its resurrection. I refer to the existence 
of some chemical irregularity, and have only to indicate, by way of 
example, the profound bodily and mental changes produced by the adminis- 
tration of such comparatively simple substances as thyroxin, adrenaline 
and insulin to make my meaning clear. With all due respect for the hard- 
working and earnest searchers after sepsis, I venture to think that mental 
disorder is a far greater issue than just a response, allergic or otherwise, to the 
absorption of toxins from some particular organ, whether it be teeth, tonsils, 
appendix, or any other of the more recent aids to remunerative surgery. Here 


762 FOUR DECADES OF PSYCHIATRY, (Oct., 


the usual argument, hallowed by years and blessed by its vintage charac- 
teristics, must naturally reappear. We have all seen hundreds and thousands 
of individuals with sufficient pus and sepsis in various parts of their organism 
to float the proverbial battleship ; yet, whilst they might show symptoms of 
physical distress, not one of these folk was, is, or is likely to become insane. 
Once more the neuronic delicacy theory emerges, poking its sly head out of 
the medical conjuror’s bag, only to be pushed down into temporary obscurity 
by the votaries of the anaerobic bacteria and lymphatic response school. 

With regard to the future, I feel firmly convinced that better histological 
methods and further research into structure and function must, and will, con- 
tribute vastly to the elucidation of the mysteries of mental disorder which 
have so far eluded us. Let me make myself quite clear. I have always 
maintained that success will, in the future, be attained on mechanistic rather 
than psychological lines, and I feel sanguine that the despised section-cutting 
will provide fruitful avenues of approach. I have only to point to many 
brilliant precedents to consolidate my argument. With full realization of 
my frailty, I find that I am strongly attracted to the organic aspects of our 
special subject, and whilst I am fully aware of the importance of the psycho- 
logical features of insanity, I am rather inclined to range myself on the side 
of those much maligned folk, referred to by Prof. McDougall (whom inci- 
dentally we are delighted to see with us to-day), a shade contemptuously, as 
the “ brain-staining ’’ psychiatrists. | 

Only the distant future can prove us right or wrong, consequently I am 
quite happy in my choice of allies. 

May I say a word or two about endocrines ? It is very significant that the 
two critical epochs of life are fraught with danger ; and when the rock of schizo- 
phrenia has been successfully negotiated, there are still the quicksands of 
involutional disorder awaiting to engulf the unwary wayfarer. I need not 
remind you that endocrine dysfunction gives rise to definite clinical entities, 
each with a fairly well circumscribed psychiatric colouring. Recent work 
indicates that the pituitary gland may possibly be the chief ganglion and con- 
trolling factor of the endocrine system, producing a number of substances 
which act as excitants of each of the other glands. Steadily and progressivelv 
improved biochemical methods are unearthing the secrets of these glands. 
I need but refer to the recent magnificent researches leading to the isolation 
of the gonadal secretions, with the consequent shedding of much light upon 
the functions and physiology of the generative glands. To use a trite but 
not inappropriate adage, a chain is as strong as its weakest link. It is obvious 
therefore that any breakdown in the endocrine system must give rise not only 
to changes characteristic of malfunction of the defective organ, but must lead 
to other more subtle and elusive effects due to the upset of the delicate inter- 
relationships extant amongst this group of organs. It follows further that, 
taking these glands together, the permutations and combinations of tvpes of 
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dysfunction must give origin to numerous varieties of disability, the whole 
forming a mass of endocrine dyscrasia of which we have but barely penetrated 
the crust. Therein lies a tremendous and fruitful field which it behoves us 
carefully to investigate, without, however, falling into the error of which at 
least one psychiatrist is guilty, namely, that of giving these wretchedly over- 
worked glands the credit for the production of every crime in the psycho- 
pathological calendar ; and with this I must conclude this section of my address. 

As regards occupation therapy, may I say very brieflv that I am convinced 
of its value and importance in the rehabilitation of the psychotic, but I feel 
that it has already been exhaustively discussed, so that I shall pass on. 

And now I must make mention of the brighter side of our work, namely, the 
recovery-rate. I do not hold to the view that the presence of hallucinations 
and even delusions necessarily militate entirely against discharge from hospital. 
At Springfield our discharge-rate is fairly high-—in the vicinity of 50° 4. This 
high figure largely results from the fact that I regard the question of discharge 
from a social rather than from a legal point of view. If it is possible to re- 
habilitate an individual so that he becomes capable of returning to his original 
employment for as short a period as three months, I feel that something has 
been accomphshed, inasmuch as the burden upon the community is reduced 
by just the cost of that period in hospital—that is to say, in a large proportion 
of cases. It is our endeavour to return patients to their proper sphere ade- 
quately equipped to carry out their own particular tasks. We do not in any . 
way pretend to perform miracles of readjustment or resociahzation. Unlike 
correspondence courses which turn office-boys into admirals with the aid of 
twelve postal lessons, we cannot turn an artisan, for example, into a Labour 
peer, but we can return him to his plumbing, bricklaying or what not, sufh- 
ciently recovered to carry on an independent existence without the egis of 
the hospital. He may not be perfectly well according to our alleged standards 
of intelligence, but for that matter, we are still quarrelling over the definition 
of the latter word ; so that I propose to continue this policy, which, so far, 
has proved eminently practical and successful. In point of fact, my medical 
officers and I often encounter folk in all walks of hfe, and in particular the 
relatives of our own patients, who are much more eccentric and difficult than 
the patients themselves. As an example of this situation, one of my colleagues 
told me of the very great difficulty he experienced recently in trying to explain 
very patiently to an anxious wife, not overburdened with pyramidal cells, 
that G.P.I. was not a milk-borne disease. That, however, is only by the way. 

The concluding part of this address will consist of a review of mental 
hospital policy, with particular reference to administration. Until quite 
recently it has been customary to regard each mental hospital as a more or 
less self-contained unit. So far all hospitals have been constructed on a similar 
architectural and geographical plan, and roughly speaking, consist of acute 
and chronic wards. I remember, at our meeting last vear, Dr. Yellowlees 
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advocated the segregation of the two main conditions in different buildings. 
As far as I am able to recollect, this suggestion did not exactly meet with a 
unanimous or enthusiastic response. It was felt, possibly, that the removal 
of probable chronic cases to a chronic hospital was a step in the wrong direction 
and indicative of therapeutic failure. It was also implied that such cases 
tend to gravitate into a slough of chronicity and neglect. Chronic cases 
there are and always will be, in spite of any sententious statements to the 
contrary. I do not admit that elaborated and established delusional states 
and dementias are in any way neglected. We have, in addition to our main 
hospital at Springfield, an annexe at Malden, which houses some 250 of such 
cases, and I maintain positively that they are equally as well nursed and 
treated, from both a medical and a psychiatric standpoint, as are the acute 
cases in the main hospital. This, then, can be regarded as a successful expen- 
ment. If recovery should take place, and a certain number of patients, 
particularly of the chronic depressed type, do eventually recover, such patients 
are immediately returned to the convalescent wards of the main hospital. 
Therefore I must confess to a sneaking regard for the establishment of 
centralized admission hospitals and treatment centres. This, however, is a 
question which is at the moment, so to speak, sub judice. 

One word now in conclusion. There is a move on foot to oust the medical 
superintendent from his position as head of affairs in his own hospital. Various 
. suggestions have been put forth with reference to the provision of lay directors 
or managers of mental hospitals. Furthermore, certain bodies connected 
with the Public Health Services are seeking to obtain administrative power 
in such mental hospitals. Added to this there is an insidious but very definite 
desire on the part of certain individuals to deprive visiting committees of 
their statutory powers, which, whether intended or merely incidental, must 
lead to the bringing of medical administration under the control of lay central 
officials. We have all experienced the effects of centralization and local 
bureaucratic methods, and I, for one, regret their advent. 

There is something inhuman and machine-like about bureaucracy which 
bodes ill for the welfare of our patients. The standard of excellence of personal 
contacts depends very greatly upon the gencral contentment of the staff upon 
whom they are dependent. Robot administration, in my view, cannot be 
reconciled with psychological medicine, the practice of which must remain 
in the hands of medically trained and experienced individuals. I make a 
plea, therefore, for the retention of the status quo, which produces excellent 
results—-results not to be improved upon by officialdom and red tape. 

Before I conclude, I should like to make the suggestion that there should 
be more reciprocity between, at any rate neighbouring, local authorities. 
This, I feel, is particularly essential with regard to the admission of voluntary 
patients, and of the very acute cases necessitating the use of the urgency order. 
It should be possible for a patient to submit himself for treatment at the 
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nearest mental hospital irrespective of the domiciliary conditions. Surely 
the matter of cost could easily be adjusted, and this should not prove an 
insurmountable obstacle to the provision of a privilege which would go a long 
way towards establishing the happiness and contentment of those in need of 
rest and treatment. 

Finally, Ladies and Gentlemen, I wish again to thank you most sincerely 
for the honour you have done me, and which I regard as the culminating 
point of my career. I thank you also for having borne with me so patiently, 
and for so tolerantly allowing me to ramble on in this disconnected fashion. 

I quite realize that I have given you no concrete facts, have told you nothing 
new, but have just indulged in an orgy of criticism. For this I beg forgiveness, 
and on that apologetic note I must now close. 
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THE CLINICAL SIGNIFICANCE OF SOCIAL MATURITY.* 


By Epcar A. DOLL, Ph.D., 


Director of Research, The Training School at Vineland, New Jersey. 


A WELL-KNOWN novelist recently made the cogent statement that nothing 
that happens is important except as it happens to some person. Just as there 
is no sound without an ear to hear it, so there is no behaviour without some 
person to observe or experience it. We may eiaborate this thought into the 
dogmatic statement that no behaviour is important except in terms of its 
social value. While this is not strictly true of those intimate experiences 
which take place within the self as a unique organism, nevertheless even such 
intimate personal behaviour is irrelevant to everyone else except in terms of 
its social impact. 

It is obvious that the clinical psychologist must be gravely concerned with 
the social meaning of behaviour, and in his analysis of any individual he must 
constantly evaluate the detailed characteristics and capabilities of the individual 
in terms of their ultimate social significance. Consequently the study of 
intelligence, personality, emotionality, habit, skill, and the entire gamut of 
clinically significant traits, must be pursued with reference to the ultimate 
composite capitalization of such traits for socially significant conduct. 

It follows that the measurement of social status as such, and the tracing 
of social developmental histories, is a matter of the utmost clinical significance. 
Such measurement of social competence must take account of the component 
elements and their synthesis in various patterns which influence social adjust- 
ment. It becomes desirable, then, to measure social development as such. 
avoiding as far as practicable the direct measurement of these contnbuting 
factors, and appraising their net effects rather than themselves as elements. 

It is rather astonishing that fifty years of genetic psvchology has not 
produced a standard system for evaluating genetic progress in social functions. 
Psychology has been slow to exploit its greatest opportunity, namely. the 
experimental mapping of the evolutionary development of behaviour from 
infancy to adult life in the human species. Most of our psychology is contined 
to the experimental study of college graduate students who represent the upper 
done intellectual limits of the adult population. Important work has been 
with various types of sub-human organisms, and we have recently witnessed 
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an extraordinary activity in the infant or pre-school human group. Yet, the 
remarkable work of G. Stanley Hall and Alfred Binet has had few significant 
exploiters. The comprehensive study of individual differences promoted by 
Sir Francis Galton, and the genetic study of both human and sub-human 
subjects are still relatively unexplored fields. 

Our own recent work on the measurement of social maturity has already 
been presented in other places.* It is unnecessary for present purposes to 
recapitulate those reports. Briefly, we have prepared a genetic scale of 
social maturity which aims to measure the development of social compe- 
tence from birth to adult years. This scale is patterned after the Binet 
scale for measuring intelligence, and closely follows the general principles 
on which that highly successful instrument was constructed. Just as each 
item in the Binet scale aims to measure intelligence through the central 
processes of comprehension and judgment, so the items of our scale aim to 
measure social competence by measuring successive degrees of social indepen- 
dence. As the items of the Binet scale reflect a central influence of intelligence 
which is expressed in some specific activity, so our central theme of social 
ability must have some particular vehicle. It is important at the outset to 
insist that the vehicle, namely, the specific acts, is not so important as its 
freight, the social independence which it conveys. 

A first formulation of this scale and a tentative manual of directions are 
now in print. The formulation of items, as well as their arrangement and 
definition, is by no means final. On the contrary, work is proceeding toward 
a more elaborate explanation of the method as well as experimental retinements 
of the items. In its present form, however, the scale is known to be reasonably 
sound for investigational purposes. Many years of work will be required to 
accomplish an effective standardization and an adequate evaluation of the 
numerous variables. Meanwhile, even in its present form the scale provides 
a practical means of evaluating individual social competence, and an instrument 
for investigating many types of research problems. (See table entitled 
‘Calibration of Items, p. 776.) 

Attention is especially called to the possibility of expanding the scale in 
particular areas. In the present formulation there is an ample number of 
items in the pre-school range where our knowledge of social behaviour is most 
definite, and where individual differences are least extensive. The number of 
items decreases in the late periods of early childhood, and especially during the 
period of adolescence. This is partly due to the rather rapid decline in the 
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rate of social growth, coupled with the increasing scope and variety of social 
behaviour. The number of items is seriously limited in the superior adult 
level, and this affects the measurement of average adult level as well. It is 
feasible to consider certain areas of the scale separately, such as for the 
measurement of adolescent social status, or that of adult social status. 
This undertaking, however, will not prove so easy as may at first appear. 
It is relatively easy to suggest apparently significant behaviour items, but 
when these are generalized so as to avoid the influence of such variables as sex, 
specific opportunity, intelligence, achievement skill, motivation, and so on, it 
will be understood why we have not been more immediately successful on the 
same problem. 

The original scale was built on the year-scale principle. To avoid the 
difficulties of allocating items to specific year-groups we have now arranged 
the scale merely as a progressive series. The actual position of any single 
item in this series is relatively unimportant, since the scale as a whole is applied 
by grouping similar items in series, and by pursuing each series with a given 
subject throughout the range of reasonable possibilities. The only weakness 
of calibration that need be feared is the possibility of a scarcity of items in 
some ranges and an abundance of items in others. Actually, the present 
formulation is the result of a considerable amount of preliminary work, but 
little has yet been done toward precise calibration. Recent work toward 
standardization has already indicated which items are probably inaccurately 
placed by more than one year. As standardization continues, it will be easv 
to rearrange the items, and to make substitutions for those which fall short of 
satisfying the criteria for inclusion in the scale as a whole. 

Our present interest is to suggest some of the uses to which this instrument 
can be put, and to indicate some of the directions in which further investiga- 
tional work may well proceed. The point of view in the following discussion 
is primarily that of the clinical psychologist interested in the clinical appraisal 
of individuals in relation to their social adjustment. The allusions to research 
possibilities also bear on problems of social importance to clinical psychologists. 

The scale provides an instrument for measuring social status in terms of 
progressive maturity on a normative life-age basis. Itis a reasonably standard 
objective device, and the results obtained with it can be interpreted both 
quantitatively and descriptively. Obviously the chnician will be prepared to 
evaluate the results obtained in terms of the total clinical study of each 
individual, and will not use the results by mere rule-of-thumb statistical 
interpretation. 

The scale provides a measure of social level as an absolute index of present 
status. This index of level may be converted into a relative index of bright- 
ness; that is, the social age score may be converted into a social quotient. 
This quotient gives an index of relative social development which may have 
some value for prognosis. There is reason to believe that the social ages and the 
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social quotients may have much the same significance as Binet mental ages 
and Binet intelligence quotients. 

The scale provides a measure of basic significance in the clinical study of 
social dependency, as, for example, in subjects with mental deficiency, psycho- 
pathic states, maladjustment, crippling, blindness, deafness, delinquency, 
economic dependency, and so on. The social status of the individual provides 
a definite point of departure on which ultimate diagnosis may be based, 
assuming that the significance of social status will be interpreted in the light 
of the entire clinical case study. Thus, the current confusion in distinguishing 
between the intellectually subnormal who are feeble-minded and those who are 
not feeble-minded becomes definitely possible—a distinction which is of the 
utmost importance for special classes in the public schools and for commitment 
to public institutions. The initial purpose of the scale was to provide a measure 
of social competence in order to satisfy the primary criterion of mental defi- 
ciency, and to do this in developmental terms so as to satisfy the criterion of 
arrested development. 

The scale makes possible repeated measurements of social status in the 
same terms. This provides a means of evaluating growth, improvement, or 
deterioration. The scale also provides a means of determining social arrest, 
or relative deterioration as compared with absolute deterioration. 

In this connection it is important to note that the scale may be used as a 
measure of "insight ” by obtaining a measure of social status from the subject 
acting as his own informant. It will be noted that the scale does not provide 
a direct examination of the subject by laboratory techniques, but does so by 
a standardized interview method. The subject is examined by proxy through 
an informant who is intimately familiar with his capabilities. However, under 
certain conditions the subject may be used as his own informant, and this 
provides a measure of his insight into his own capabilities. This in itself 
provides a secondary index of social maturity by determining the point at 
which an individual 1s able to appraise himself, or the extent to which he can 
do so accurately. This is of special importance with the high-grade feeble- 
minded, with epileptics, and with psychotics and psychopaths. Among normal 
subjects it may provide an antidote for inferiority or superiority complexes ! 

The scale provides a means for evaluating the social effects of race, colour, 
nationality and cultural groups. It can be used, for example, in the study 
of primitives to determine socially significant forms of behaviour for social 
groups other than our own, using the behaviour of our own group as a standard. 
The scale, therefore, also provides some measure of the effect of customs and 
other cultural characteristics according to time and place as well as according 
to cultural level. For this purpose it is not necessary that the scale be valid 
for the measurement of other cultural groups except as indicating the nature 
and extent of their divergence from our generalized norms. This suggests, 
incidentally, an important caution, namely, it is not intended that the scale 
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rate of social growth, coupled with the increasing scope and variety of social 
behaviour. The number of items is seriously limited in the superior adult 
level, and this affects the measurement of average adult level as well. It is 
feasible to consider certain areas of the scale separately, such as for the 
measurement of adolescent social status, or that of adult social status. 
This undertaking, however, will not prove so easy as may at first appear. 
It is relatively easy to suggest apparently significant behaviour items, but 
when these are generalized so as to avoid the influence of such variables as sex, 
specific opportunity, intelligence, achievement skill, motivation, and so on, it 
will be understood why we have not been more immediately successful on the 
same problem. 

The original scale was built on the year-scale principle. To avoid the 
difficulties of allocating items to specific year-groups we have now arranged 
the scale merely as a progressive series. The actual position of any single 
item in this series is relatively unimportant, since the scale as a whole is applied 
by grouping similar items in series, and by pursuing each series with a given 
subject throughout the range of reasonable possibilities. The only weakness 
of calibration that need be feared is the possibility of a scarcity of items in 
some ranges and an abundance of items in others. Actually, the present 
formulation is the result of a considerable amount of preliminary work, but 
little has yet been done toward precise calibration. Recent work toward 
standardization has already indicated which items are probably inaccurately 
placed by more than one year. As standardization continues, it will be easy 
to rearrange the items, and to make substitutions for those which fall short of 
satisfying the criteria for inclusion in the scale as a whole. 

Our present interest is to suggest some of the uses to which this instrument 
can be put, and to indicate some of the directions in which further investiga- 
tional work may well proceed. The point of view in the following discussion 
is primarily that of the clinical psychologist interested in the clinical appraisal 
of individuals in relation to their social adjustment. The allusions to research 
possibilities also bear on problems of social importance to clinical psychologists. 

The scale provides an instrument for measuring social status in terms of 
progressive maturity on a normative life-age basis. It is a reasonably standard 
objective device, and the results obtained with it can be interpreted both 
quantitatively and descriptively. Obviously the clinician will be prepared to 
evaluate the results obtained in terms of the total clinical study of each 
individual, and will not use the results by mere rule-of-thumb statistical 
interpretation. 

The scale provides a measure of social level as an absolute index of present 
status. This index of level may be converted into a relative index of bright- 
ness; that is, the social age score may be converted into a social quotient. 
This quotient gives an index of relative social development which mav have 
some value for prognosis. There is reason to believe that the social ages and the 
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social quotients may have much the same significance as Binet mental ages 
and Binet intelligence quotients. 

The scale provides a measure of basic significance in the clinical study of 
social dependency, as, for example, in subjects with mental deficiency, psycho- 
pathic states, maladjustment, crippling, blindness, deafness, delinquency, 
economic dependency, and so on. The social status of the individual provides 
a definite point of departure on which ultimate diagnosis may be based, 
assuming that the significance of social status will be interpreted in the light 
of the entire clinical case study. Thus, the current confusion in distinguishing 
between the intellectually subnormal who are feeble-minded and those who are 
not feeble-minded becomes definitely possible—a distinction which is of the 
utmost importance for special classes in the public schools and for commitment 
to public institutions. The initial purpose of the scale was to provide a measure 
of social competence in order to satisfy the primary criterion of mental defi- 
ciency, and to do this in developmental terms so as to satisfy the criterion of 
arrested development. 

The scale makes possible repeated measurements of social status in the 
same terms. This provides a means of evaluating growth, improvement, or 
deterioration. The scale also provides a means of determining social arrest, 
or relative deterioration as compared with absolute deterioration. 

In this connection it is important to note that the scale may be used as a 
measure of “ insight ’’ by obtaining a measure of social status from the subject 
acting as his own informant. It will be noted that the scale does not provide 
a direct examination of the subject by laboratory techniques, but does so by 
a standardized interview method. The subject is examined by proxy through 
an informant who is intimately familiar with his capabilities. However, under 
certain conditions the subject may be used as his own informant, and this 
provides a measure of his insight into his own capabilities. This in itself 
provides a secondary index of social maturity by determining the point at 
which an individual is able to appraise himself, or the extent to which he can 
do so accurately. This is of special importance with the high-grade feeble- 
minded, with epileptics, and with psychotics and psychopaths. Among normal 
subjects it may provide an antidote for inferiority or superiority complexes ! 

The scale provides a means for evaluating the social effects of race, colour, 
nationality and cultural groups. It can be used, for example, in the study 
of primitives to determine socially significant forms of behaviour for social 
groups other than our own, using the behaviour of our own group as a standard. 
The scale, therefore, also provides some measure of the effect of customs and 
other cultural characteristics according to time and place as well as according 
to cultural level. For this purpose it is not necessary that the scale be valid 
for the measurement of other cultural groups except as indicating the nature 
and extent of their divergence from our generalized norms. This suggests, 
incidentally, an important caution, namely, it is not intended that the scale 
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be specifically applicable to any individual or group with reference to the 
generalized form. Thus, if a person be crippled, our first interest is not to 
make allowance for the effects of such crippling, but rather to measure the 
social competence of such a person absolutely, and then interpret that 
competence in relation to accompanying circumstances. 

It seems unnecessary to mention the numerous other uses to which thıs 
instrument can be put—for example, as an aid in vocational guidance, in 
educational adjustment, in child training, in parent training, in self-evaluation 
and so on. In these directions it is necessary only to suggest that the scale 
provides a definite schedule of socially significant items which is representative 
rather than exhaustive, but which may be used retrospectively in taking a 
developmental history, and prospectively as suggesting a guide for further 
progress. Most important of all, the scale provides a measure of social 
status which may be used as a basic criterion for a wide variety of significant 
investigations in any field of social science. 


PRELIMINARY EXPERIMENTAL RESULTS. 


The experimental validation of this scale is now in progress.* It has not 
yet been standardized extensively for normal subjects. Our work up to the 
present has been of a preliminary nature, such as studying the numerous 
variables, and laying foundations for the analysis of larger bodies of data later. 
We have also experimented with some of the uses to which the scale may be 
put. The results obtained so far are of some interest as indicating probable 
reliability, validity and practicability. 

The following is the tentative conversion table used for calculating the 
“social age” from the scores : 


Age. Score. Age. Score. 
1.0 1§ a 11.0 76 
2.0 31 12.0 79 
3.0 2 aa 13.0 82 
4.0 gh Pe 14.0 83 
5.0 54 mas 15.0 88 
6.0 60 16.0 9I 
7.0 hb u 17.0 94 
8.0 69 Et 18.0 97 
9.0 72 k 19.0 99 
10.0 74 = 20.0 102 
30.0 112 


NORMAL SUBJECTS. 


Preliminary results have been obtained with 54 normal subjects, about 
equally divided as to sex, ranging from life age 1 year to life age 26 years. 
* Since this was written we have completed a preliminary standardization based on 000 


normal subjects as well as differential standardization on 300 mentally deficient subjects. 
These results are now being prepared for publication. 
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These subjects represent the upper quartile of social-economic status as indi- 
cated by occupations of the fathers and cultural level of the family. The 
median L.A. (life age) of this group was 7:8 years; the median S.A. (social age 
as obtained by the scale) was 8-8 years; median S.Q. (social quotient) was 
117 +6. The median superiority of I year in S.A. and of 17 points in S.Q. 
coincides with the superiority of social-economic selection. Several superior 
adults above L.A. 30 were also examined, and these results coincide with 
independent estimates of these subjects. 

The analysis of sex differences (normal subjects) shows the median S.Q. 
of the females at 3 points above the corresponding median for the males. This 
difference is not statistically significant, and the results in general according 
to sex show no definite trend in direction or amount at progressive age levels. 

The correlation between L.A. and S.A. for these 54 cases is R. = ‘QI, 
showing a close parallelism between social score and L.A. 

The correlation between L.A. and S.Q. (calculating adult quotients on an 
adult average of 25 years) is y = —-27. This correlation indicates that the 
scoring is either too generous in the lower levels or too severe in the upper levels, 
or that the subjects are not unselected as to social maturity throughout the 
age range. The social scores increase consistently up to 25 years, but the 
social ages in the upper life ages are relatively lower than in the lower life ages. 

The social scores were correlated with parental estimates of social ability, 
but this analysis is not significant, because most of the children were rated 
“at age’ due to parental modesty. 

Sixteen sets of siblings were studied where there were 2, 3 and 4 children in 
the same families. These results showed normal individual differences within 
a narrow range in a given family. The families themselves were too much 
alike in cultural status to reveal important differences. Two sets of non- 
identical twins of unlike sex in this group showed S.Q. differences of 7 points 
each ; one pair ‘of dizygotic twins of like sex gave S.Qs. I point apart ; one 
pair of monozygotic twins gave identical results on all items. 

Four normal subjects whose intelligence quotients were available gave 
S.Os. 20 points above their I.Qs., all of these being in the lower life-age groups. 
One normal subject gave an S.Q. 16 points below his I.Q. 

Several normal subjects were examined by the self-scoring method, that is, 
using the subject as his own informant. These scores ran rather higher than 
those obtained by the usual method, but not markedly. These subjects were 
bevond 15 years of age. 

Developmental social histories were obtained with several normal subjects, 
using the scale as a developmental schedule. In using the scale in this manner, 
the informant is asked to state the age at which the item in question first 
became habitually successful. These results demonstrate the practicability 
of using the scale for this purpose, but few informants seem able to give reliable 
information of this kind. 
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MENTALLY DEFICIENT SUBJECTS.* 


Results have been obtained with 223 mentally deficient (feeble-minded) 
subjects, ranging in L.A. from 5 to 70 years, with M.As. from I to 15 years. 
This group is a representative selection of about half of the inmate population 
of the Training School at Vineland. As will be indicated later, no significant 
differences were found according to sex or according to clinical type. The 
results have, therefore, been treated as a whole. 

The median L.A. of this group was 21 years ; median Stanford Binet M.A. 
7-1 years; median S.A. 8-3 years; median I.Q., 53; median S.Q., 47. It is 
significant that the S.A. scores average I-2 years higher than the M.A. scores. 
The S.Qs., however, average 6 points lower than the I.Os. These quotient 
differences are influenced by the adult age-level divisors, 14 and 25 years. 

Each informant, after giving the information tor purposes of the scale, was 
asked to give an estimate of the social ability of the subject just examined in 
terms of L.As. of normal children. The median of these estimated S.As. was 
7:3 years. This is -2 year higher than the median M.As. and I-o year lower 
than the median S.As., revealing a tendency for the informants to estimate 
social age according to intelligence rather than according to social ability. 

Other results for these mentally deficient subjects were as follows : 

Correlations.—The correlation between M.A. and S.A. was 7 = ‘89 ; between 
L.A. and S.A. was r = 13 ; between M.A. and L.A. was r = 15 ; between I.Q. 
and S.Q. was r= ‘81; between L.A. and S.Q. was r = — ‘23; between L.A. 
and I.Q. was r= 04. These correlations show a very high relationship 
between M.A. and S.A. and between -I.Q. and S.Q. The slight negative 
relationship between L.A. and >Q. when allowed for, increases the I.Q.-S.Q. 
correlation to 7 = ‘84. 

Differences. —A study of differences between S.As. and M.As. shows that 
the S.As. are approximately equal to the M.As. up to M.A. 4. Thereafter the 
S.As. become increasingly higher than the M.As., with an ultimate median 
difference of 2 years. The median of the differences between M.A. and S.A. 
is +1-4 years + 1-3 years, in favour of S.A. The range of these differences 1s 
from — 3:5 to + 5'5 years. The S.Qs., on the other hand, are approximately 
equal to the I.Os. up to 1.0. 25. Thereafter, they average about 5 points below 
the I.Os. up to I.Q. 65, which is their final general average. The median of 
the differences between I.Q. and S.Q. is — 4°5 points + 8-o points, in favour of 
I.Q. The range of these differences is from — 50 points to + 20 points. 

This fact of high I.Q. associated with low S.O. among feeble-minded subjects 
suggests the importance of social competence as a critical difference between 

* The term “feeble-minded” in this article follows the U.S. usage as synonymous with 


“ mentally deficient” rather than the British usage which is equivalent to “moron” in 
the U.S. 
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feeble-mindedness and intellectual subnormality. As will be seen later, 
intellectually subnormal subjects who are not mentally deficient tend to have 
low I.Qs. associated with high S.Qs. 

Further analysis in terms of L.A. shows that the M.As. are closely similar 
to the corresponding S.As. up to L.A. 15. Thereafter the M.As. do not increase, 
whereas the S.As. increase to approximately L.A. 20 years. Analysis of S.Qs. 
in relation to L.A. shows that the S.Qs. are closely similar to the corresponding 
I.Qs. up to L.A. 15, but thereafter the S.Qs. fall below the 1.Os. by an average 
of about Io points. This is because the adult I.Qs. are calculated on the basis 
of 14 years and the adult S.Os. on 25 years. The conclusion from this is that 
although the S.Qs. tend to run higher than the M.As., the S.Os. run lower than 
the I.Qs., indicating that the adult feeble-minded are absolutely higher but 
relatively lower in social ability as compared age for age with intelligence. 

The relation of measured S.A. to estimated S.A. shows practical identity 
up to about M.A. 6 years. Thereafter the estimated S.As. average about I year 
below the measured S.As., thus revealing a tendency on the part of the 
informants to underestimate ability in the higher S.A. levels. 

Sex differences —An analysis of sex differences was made of 116 male 
subjects compared with 73 female subjects. The sex differences showed no 
consistent trend in superiority of S.A. over M.A., either in amount or direction. 

Special groups.—As stated previously, a study of social ability in relation 
to clinical type showed no important divergences from the subnormal group as 
a whole except for M.A. differences in clinical type. 

Eighteen subjects with various degrees of crippling as a result of birth 
injuries showed L.A. 29:0, M.A. 8-0, and S.A. go. We had anticipated that 
the S.As. of these crippled subjects would be seriously reduced because of their 
physical handicaps. This is true in the most seriously handicapped wheel-chair 
patients, although even in these subjects the difference between M.A. and S.A. 
is not markedly greater than among other subjects. We were even more 
surprised to find that the highest differences in favour of social ability (as 
compared with M.A.) were found among these crippled cases. In other words, 
the cripples showed a wider range of differences, but not a marked difference 
in central tendency. The median of the M.A.-S.A. differences in this group 
was -T5 + 18. 

Fifteen psychopathic and emotionally unstable subjects showed median 
L.A. 23:9, M.A. 7:2, S.A. 6-9. Here, again, the median difference between 
M.A. and S.A. is not markedly different from the subnormal group as a whole. 
Moreover, the differences between S.A. and M.A. do not cover a very wide 
range. However, the direction of difference ts toward S.A. inferiority. 

Fourteen mongol subjects showed median L.A. of 20-2, M.A. 3-0, S.A. 4:3. 
In these subjects the difference between M.A. and S.A. is lower than for the 
group as a whole, but this is because the mongols fall in the lower M.A. group, 
where mental and social ability are approximately equal. 
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Reliability —A study of reliability was made by observing the extent to 
which the results were influenced by differences in examiners and informants. 

Fifteen subjects were re-examined by the same examiner, using two 
informants. The median difference of the two examinations was o — -6 vears, 
with an extreme range of difference from — 2-3 to + 1:7. These subjects were 
median L.A. 16:7, M.A. 7:7, S.A. 8-1. 

Fifteen subjects were re-examined by two examiners, using the same 
informant. These results showed a median difference of + -2 + -4 years, 
with an extreme range of — -7 to + 2:3. These subjects were median L.A. 
15°6, M.A. 5:1, S.A. 4:7. 

Self-scoring.—Three subjects were examined as their own informants and 
were then re-examined through other informants. In each case the self-scoring 
was between 1 and 2 years higher than the standard scoring. 

Discharged patients.—Five subjects were studied whose classification had 
been changed trom high-grade patient to full-time employee status in our 
institution or elsewhere. All of these subjects scored S.As. between 18 and 
20 years, whereas the highest S.A. of our other institution subjects was 17 vears. 
(Eighteen years has for other reasons been assumed as the lower border- 
line S.A. limit for normal adults.) Only one inmate subject was penalized 
seriously by environmental restrictions. This was a girl of L.A. 31, M.A. 15, 
S.A. 17:8, whose S.A. rose to 19:0, when full credit was allowed for + N.O. 
items. 

Special class studv.—A study was made of 8 subjects in a special class for 
subnormals in the Vineland public schools. The problem was to sce whether 
‘there may be differences in S.A. which determine whether a child is placed in 
a special class rather than in an institution. We were interested also to sce if 
we could distinguish between the feeble-minded and the intellectually subnormal 
of school age (the so-called social moron versus the intellectual moron). We 
were further interested to see the extent to which the teacher was informed as 
to the child’s social ability, and the extent to which the mothers of subnormal 
children might be used as reliable informants. S.As. were obtained from each 
subject as his own informant as well as from the teacher and the mother of 
each subject. For these 8 subjects the average L.A. was 14:5, average M.A. 
9:3, average S.A. 10-7 (parent as informant), average I.Q. 66, average S.Q. 87. 
Whereas in the institutional group the S.Q. averaged 6 points below the LQ. 
in this group the S.Q. was 20 points above the 1.0. The results obtained from 
subject, teacher and parent informants were substantially alike, showing that 
these children have good insight into their own social capabilities, and that 
the teachers also are well informed. A study of the individual subjects suggests 
that when low I.Q. is accompanied by low S.Q. the subject is most probably 
feeble-minded, but that when low I.O. is accompanied by high S.Q., the subject 
is most probably intellectually subnormal. 

Admission studv.—A study was made of 10 subjects to see how practicable 
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the method might be with new institutional admissions. Scores were obtained 
on children resident in the institution for a period of about two weeks. The 
M.As. and S.As. are remarkably alike, and the central tendencies for this group 
do not differ materially from those obtained in the institution at large. This 
suggests the practicability of obtaining an early understanding of the social 
capabilities of newly admitted patients. We were not able to carry out our 
plan to study S.As. obtained from parents prior to admission of their 
children. 

Validity. —A study of validity was made by obtaining a ranking of 100 male 
subjects by the Boys’ Supervisor, 85 female subjects by the Girls’ Supervisor, 
200 subjects of both sexes by the Director of Education, and 200 subjects of 
both sexes by the Chief Clinician. The results of this study are too involved 
for brief presentation. They show marked divergences in individual cases 
between the ranks given by these persons and the ranks obtained by the scale. 
These differences range from a percentile rank difference of + 35 to — 56, with 
an average percentile rank difference of + 10. This study shows a definite 
tendency toward under-estimation of social ability by large amounts in a few 
cases, and toward over-estimation of small amounts in many cases. It indicates 
very clearly the value of the scale in discovering the unobtrusive individual 
whose social ability is likely to be grossly under-estimated. It also reveals a 
tendency to estimate social competence in terms of social usefulness rather 
than in terms of social independence. This suggests the important conclusion 
that one tends to estimate another person's social competence in terms of 
his value to society rather than in terms of his own ability to look after 
himself. 

Scaling for normal subjects.—A study was made of the calibration of the 
scale for normal subjects with reference to the progressive difficulty of the 
items. In view of the small number of normal subjects and their wide range 
in L.A., a satisfactory study could not be made. However, the total plus 
scores in each item were arranged in progressive sequence for the total normal 
group. This order was then compared with the original order. Comparisons 
were made of these two orders in terms of the shifts in location where an 
item was displaced by one or more years upward or downward. The items 
which according to this analysis are scaled too low and the amounts of their 
displacement in years are as follows: 


20. Eats with spoon : : i ` , 1-2 
55. Plavs simple table games . ; . . =o 
63. Uses table knife for cutting è ; > eis 
70. Cares for self at table : í : e 2°77 
74. Writes occasional short letters . ‘ an Seg 
76. Carries out written instructions . š . —I'7 
78. "Does small remunerative work . : . 13 
81. Exercises complete care of dress. ; . 13 
86. Engages in adolescent group activity . . Io 
87. Buvs own clothing accessories . ; . ro 


go. Goes to nearby places alone ‘ ‘ . IF 
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Similarly, the items which are scaled too high are as follows : 


59. Uses skates, sled, wagon . ; ; . +H1°3 
69. Is trusted with money A ‘ . 2°! 
73. Participates in pre-adolescent play ; : 2:7 
. 74. Uses tools or utensils. 5 ; ; . t2°8 
77. Makes telephone calls ; ; a . +23 
80. Makes minor purchases ; : í . +ro 
83. Does simple creative work . : : . +3°3 
88. Is left to care for self or others ; . 727 
92. Performs responsible routine chores . . +17 
93. Emplovs eighth-grade arithmetic ; +1'7 


" The average number of plus-minus scores for oral subjects was I-5 per 
subject. The average number of + N.O. scores was ‘g for 55 subjects. The 
number of items representing the border-zone between continuous pluses and 
continuous minuses is about I5 to 20 items per normal subject. (See manual 
for scoring.) 

Scaling for feeble- winded subjects.—A study of the calibration of the scale 
for feeble-minded subjects was made according to the percentages of passes for 
the 223 subjects of this group. The method consisted of classifying the subjects 
according to S.As., and calculating the percentage of passes for each item in 
each S.A. group. These percentages of passes were then summated for each 
item for the entire range of S.As., and the rank order of these summated 
percentages was taken as the order of difficulty for the items for feeble-minded 
subjects. This order of difficulty is as follows: 


Calibration of Items. F.M. Subjects. 


F.M. Normal. 
Scale No. Rank Rank Items. 
order. order. 

I 45 . I R Grasps objects within reach. 

2 4°5 2 = Reaches for nearbv objects. 

3 4°5 4 . Reaches for familar persons. 

4 4°5 5 Balances head. 

5 4°5 6 ** Crows”; laughs. 

6 A 4°5 8 ‘ Sits unsupported. 

7 4°5 9 A Grasps with thumb and finger. 
8 4°5 14 : Drinks from cup or glass assisted. 
9 : 10 è 3 ` Rolls over. 

10 : 10 i 10 A Moves about on floor. 

II ; 10 3 13 : Occupies self unattended. 

I2 ; 13 . 7 ‘ Pulls self upright. 

13 é 13 ` 12 x Stands alone. 

14 ‘ 13 ‘ 16 : Walks about room unattended. 
15 15 32 é Gives up baby carriage. 

16 ‘ 16 ‘ 26 5 Drinks from cup or glass unassisted. 
17 : 17 2 30 Masticates food. 

18 p 185 . II : “Talks”; imitates sounds. 

19 A 185 . 15 : Pulls off socks. 
20 x 20 ; 39 ; Walks upstairs unassisted. 
21 21 20 : Eats with spoon. 
22 22 2I N Follows simple instructions. 

2 23 17 x Does not drool. 

2 24 18 ; Demands personal attention. 
2 25 2 % Diseriminates edible substances. 
26 26 25 : Transfers objects. 

2 27 i 29 R Overcomes simple obstacles. 
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Scale No. 


28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
4I 
42 
43 


Calibration of Items. 


F.M. 
Rank 
order. 


28 
29 
30 
3I 
32 
33 
34. 
34° 
36 
37° 
37° 
39 
40 
4I 
42 
43 


wa 
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Normal. 

Rank 

order. 
34 
37 
23 
31 
22 
28 
19 
33 
44 
24 
38 
40 
35 
47 


F.M. Subjects—cont. 


Items. 


Gets drink unassisted. 

Removes coat or dress. 

Goes about house or yard. 

Asks to go to toilet. 

Marks with pencil or crayon. 
Unwraps candy. 

Uses names of familiar objects. 
Plavs with other children. 

Puts on coat or dress unassisted. 
Talks in short sentences. 

Avoids simple hazards. 

Initiates own plav activities. 
Fetches or carries familiar objects. 
Walks downstairs one step to tread. 
Cares for self at toilet. 

Buttons coat or dress. 

Eats with fork. 

Dries own hands. 


Plays co-operatively at kindergarten level. 


Helps at little household tasks. 
Cuts with scissors. 

Washes hands unaided. 

Dresses self except tying. 

Relates experiences. 

Uses table-knife for spreading. 
Washes face unassisted. 

“ Performs ” for others. 

Bathes self assisted. 

Uses table-knife for cutting. 

Uses pencil or crayon for drawing. 
Uses skates, sled, wagon. 

Goes about neighbourhood unattended. 
Cares for self at table. 

Prints simple words. 

Combs or brushes hair. 

Plavs competitive exercise games. 
Does routine household tasks. 
Goes to bed unassisted. 

Plays simple table games. 

Goes to school unattended. 
Disavows literal Santa Claus. 
Uses pencil for writing. 
Participates in pre-adolescent plav. 
Uses tools or utensils. 

Bathes seif unaided. 

Tells time to quarter hour. 

{s trusted with money. 

Writes occasional short letters. 
Exercises complete care of dress. 
Does small remunerative work. 
Carries out written instructions. 
Makes minor purchases. 

Does simple creative work. 

Goes about home town freely. 
Makes telephone calls. 

Is left to care for self or others. 
Answers ads. ; purchases by mail. 
Performs responsible routine chores. 
Plavs difficult games. 

Maintains several correspondents. 
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Calibration of Items. F.M. Subjects—cont. 


F.M. Normal. 
Scale No. Rank Rank Items. 
order. order. 
SS ; SS ‘ 90 : Goes to nearby places alone. 
89 . 59 : 84 : Emplovs sixth grade literacy. 
Qo ; 90 ‘ 87 2 Buys own clothing accessories. 
9I : QI A 56 ; Engages in adolescent group activities. 
92 , 92 “i 9I ; Goes out unsupervised daytime. 
93 : 93 : 96 ; Goes to distant points alone. 
94 . 94 F 94 ? Has own spending money. 
95 í 95 : 98 . Looks after own health. 
90 š 90 ; 95 ‘ Buvs all own clothing. 
97 A 97 ; 99 ‘ Has a job or continues schooling. 
98 : gs : 97 ß Goes out nights unrestricted. 
99 2 100 ; 100 P Has complete control of own money. 
100 ; 100 ; 106 ; Reads for improvement. 
IOI ; 100 ; 108 : Performs skilled work. 


The data were too limited for items 102 to 117, but for the sake of completeness they are 
given below: 


102 Contributes to support of others. rro Directs own affairs. 


103 Discusses serious topics. rrr Inspires contidence in others. 

104 Uses money providently. 112 Displays initiative in occupation, 
105 Engages in beneficial recreation. 113 Purchases for others. 

rob Reads for improvernent. 114 Considered asset to community. 

107 Provides for future. 115 Performs expert or professional work. 
108 Performs skilled work. 116) Directs or manages work of others. 
109 Supports social welfare movements. 117 Advances general welfare. 


The average number of plus-minus scores for feeble-minded subjects was 
-6 such scores per subject. The average number of + N.O. scores was 1-7 such 
scores per subject. The range of border-zone examining, that is, between 
continuous plus scores and continuous minus scores, was 30 to 40 items per 
subject, or about twice the range found among normals. 

Differential scaling —A comparison was made of the scaling for feeble- 
minded subjects as compared with normal subjects. This was done by com- 
puting the year-value of each item for normals, and comparing this with the 
corresponding year-value for defectives. From this study it is possible to 
determine items which are comparatively dithcult for defectives as compared 
with normals, and also those which are comparatively easy. 

Items which are comparatively difficult for the fecble-minded and the 


amount of such difficulty expressed as one or more years’ displacement are as 
follows : 


19. Uses names of familiar objects . , . —iI: 


I 
24. Talks in short sentences . ; 2 . I'o 
36. Cuts with scissors $ 5 ‘ i ..—T6 
2." Performs” for others ; : : . —2°0 
35. Relates experiences . ; F ; i Ge) 
54. Prints simple words . i ; ; . m2 
55. Plays simple table games . . : . 1-8 (—:S; 
60. Goes to school unattended . ; : . —I'’3 
62. Uses pencil for writing 3 : A . =I"? 
65. Tells time to quarter hour ; A . 207 
69. Is trusted with monev ; ; : . —-ro(—y1ı 
77. Makes telephone calls : i ; 2 IZ (— yo 
84. Employs sixth-grade literacy 2 s - mI? 
50. Engages in adolescent group activities . 1:7 (—o'7 
87. Buys own clothing accessories © To (0) 
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The items which are easy for feeble-minded subjects by one or more years’ 
displacement are as follows : 


32. Gives up babv carriage z A ; . Frı 
39. Walks upstairs unassisted . ;: A . tig 
50. Buttons coat or dress ; A 7 . +rr2 
51. Cares for self at toilet : : ; 2 “rss 
56. Dresses self except tying . ; ‘ = +r 
63. Uses table-knife for cutting 3 ; . +2 (—2°7) 
70. Cares for self at table a R 2 . +2°3 (—5'0) 
75. Uses tools or utensils. ; , ; . +1°8 (—1'0) 
81. Exercises complete care of dress. : . +13 (3'1) 
83. Does simple creative work. E R . +r 0 (+ 2°3 
88. Is left to care for self or others 3 . +17 (To) 
92. Performs responsible routine chores . . —2:3 (ro'6) 
90. Goes to distant points alone ` ; . +10 
98. Looks after own health ; : : . +10 


In each of these tables the amounts of displacement expressed in parenthesis 
represent the difference which is found when the displacements in the original 
scale as indicated by the normal calibration are taken into account.* 

+ N.O. items.—As has been stated elsewhere, it was expected that special 
dithculty would be encountered in applying this scale to subjects within an 
institution environment where lack of opportunity for some behaviour items 
is due to administrative restrictions which seem advisable or necessary. 
Allowance is made for this difficulty in the “ Manual of Directions” by 
granting + N.O. credit for these items if there is sound reason to believe that 
the subject could successfully perform such items if the restrictions were not 
present. The “ Manual” provides for — N.O. scores if there is reason to 
believe that such an item presumably would not be successfully performed 
if such restrictions were removed. 

An analysis of the + N.O. scores for the 223 feeble-minded subjects shows 
a total of 386 such scores, or an average of 1-7 per subject. The average 
number of such scores is I item per subject for S.As. below Io and 3 items per 
subject above S.A. 10. The scoring system provides that + N.O. scores receive 
full credit in the range of continuous pluses, no credit within the range of 
continuous minuses, and half credit. between these limits. Therefore, it will 
be seen that the average penalty resulting from restrictions of the institution 
environment seldom changes a given score by more than one full item. 

The following table shows the items which received — N.O. scores and the 
total number of such scores per item : 


36. Cuts with scissors . r z : è ‘ 6 
41. Eats with fork R : : : : : 5 
52. Goes about neighbourhood unattended . R 4 
57. Uses table-knife for spreading . ; ; ‘ 9 
60. Goes to school unattended i : ; © 40 
63. Uses table-knife for cutting . ‘ ; ; 6 
64. Goes to bed unassisted . A : : . Iob 
69. Is trusted with money . : : ‘ ©. 4I 


* These data are illustrative onlv. In our further work We are employing much more precise 
calibration methods which give more reliable results than these. 
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zo. Cares for self at table . ; ; ; A 5 
72. Bathes self unaided 6 
77. Makes telephone calls 51 
75. Does small remunerative work 5 
79. Goes about home town freely. 42 
80. Makes minor purchases 28 
87. Buvs own clothing accessories 23 
88. Is left to care for self or others 15 
90. Goes to nearby places alone 19 
91. Goes out unsupervised daytime 16 
94. Has own spending money 6 
95. Buvs all own clothing 5 
90. Goes to distant points alone 3 

+ 


97. Goes out nights unrestricted 
98. Looks after own health . ; ‘ ; . 20 
100. Has complete control of own money 

A careful analysis of these items shows that there are always some subjects 
with whom these restrictions are not enforced. This is because experience 
with these particular subjects has justified the wisdom of relaxing the restric- 
tions in their case. Actually, these items cover a range of social ages within 
which the subjects move from complete restriction to no restriction. This 
analysis demonstrates that, in the main, the restrictions are imposed because 
of the hazards involved on the part of subjects who presumably would not 
succeed in these respects. For example : 

Item 36, “ Cuts with scissors ’’, shows a range of development from S.A. 2 
years to S.A. 5 years, progressing from — N.O. through + N.O. to full -+ scores. 

Item 41, “ Eats with fork ”, shows the same range. 

Item 52, “ Goes about neighbourhood unattended ”, shows a range of S.A. 
2 years to S.A. 8 years. 

Similarly, the other items of the scale have been analysed to demonstrate 
the range during which these restrictions actually operate whether or not the 
restrictions seem advisable on the basis of other considerations. 

S.A. and cultural level—As our analysis proceeded, we were surprised to 
observe comparatively high S.A. scores among subjects of low social-economic 
status. There has previously been demonstrated a negative correlation 
between degree of mental deficiency and social-economic status of the family 
for institutionalized feeble-minded subjects. Our analysis in this problem 
gives the following results : 

Social-economic status of the subject’s family was determined from father’s 
occupation according to the Minnesota occupational scale. On this scale 
professional and highly skilled occupations score I, unskilled labour occupations 
score VI, and other occupations are graded between. Our study showed 
45 subjects of occupational grades I and II, and 36 subjects of occupational 
grade VI. The medians of the two groups are as follows : 


Occupational LA. M.A. S.A. 1.Q. =.Q. 
groups. 
I and II & 22 : 5°97 f O'I : 40 30 


VI : 20 : 8°6 : II’3 f 60 f 


i 
yı 
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A study of the M.A.-S.A. differences for subjects for occupational grades I 
and II showed S.A. superiority of + 1-0 + Io years, with a range of M.A.-S.A. 
of — 40 to + 5:5. The corresponding study of occupational grade VI showed 
S.A. superiority of + 2:1 + 1-3 years, with a range of M.A.-S.A. of — 3'0 
to + 5o. 

These differences show that when mental age is held constant the S.As. of 
institutionalized feeble-minded subjects of inferior social selection are definitely 
above those of superior selection. 

A similar study of 1.Q.-S.Q. differences shows the subjects of superior 
selection with I.0.-S.Q. differences of — 9 + 12 points, with a range of 
differences from — 45 to + 25. Similar results for the subjects of inferior 
social selection show a median of I.0.-S.Q. difference of — 5 + 8 points, 
with a range of — 45 to + 25. Thus, these feeble-minded subjects of inferior 
social selection are found to have S.Qs. above the subjects of superior selection 
when I.Q. is held constant. 

In both these instances the differences are increased when allowance is 
made for the average differences at specific M.A. and I.Q. levels. 

The conclusion from this portion of our study is particularly significant in 
relation to the problem of nature versus nurture. That problem may be 
summarized as follows: (a) Subjects of inferior social selection usually have 
mental ages below those of superior selection ; (b) feeble-minded subjects of 
inferior social selection tend to be high-grade (hereditary), whereas feeble- 
minded subjects of superior social selection tend to be low-grade (non-heredi- 
tary) with, therefore, higher mental ages among those of inferior social 
selection ; (c) when mental age differences are held constant for feeble-minded 
subjects of inferior and superior social selection, the social abilities of 
the inferior groups are above those of the superior groups. This is in line with 
the general thesis that superior cultural status tends to prolong the period of 
social dependency. 

Coloured subjects. —We are indebted to Miss Dorothy Bassett, of the Vine- 
land State School, for a preliminary study of social ability in relation to colour. 
Ten coloured female patients at the Vineland State School, all of whom were 
sex delinquents, were compared with 11 white female patients, 7 of whom were 
sex delinquents. These subjects .were all of low social-economic status. 
Medians for the two groups are as follows: 


DR M.A. S.A. 1.Q. So. Se 


White ~ 25 . SS «x 22°75 . “66: . 54 . V 
Coloured . 24 . QI . 6 . 67 . #52 . V 


The median M.A.-S.A. difference was 3°6 years in favour of S.A. for the 
whites, and 2°9 years for the coloured. The median I.Q.-S.Q. difference was 
— II points for the whites, and — 14 points for the coloured. 

No serious conclusions can be drawn from this study of negro feeble-minded 
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because of the limited number of cases, but the trends are of some interest. 
The results show the same general tendencies for social-economic selection as 
were found among the Training School subjects except that the amounts are 
larger. This may have been due in part to leniency in scoring. It was 
expected, however, that the coloured subjects might show S.As. relatively 
above those of the white subjects, since there is reason to believe from other 
evidence that the M.As. of coloured subjects are specifically below their social 
ability as compared with whites. Miss Bassett’s results suggest a contradiction 
of this assumption. 

Conclusion.—These experimental results, although based on meagre data, 
suggest preliminary indications as to the reliability, validity and uses of this 
scale. We plan to proceed at once toward an adequate normative standardi- 
zation and more adequate study of the variables involved. 
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MODERN ENDOCRINOLOGY AND MENTAL DISORDER.* 
By THomas D. Power, M.D., M.R.C.P., D.P.H., D.P.M., 


Deputy Medical Superintendent, Brentwood Mental Hospital. 


THERE are in the wards of every mental hospital numbers of persons 
who for long periods of time exhibit profound disorders of emotion. Thus, 
we note the fixed depression of the melancholic, the boisterous exuberance of 
the manic, and the mechanical indifference of the primary dement. 

In each of these three types of mental disorder the disturbance of affect 
dominates the clinical picture and, indeed, may be the one and only symptom 
of the disease. Some of the worst cases of melancholia have no delusions, and 
many cases of mania and dementia przcox present little disorder of intellect. 
Although there are a number of psychological theories which partially explain 
such mental states, and it is admitted that the latter are often precipitated by 
psvchological factors, nevertheless, once those who suffer from them have 
reached the stage of certification, they are no longer amenable to psycho- 
therapy, except in a very broad sense. Moreover, in both dementia pr&cox 
and manic-depressive insanity there are strong reasons for suspecting the 
existence of a constitutional defect, which renders the individual peculiarly 
susceptible to emotional disturbance. Attacks of mania and melancholia tend 
to occur in cycles, and in some instances it ts impossible to find a provoking 
cause. Again, in dementia præcox the lack of affect and the withdrawal from 
reality often seem to depend more on a primary failure of instinctive driving 
force than on unfavourable circumstances in the patient’s environment. A 
man whose instincts are of normal strength probably finds little difficulty in 
outgrowing the stage of infantile fixation through which apparently we all 
must pass. At all events, whether these mental illnesses are primarily psycho- 
logical or physical in origin, there is no doubt that when fully established they 
present abundant material for study from a physical standpoint. In this 
connection two questions present themselves: Firstly, what is the nature of 
the organic processes which parallel such disturbances of instinct and emotion ? 
And secondly, 1s it possible to modify or alter these organic processes by any 
form of medication ? 


ORGANIC Basis OF INSTINCT. 


William James (1) maintained that the essential nature of all emotional 
consciousness consisted of sensations arising from change in the internal organs 


e Read at the Annual Meeting of the Roval Medico- Psychological Association, July 4, 1935. 
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of the body. He considered that organic sensation was the basis of all emotion, 
and he held that if a man were to become corporeally anesthetic, he would be 
“ excluded from the life of the affections, harsh and tender alike, and drag out 
an existence of merely cognitive or intellectual form’’. According to this 
theory, the impulses arising from the muscles, skin and internal organs 
constitute the very essence of emotional experience, and if these physio- 
logical manifestations are abstracted, nothing of the emotiog remains. The 
actor feels anger and fear because he assumes the attitudes by which such 
emotional states are expressed: “ Sit all day in a moping posture, sigh and 
reply to everything with a dismal voice, and your melancholy lingers.” James, 
however, overlooked the fact that, although two things may be invanably 
associated with each other, they are not necessarily identical. As Stout (2), 
in his criticism, very aptly remarks: “ A stone cannot fall into the water 
without making ripples, but the ripples are not the stone.” Organic sensation 
may be a factor in the constitution of emotional states, but it is not the sole 
factor. 

James’s theory of the emotions has been excellently reviewed in the light 
of modern discovery by Cannon (3), and it is proposed to quote at some length 
from the latter's work. After calling attention to Sherrington’s experiments, 
in which the emotional behaviour of dogs remained unchanged after the spinal 
cord and both vagi nerves had been divided, he describes how cats who had 
had their entire sympathetic nervous system removed continued to show all 
the superficial signs of rage in the presence of a barking dog, despite the absence 
of all afferent impulses from the viscera. He further points out that in certain 
emotions, such as fear and rage, there is evidence of profound sympathetic 
stimulation characterized by the following reactions, viz., acceleration of the 
heart, contraction of arterioles, dilation of bronchioles, increase of blood sugar, 
inhibition of activity of digestive glands, inhibition of gastro-intestinal pens- 
talsis, sweating, discharge of adrenaline, widening of pupils and erection of 
hairs. These reactions, however, occur not only in emotions such as fear and 
rage, but also after exposure to cold and during fever, so that, according to 
James’s theory, exposure to cold and fever should feel the same as the emotions 
of fear and rage. This, of course, is not the case. Cannon was able to produce 
artificially visceral changes typical of strong emotion by injecting adrenaline 
into students, but the latter failed to experience any specific emotion as a 
consequence of such medication. In finally rejecting James’s theory of emotion, 
he says that, although the processes going on in the thoracic and abdominal 
organs in consequence of sympathetic (emotional) activity are truly remarkable 
and various, their value to the organism “1s not to add richness and flavour 
to experience, but rather to adapt the internal economy so that in spite of 
shifts of outer circumstance the even tenor of the inner life will not be profoundly 
disturbed ”’. 

Cannon considers that the thalamus is the region in which resides the 
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neural organization for the different emotions, and that thalamic processes 
are the source of affective experience. He refers to Head’s cases of unilateral 
lesions in the thalamic region, in which there was a marked tendency to react 
excessively to affective stimuli on the damaged side of the body. Head 
attributed this extravagant influence of affective stimuli, whether from surface 
receptors or from memories, to release of the thalamus from cortical inhibition, 
and the theory now generally held is that the diencephalon is the nervous 
structure concerned with the experience of emotion, and that its activities are 
held in constant check by the cerebral cortex, except as occasion for emotional 
expression arises. 

Since, then, the thalamus is the seat of emotional experience, it follows 
that in cases of pathological persistence of affect, such as mania and melancholia, 
this region of the brain must in some way be implicated. At all events, 
whatever neural combinations underlie such affective states must remain in 
operation for long periods of time, and exclude all other reactive patterns. 
Doubtless, however, this derangement of the diencephalon is purely functional 
in nature, for how, otherwise, could such cases recover, as many of them in 
fact do? Applying the thalamic hypothesis to dementia pr&cox, where 
complete apathy is the rule, we may postulate here a temporary or permanent 
side-tracking of the thalamus from other cerebral processes, as a result of 
which the patient becomes more or less isolated from affective life. It is as 
though stimuli from within and without the organism were passing to and 
from the cerebral cortex without making contact with the thalamus, and, 
indeed, many such patients respond to an unpleasant sensory stimulus, such 
as a pinprick, with just that absence of feeling tone which is held to be added 
to simple sensation by thalamic participation. Affective experience, however, 
is only one aspect of instinctive life, and the conative forces which are so closely 
associated with emotion are ’of just as much importance to the organism. 
Affective states would indeed be of little use if they were unable to fan the 
flame of desire and stimulate achievement. Our efforts to view emotions 
from the physiological level must, therefore, include an attempt to correlate 
the executive side of instinct with organic processes. 

Cannon (4) has shown that emotions such as fear and rage involve profound 
stimulation of the sympathetic nervous system, and an increased secretion 
of adrenaline by the suprarenal glands. The adrenaline co-operates with 
the sympathetic nerve impulses in calling forth stored carbohydrate from the 
liver, and in effecting a suitable distribution of blood to various organs of 
the body. It further has the effect of abolishing muscular fatigue, of securing 
relaxation of the bronchial tubes, and of rendering the blood more rapidly 
coagulable. These adreno-sympathetic activities are interpreted by Cannon 
as attempts at biological adaptations to conditions in wild life. Thus, the 
circulation is flooded with sugar in anticipation of increased muscular activity 
in fighting or flight ; the blood is taken from the abdomen and distributed in 
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the heart, lungs, central nervous system and limbs, where it would be mox 
required in an external emergency ; the bronchial tubes are relaxed to perm: 
a greater intake of air, and the blood is rendered more coagulable, so that les 
would be lost in case of injury. All these reactions are protective in nature, and 
ensure that the line of conduct, which has been prompted by the emotion in 
question, will be executed with the greatest degree of safety to the individual 
Here we have an example of an endocrine secretion participating directly ir 
an emotional reaction, and preparing the organism for subsequent behaviour. 
Moreover, since the reactions induced by the adrenaline are purposive in 
character, they represent to some extent the organic basis of conation. While 
Cannon deals principally with the instinct of self-preservation, it is almost 
certain that all the other instincts are similarly implemented by endocnne 
activity—a supposition which is supported by the close anatomical proximity 
of the diencephalon and pituitary gland. For this reason it is imperative that 
all who are interested in the treatment of mental disorder should keep in close 
touch with modern developments in endocrinology, and seek to’ applv its 
principles to their patients. It is now proposed to mention certain of these 
discoveries and to give a brief account of an attempt to utilize them in the held 
of therapeutics. 


MODERN ENDOCRINOLOGY 


The science of endocrinology is now so complicated and its literature so 
vast and ever-changing, that it is very difficult for one man to keep in touch 
with all its ramifications. The subject has been excellently reviewed in 
Cameron's recent book (5), and readers should consult this, or larger works, 
for full information on the various points referred to here. 

While it has long been known that the disease called acromegaly is associated 
with tumours of the anterior lobe of the pituitary, Evans and Simpson (6) were 
the first to produce growth effects in animals by injecting them with extracts 
of the gland. They demonstrated that young rats which were receiving such 
treatment grew at an abnormal rate, and eventually far outstripped the control 
animals. Since it has also been shown that hypophysectomy arrests growth in 
immature animals, the existence of a growth hormone in the antenor pituitary 
gland would appear to be definitely established. About eight vears ago, 
however, Zondek and Ascheim (7) and P. E. Smith (8) secured a totally different 
effect by implanting anterior pituitary gland in young animals. By such a 
procedure they were able to induce precocious sexual maturity in rats and 
mice, as shown not only by premature mating, but also by the production of 
certain striking changes in the ovary and uterus. The ovaries of the treated 
animals were much larger than those of the controls, contained an increased 
number of follicles, and exhibited abundant evidence of ovulation, despite 
the fact that the normal age of sexual maturity had not been attained. The 
uteri corresponded in sige and development to those of adult animals—a 
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phenomenon which was subsequently found to be due to the action of a further 
hormone, viz., cestrin, secreted by the stimulated follicles of the ovary. Smith 
and Engle (9) obtained corresponding gonadotropic effects in male animals by 
means of treatment with anterior pituitary extracts. The injections resulted 
in an increased growth of all the tissues of the testicle, including the interstitial 
cells, and enlargement of the penis and sexual apparatus. Here again, however, 
the enlargement of the accessory sex organs was found to be due to the action 
of an additional internal secretion elaborated by the interstitial cells of the 
testis, and not to the direct effect of the pituitary extract. Premature 
spermatogenesis has never been produced in immature animals, and on the 
whole the male gonads show a more variable response to pituitary hormone 
than do those of the female. 

There is yet a third hormone formed by the anterior lobe of the pituitary 
gland which is claiming much attention at present. After the operation of 
hvpophysectomy in animals the thyroid gland shows signs of atrophy, and 
evidence of its functional activity diminishes. Conversely, the injection of 
potent extracts of anterior pituitary is followed by parenchymal hypertrophy 
of the thyroid gland, and an increase in the oxygen consumption of the body. 
Friedgood (10) studied the basal metabolic rate and the pathology of the 
thyroid gland in 30 guinea-pigs injected with anterior pituitary extracts over 
a period extending from 48 hours to 190 days. He found that there was an 
initial rise in the basal metabolic rate as a result of the injections, but that, if 
the latter were continued for any length of time, a spontaneous remission 
occurred. Parenchymal hypertrophy and hyperplasia of the thyroid gland 
appeared simultaneously with the systemic evidence of hyperactivity, but 
showed a tendency to recede in spite of continued injections of the extract. 
Spence (11) also has demonstrated the stimulative effects of anterior pituitary 
extracts on the thyroid gland, and the subsequent regression of the gland 
under conditions of prolonged medication. He further noted a definite increase 
in the size of the suprarenal cortex in the experimental animals. The possi- 
bility of the development of “ anti-thyroid ” or “ anti-pituitary ” substances 
in the blood, which would account for the above-mentioned failure to maintain 
a high basal metabolic rate in spite of continued medication, is at present under 
investigation. 

That the anterior pituitary gland secretes three hormones which stimulate 
growth, the sex organs and the thyroid gland respectively is, therefore, definitely 
proved, and there are good reasons for believing that the development of the 
suprarenal cortex is also under its influence. Mention must now be made of a 
fourth hormone which is closely allied to the gonadotropic principle of the 
pituitary. Zondek and Ascheim discovered that the urine of pregnant women 
contains a gonad-stimulating hormone which behaves in very much the same 
way as the anterior pituitary sex hormones. The urinary principle, which is 
called prolan. produces the same effects on the genital apparatus of infantile 
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animals as do pituitary implants, and appears to pussess the same physical 
and chemical properties. It is generally believed, however, that prolan is 
not identical with the gonadotropic hormone of the pituitary, and it is thought 
to be produced in the placenta. Prolan is so easy to obtain that it is employed 
for its gonadotropic effects far more frequently than anterior pituitary extract, 
and there are a number of commercial preparations on the market. The 
interesting discovery has recently been made that extracts of the anterior lobe 
of the pituitary possess the property of synergizing the action of the urinary 
hormone, and this finding promises to be of the greatest assistance to those 
engaged in clinical practice. If infantile mice are injected with prolan and 
anterior pituitary extract simultaneously, in amounts which by themselves 
cause little or no ovarian development, a most striking stimulative etfect is 
obtained, the ovary being studded all over with corpora lutea. The subject 
has been studied by Evans, Simpson and Austin (12), who consider that the 
synergistic influence of the anterior pituitary is due neither to the growth- 
promoting nor to the gonad-stimulating principle, but to quite an independent 
factor. 

It will be convenient to consider here some of my own experiments which 
have a bearing on a number of the points referred to in this paper. My object 
in undertaking them was to ascertain the degree of potency possessed by the 
various commercial preparations, and at the same time to make certain obser- 
vations which I thought might subsequently prove useful in the treatment of 
mental patients. Six immature and three mature male rabbits were given 
daily injections of prolan for a period of 14 days, a similar number of animals 
of the same age (mostly litter mates) being used as controls. Male rabbits 
were chosen in preference to female partly because the male sex organs are 
admittedly more ditficult to stimulate with gonadotropic substances than the 
female, and partly because it was intended at a subsequent date to treat male 
patients with the same material. The preparations of prolan used were 
ordinary commercial extracts of pregnancy urine, and the dose emploved 
varied from 100 to 300 rat units per day. The rabbits were weighed weekly, 
and kept under standard conditions as regards food and housing. After death 
the thyroids, suprarenals and testicles were weighed and sectioned, and the 
bone-marrow was also examined. No change in the behaviour of the rabbits 
which were undergoing medication was noted, and the alterations in weight 
were very similar in the control and experimental groups. Post-mortem 
examination showed a certain amount of variation in the weights of the thyroids, 
suprarenals and testicles, but no consistent data were obtained. Microscopical 
examination of the suprarenals revealed negative results, but there were slight 
histological changes in the testicles and thyroids of some of the treated animals. 
In four of the latter the testicular tubules contained much fewer spermatogenic 
cells than those of the controls, and the existing cells appeared to be in a state 
of degeneration. In no instance was there an increase of interstitial tissue. 
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nor was there any evidence of premature spermatogenesis among the immature 
rabbits. On the other hand, the thyroids of some of the animals which had 
received prolan appeared to have undergone slight stimulation, as evidenced 
by diminution of colloid and epithelial thickening. This change, however, 
was not marked. 

It will be gathered from the foregoing brief description that the effect of 
commercial prolan on male rabbits was disappointing, although the prepara- 
tions used were unquestionably active when administered in quite small doses 
to female mice. Not only was there no stimulation of either the intra-tubular 
or interstitial cells of the testis, but in four instances there was actual degenera- 
tion of the germinal epithelium. Similar degenerative changes within the 
tubules have been noted by Engle (13) in rats, after treatment with extracts 
of pregnancy urine and anterior pituitary, but in Engle’s animals there was an 
increase in the interstitial cell mass. The slight stimulative effect exerted by 
the prolan on the thyroid gland is interesting in view of the fact that Starr and 
Patton (14), as a result of a series of metabolic and histological studies, came 
to the conclusion that there was no thyrotropic hormone in pregnancy urine. 

Owing to this complete failure to obtain gonadotropic effects in male 
rabbits with prolan, it was next decided to combine the latter hormone with 
anterior pituitary extract, since a definite synergism operates between the two. 
For this purpose four adult male rabbits were employed, and, as before, they 
were controlled by litter mates. From 50 to 150 guinea-pig units of an anterior 
pituitary extract known as ambinon, combined with a similar number of rat 
units of prolan, were injected daily for a period of a weck. The treated animals 
lost no weight, and exhibited no manifestation of importance during life. The 
post-mortem findings were, however, of considerable interest. The seminal 
vesicles of the animals which had received the injections were much larger 
than those of the controls, and were distended with jelly-like material, while 
the testicles showed a definite increase in weight. Microscopical examination 
of the testicles revealed a pronounced hyperplasia of the interstitial cells, the 
latter being not only more numerous, but also larger than those of the controls. 
The extent of this interstitial hyperplasia varied in direct proportion to the 
dose of hormone given. The seminiferous tubules were well stocked with cells, 
and there was not a trace of degeneration. Figs. I and 2 illustrate the average 
microscopical appearance of the testicles of the experimental and control 
animals. In Fig. 2 it will be noticed that the interstitial cells occur in scanty 
islets, while in Fig. 1 they occupy much larger areas between the tubules. 
Since these cells are responsible for the hormone which stimulates the growth 
of the accessory sex organs, it will be readily understood why the seminal 
vesicles of the experimental rabbits were so large. The thyroid glands of both 
the experimental and control group were in a very active state, and there was 
little histological difference between the two. In all probability this was due 
to the fact that all the rabbits had been fed on cabbage, which, as Spence and 
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Fic. 1.—Rabbit No. 114 illustrates combined effect of prolan obtained from pregnancy 
urine and anterior pituitary extract on testicle of adult rabbit. Note increase of 
interstitial cells. (X 92.) 


Fic. 2.—Rabbit No. 115. Testicle of control rabbit of similar age and breeding to No. 114. 
(X 92.) : 
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Pic. 3.— Rabbit No. 114 illustrates combined effect of prolan and anterior pituitary 
extract on bone-marrow of rabbit with testicle as shown in Fig. 1. Note diminution 
in size of fat spaces, and marked increase in blood-forming elements. (x 62.) 


Fic. 4.— Rabbit No. 115. Bone-marrow of normal control animal. (* 62.) 
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others have demonstrated, exerts a stimulative influence on the gland. There 
was, however, a piece of evidence of a different kind which indicated that the 
thyroids of the injected animals were elaborating a much greater quantity of 
hormone than those of the controls. In a previous publication (15), I have 
amply demonstrated that, if thyroxine is injected into rabbits, a very pro- 
nounced hyperplasia of the bone-marrow is produced, which is due apparently 
to a rise in the basal metabolic rate, with a consequent increased demand for 
oxygen on the part of the tissues. The bone-marrow of the four rabbits, which 
had been treated with prolan and anterior pituitary extract in combination, 
exhibited a similar marrow hyperplasia, and this varied in degree with the 
doses employed. Figs. 3 and 4 illustrate this marrow hyperplasia very clearlv. 
The organ of the treated animal shows a great reduction in the size of the fat 
spaces, while the intervening tissue, which, of course, consists of developing 
blood-cells, is enormously increased. The finer details of the marrow structure 
were very similar to those found after thyroxine medication, and seemed to 
prove conclusively that the thyroid gland had undergone stimulation as a 
result of the injections. It would have been preferable if in the above- 
mentioned experiments a larger number of rabbits had been employed, but the 
high cost of the ambinon rendered this impossible. However, similar results 
were obtained in another series of animals in which prolan was combined with 
a crude anterior pituitary extract prepared by me from material obtained at a 
neighbouring abattoir. 

The experiments with ambinon and prolan show that ihre are now prepara- 
tions on the market which are able to exert a definite stimulative influence on 
the thyroid and testicle, causing these organs to elaborate an increased amount 
of their respective hormones. It is interesting to note that while prolan alone 
appeared to produce degeneration of the spermatogenic cells, when given in 
combination with anterior pituitary extract no such injurious effect was 
produced, while the interstitial cells were definitely stimulated. Although 
the ambinon itself contained a certain amount of gonad-stimulating principle, 
it is probable that the greater part of the testicular reaction was due to the 

synergic factor to which reference has already been made. 


CLINICAL APPLICATIONS. 


The foregoing developments in endocrinology provide the psychiatrist with 
much food for thought. We find that the pituitary gland, which is so closelv 
connected with the diencephalon, exerts a profound influence, not only on the 
rate of bodily growth, but also upon sexual development and metabolism. 
Most, if not all, of these functions it exercises through the medium of other 
members of the endocrine group, and the latter in their turn have the power 
of influencing the pituitary. These inter-relationships are very complicated. 
and we are still far from understanding them, but it is clear that no single 
endocrine gland can undergo stimulation without the production of general 
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hormonal disturbance. It would seem that one of the functions of the pitui- 
tary is to supplement certain forms of nervous activity by the initiation of .a 
series of chemical changes in the body, and that in this respect it is subservient 
to the organic needs of instinct. This is suggested by the intimate relationship 
that exists between the pituitary hormones and the process of reproduction, 
which itself represents the end-result of a series of psychological events which 
have been prompted by the sexual instinct. The latter, however, energizes 
much more of our mental life than that concerned with the selection and wooing 
of a mate, and it is dithcult to believe that under these circumstances the 
pituitary gland is not implicated. One of the tasks before the psychiatrist 
of to-day is the correlation of the various mental processes traceable to the 
sexual instinct with changes occurring at the endocrine level. That the sex 
hormones do influence mental processes to a very marked extent is suggested 
by the personality transformation which normally takes place at the time of 
puberty and adolescence, as well as by the minor mental disturbances of the 
menopause. It is, however, from a study of the grosser forms of mental 
disorder that we may expect to derive most knowledge of psycho-sexual 
functioning, and this brings us once again to the subject of dementia precox, 
which has long been suspected of being primarily an endocrinopathy. 

Much work on the pathology of dementia pr&cox has been performed by 
Mott (16), McCartney (17), Dercum (18), Matsumoto (19), Frankel (20) and 
Geller (21), but it is only possible to mention the investigations of Mott and 
McCartney. Mott found that in dementia pr&cox there was a regressive 
atrophy of the reproductive organs, which he attributed to an inborn lack of 
specific vital energy in the germ-cells, causing the majority of the latter to fail 
to maturate and to die prematurely. He did not regard the atrophy of the 
gonads as being the primary cause of the disorder, but rather as the reflection 
ofa general failure of biological activity which, while it affected all the struc- 
tures of the body, was most pronounced in the brain and reproductive organs. 
He further associated this lack of vital energy with a low level of oxidation 
—a point which has been contirmed by subsequent observers. More recently 
McCartney has investigated the subject from a somewhat different standpoint. 
He examined 20 Chinese eunuchs abandoned after the dissolution of the 
Imperial Court in Peking, and 3 Skoptsi who had been driven from Russia and 
taken refuge in China. He claimed that they showed typical dementia pr&cox 
or schizoid character—good intelligence and orientation, but distinct changes 
in affect. He also examined 110 living male and female schizophrenes, and 
found that 60°, of the men were eunuchoid in type, while 52°5°,, of the women 
had undoubted ovarian disease. He concluded that in dementia præcox the 
gonads are consistently degenerated or hypofunctioning. 

It follows from these researches that dementia pr&cox is a malady which 
affords abundant material for study from the standpoint of modern endo- 
crinology. If we have at our disposal therapeutic preparations which have the 
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power of stimulating the gonads and raising the oxygen consumption of the body, 
they should be of assistance to us in treating a disease where such deficiencies 
occur. Accordingly it was decided to investigate with an entirely open mind the 
effects of prolan on seven selected cases of dementia precox. Although this 
preparation had failed to stimulate the gonads of rabbits, it was considered 
worthy of clinical trial in view of the good results claimed for it in the treatment 
of undescended testicle in man. Male patients were chosen for the investigation 
rather than female for two reasons. In the first place the symptoms of the 
male insane are not so liable to transitory change as those of the female, and 
secondly, the male nurses of the average mental hospital are far more 
experienced than the female, and, consequently, their reports are more valuable 
in the research worker. It was not anticipated for one moment that anything 
to the nature of a cure would be obtained by the doses of prolan which it was 
proposed to employ; my object was to observe the patients very closely 
under standard conditions, and to note any temporary change in their physical 
or mental state which might result from the treatment. Since dementia 
pr&cox is a disease that is liable to fluctuations in intensity, and in which 
transitory amelioration may follow such minor occurrences as a change 
of ward, or the focusing of the patient’s interest on some hospital occupation. 
the cases under investigation were contined to a single ward, not encouraged 
to work, and observed individually for some time betore the endocrine therapy 
was commenced. The prolan, which was the same as that given to the rabbits, 
was administered either subcutaneously or intramuscularly, and, for the 
convenience of the reader, the doses employed ang the duration of the treat- 
ment are given in the following table : 


Case Duration of Pace en Be _ Thyroid 
No. treatment. (R.U). (R.U.). enlargement. 
I g months : 28,300 i 2,800 j — 

2 I month ; 2,300 : 700 ; O 

3 E gs . 2,000 : 700 : O 

4 i 5 weeks ; 3,100 : 700 ; o 

5 1 month : 2,400 f 700 : — 

6 6 weeks i 9,200 : 1,500 : o 

7 16 days : 1,600 : 700 s = 


Ihe temperature, pulse, blood-pressure and measurement of the thvroid 
were ascertained daily during the period of medication, except in Case I. 
where these observations were recorded on 240 occasions in g months. All 
patients were weighed weekly prior to, during, and subsequent to the treatment. 

In most instances in which the hormone was administered intramuscularly 
a rise of temperature occurred on the evening of the day of the injection, but 
this pyrexia had usually subsided within 24 hours. The pulse-rate was little 
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affected, and, except when large doses were given, the patients did not seem 
to suffer any inconvenience, continuing to take food in the ordinary way. 
The behaviour of the blood-pressure was, however, interesting, and merits 
consideration. In many cases of dementia pr&cox the systolic blood-pressure 
is abnormally low, and remains like this for years on end. Case I was a 
typical example of this. He had been under observation for a long time and 
his blood-pressure had always been low. The systolic pressure varied between 
105 and 118, being usually about 110, which certainly may be regarded as 
low, in view of the fact that he was 31 years of age. During the first five weeks 
of his treatment the blood-pressure was taken by the auscultatory method on 
24 occasions, and was found never to exceed the previous upper limit of 118. 
After he had received 2,000 R.U. of prolan it rose to 140, and during the last 
five months of the treatment, although readings were taken on 85 occasions, 
the systolic pressure was never below 125, and usually above 130. Although 
fully aware that blood-pressure findings should be interpreted with caution, 
I cannot help feeling that the rise of pressure noted in this case was definitely 
attributable to the prolan. That it was genuine and sustained is bevond all 
question, and since there was no other circumstance to account for it, it is 
logical to regard it as being due to the injections. Of the other six cases, five 
exhibited normal blood-pressure readings from the start, and these were quite 
uninfluenced by the treatment. In Case 4, on the other hand, the average 
systolic pressure was abnormally high prior to the injections, and in this instance 
a reduction of some weeks’ duration was effected by 850 R.U. of prolan. While 
it is difficult to reconcile these conflicting findings, one is left with the impression 
that thev possess some significance in regard to endocrine functioning. It 
seems fairly certain, however, that prolan, when given in moderate doses, 
does not produce an injurious effect on blood-pressure, because in one case of 
severe hvperpiesis (outside this series) in which the preparation was tried, the 
blood-pressure (230/145) remained entirely unaffected. 

Although the prolan obtained from pregnancy urine is not usually regarded 
as possessing any thyroid stimulating properties, in view of the fact that the 
glands of some of the treated rabbits had shown changes in this direction, a 
careful examination of the patients’ thyroids was made. The circumference 
of the neck at the level of the thyroid gland was ascertained daily for a pre- 
liminary control period as well as during the injections, and by using great 
care a fairly reliable series of figures was obtained. Three out of the seven 
patients showed definite enlargement of the thyroid as a result of the 
medication. This made its appearance after about a fortnight’s treatment, when 
approximately 1,200 R.U. had been given. It was unaccompanied by any signs 
of excessive thyroid secretion, such as rapidity of pulse, nervousness or loss of 
weight, and it would scarcely have been noted if careful measurements of the 
neck had not been made. The most remarkable feature about it was that it 
persisted for months after the prolan had been discontinued, and in one instance 
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was quite unaffected by the simultaneous administration of iodine in the form 
of potassium iodide. 

We now come to a consideration of the effect of the injections on the 
mental condition of the patients. The type of case chosen was one in which 
any mental improvement could be studied objectively, without any reterence 
to the patients’ subjective experiences, and in order to obviate all possibility 
of suggestion, no questions relating to health were asked during the investi- 
gation. The cases had all showed marked dynamic failure, viz., loss of ambition 
and interest in the ordinary affairs of life, withdrawal from reality, loss of 
affection for those previously loved, slovenliness and neglect of personal 
appearance, unsociability and general indolence. All these symptoms appear 
to denote a failure of psycho-physical energy, which might conceivably involve 
endocrine disturbance or defect, and prove susceptible to substitution therapy. 

Two out of the seven patients made a fairly good recovery, and were 
ultimately discharged from the mental hospital, but after carefully reviewing all 
the relevant facts, I cannot bring myself to believe that their cure had anvthing 
to do with the prolan. One of them (Case 7) began to show improvement 
26 days after the last injection. Up to that time he had been entirely mute, 
but he now began to ask questions, and to exhibit normal animation and 
interest. He realized that he had been ill, and he gave a most interesting and 
vivid description of the bizarre phantasies in which he had been indulging. 
All this would have been most gratifying from the standpoint of the investi- 
gation if he had relapsed when the injections were discontinued, but he made 
an uninterrupted recovery, and as far as I know has remained well ever since. 
The second case (Case 5) began to show improvement ten weeks after the 
termination of his treatment. He had hitherto been mute, solitary and 
disinterested, but all his previous animation returned, and he conversed freelv 
and rationally. In due course he was discharged, and he has remained well 
for six months. It is most important to emphasize the fact that not intre- 
quently cases of dementia præcox make a very fair recovery without having 
received any specific therapy, and, consequently, clinical improvement should 
only be attributed to a particular line of treatment when it directly follews 
this. In the two cases in question recovery was delayed for too long a period 
after the termination of the injections to be of any definite significance. On 
the other hand, it is worthy of note that in each of these cases the thvroid gland 
enlarged in response to the prolan. The remaining five cases, which were very 
advanced, showed absolutely no improvement, and, indeed, in one instance 
mental deterioration appeared to be accelerated. They were, perhaps, hardlv 
fair tests of the efhcacy of gonadotropic treatment, for if their testicles had 
reached the advanced stage of degeneration depicted in Mott's photographs (22), 
it would have required enormous doses of prolan to resuscitate them. 

On the whole, then, these results are disappointing, but before passing 
final judgment on them we must ask ourselves two questions: Firstly, were 
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the preparations used really gonadotropic for the male, and secondly, were 
the doses employed adequate ? It has already been shown that no gonado- 
tropic effect was obtained in male rabbits with extracts of pregnancy urine, 
but against this must be quoted the encouraging results reported by Spence (23) 
and others in the treatment of undescended testicle in man, when using a verv 
similar preparation. With regard to the doses given, they were admittedly 
inadequate, if calculated on the basis of body-weight, and one must not forget 
that Kaufmann (24) found it necessary to employ truly colossal doses of cestrin 
before he was successful in producing endometrial changes in castrated women. 
I should like to have tried the effect of much larger doses of prolan on my 
patients, but this was absolutely out of the question owing to the expense 
involved. My thoughts have, therefore, turned in another direction. 

An account has already been given of the very marked effects produced 
on adult male rabbits by a combination of anterior pituitary extract and 
prolan. While prolan alone failed to stimulate the genital apparatus, when 
combined with anterior pituitary it effected enlargement of the seminal vesicles 
and proliferation of the interstitial cells of the testes. There was also marked 
hyperplasia of the haematopoietic tissue of the bone-marrow, which suggested 
a rise of basal metabolic rate and an increased consumption of oxygen. It 
was decided to try the effect of this combination of hormones on two cases of 
dementia precox, one of which (Case I) had previously been treated with 
prolan alone. The initial results left no room for doubt that we were here 
dealing with material which was capable of producing very profound biological 
effects. Asa preliminary, a number of injections of anterior pituitary extract 
alone was given to each patient. Beyond an evening rise of temperature on 
the day of the injection little abnormal was noted, the body-weight being very 
little affected. When the same amount of this extract was combined with 
prolan, however, the pyrexial reaction was much more pronounced and 
prolonged, and there was considerable tachycardia. There was also a very 
marked loss of weight, in each case amounting to 7 Ib. in a fortnight. Case 1, 
which had been under close observation for the previous nine months, had 
never previously lost weight, and had not exhibited tachycardia. Both 
patients quickly developed toleration for the injections, and no further loss of 
weight has occurred. The treatment is continuing, and it is too early as vet 
to pass judgment on it, but on the whole I am rather favourably impressed. 


CONCLUSIONS. 


The foregoing investigations represent little more than gropings in the dark 
in a subject which is much in need of elucidation. It seems probable that all 
instinctive and emotional activities are accompanied by subtle alterations in 
hormonal balance, and that these in their turn influence neuronic processes. 
The close connection between the diencephalon and the pituitary gland lends 
support to this view, for, as we have seen, the pituitary is the master gland of 
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the body, and on it depends the degree of functioning displayed by a numb«: 
of subsidiary glands remotely situated from it. It is easy to imagine how a 
profound emotional disturbance might be perpetuated by endocrine disharmony. 
and prove susceptible to substitution therapy. Much stress has been laid in 
this paper on the part played by the pituitary in the development and activity 
of the reproductive organs, because it is felt that these physical processes have 
an important bearing on the force and vigour of the sexual instinct, which 
supphes the driving force of so much of our mental life. Attempts have been 
made to stimulate the interstitial cells of the testis in cases of dementia pracon, 
not because degeneration of these elements is regarded as the primary cause 
of the disease, but because it was hoped by remedying this defect to break a 
vicious circle. It is fully realized, however, that the dynamic side of sex 
involves much more than a mere stimulation of the genital apparatus. 
Probably every hormone in the body plays its part in co-operating with this 
great instinct, and what is wanted for dementia pr&cox is something which 
will produce a generalized stimulation of this nature. A combination of 
anterior pituitary hormones suitable for hypodermic injection would appear 
to be the ideal therapeutic agent, but until this preparation is on the market 
we must content ourselves with minor laboratory and clinical experiments 
such as I have been describing. Sufficient has been said to show that the 
psychiatrist has much to learn from modern endocrinology, provided that he 
sets out on his researches with an open mind and has no expectation of being 
able to work miracles. 
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Discussion. 


Dr. F. L. Gotta said he wished first, as he was sure all in the room would wish 
to do, to congratulate Dr. Power on this exceedingly courageous piece of work. 
It had been undertaken in the face of many obstacles, and, he was sorry to say, 
had not received that encouragement it ought to have had from those who had 
means to finance research. Dr. Power had in this paper given the foundations of 
the type of research which would be necessary to elucidate problems connected 
with the affective life of the psychotic individual. 

There was, however, one fundamental question on which workers had to form, 
if they could, some judgment before proceeding to apply the results of endocrinology 
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to psvchiatry. Practically every function—and there were manv besides those 
to which Dr. Power alluded— was under the direct control of the central nervous 
system. The trouble with the endocrinologist was that he forgot the central 
nervous system ; and the trouble with the neurologist was that he tended to 
forget the existence of hormonic stimulants. There was every reason to think 
that practically all the functions with which Dr. Power had dealt that morning 
were initiated by the group of centres the physiology of which the profession 
was only now beginning to appreciate; the metabolism, the chemical and 
physical regulation of the body heat, gonadal function, the regulation of the 
chemical metabolism of the liver and pancreas, the regulation of the distribution 
of the blood supply and a thousand other functions were directly stimulated 
by the diencephalic centres. The problem which presented itself was, had one 
to do with a primary hypo-function of nervous material, or with a primary 
hypo-function of hormonic material? At the present moment it was impossible 
to pronounce on the subject. So far there was only one bit of evidence that 
the hormone-producing bodies were interfered with in any form of psychosis, 
and that was the celebrated work of Mott on the testicle, and it was necessary to 
receive even that piece of evidence with due caution. Those who had bred rabbits 
knew that if they could keep a buck rabbit for two or three vears—two as a 
minimum—from any possibility of copulation, there was a degeneration of the 
testicle, and the rabbit became, after four or five years, impotent. There were 
some German observations which were made on reservists who were sent to the 
Russian Front during the war, and were housed far away from any village or 
town, who had so little privacy that even masturbation could not take place. 
The men were kept for two years under those conditions, and it was found 
in practically every case that they had become asexual, and in some there 
appeared to be a permanent atrophy of the testicle. 

He, the speaker, was not connected with clinical psychiatry sufficiently to 
know whether it was a possibility that the obsessions and the mode of life of the 
schizophrenic patient were of such a nature that he could be cut off from sexual 
stimulation, and whether, in consequence, atrophy of the testicle might occur. 
That was the only objection which could be urged against Mott’s results. It would 
be interesting to hear what could be said on that point. Apart from that, no histo- 
logical examination had given any foundation for the idea that there was a distur- 
bance of the hormonic apparatus, whether thyroid or pancreatic, or any different 
function of the liver or any other gland. Physiologically, what one found was a 
hy po-functien of those glands. There was a slowing of the sugar metabolism, and it 
was found that secretion of gastric juice took place in these patients more slowly 
than in the normal person. In fact there was a general slowing down, including 
the vascular system ; but, at present, there was no evidence that the state of 
affairs was primarily due to the hormonic apparatus, rather than to a weak- 
ness of the portion of the central nervous svstem which governed all those 
functions. Workers on this subject were only just beginning to get an idea 
of the extraordinary power of the central nervous system over the functions 
of the body. He himself had not believed, until it was confirmed, that it was 
possible to obtain conditioned reflexes of antigen production; 1.e., one injected 
an animal to produce antigen, and each time one blew a whistle or gave some 
stimulation it acted; until at last water was substituted, and the same action 
occurred. That showed that in these functions there was at work a profound 
nervous influence; and what had to be decided was whether one could implicate 
the nervous apparatus, or the hormonic apparatus. There was, he thought, only 
one solution, and that was when the biochemist was readv to pronounce on the 
hormonic action of any gland by biopsy or by a study of the hormonic secretions 
in the blood, and was able to say definitely that one had here to deal with 
a primary hormonic disturbance. Even then workers would still be in the dark, 
because the whole thing worked in a circle, and the great question to solve would 
be whether the hormonic disturbance arose from the diencephalon primarily, or 
whether that was itself secondary. 
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He mentioned those matters because it was so important at the presen: 
moment to devise some scheme of work to ascertain on which side the attack wa- 
to be conducted. 

There was another point which was mentioned earlier in the paper, namely 
the question of the evaluation of the bodily concomitants of emotion; as te 
whether it was “ the stone casting a ripple ’’, or whether the ripple was the real 
thing. Anyone who had stepped off a pavement and seen a motor bus come along 
and had stepped hurriedly back was familiar with the sensation of going hot all 
over, and he might perhaps remember that he did not do so until he was actually 
back on the pavement again. He, the speaker, himself made the following 
experiment some time ago; it might atford a clue to an understanding of the 
part which the emotional apparatus played in the general manifestation of the 
emotions. Every emotional reaction had a very long period of latency. 
whether one took increased breathing, or the sweat reaction, or the increase of 
blood-pressure, or the tightening of muscles. In each case it was found that 
the reaction did not take place until two seconds after the occurrence of the 
emotional stimulus: The experiment was as follows. He subjected a man to 
two forms of emotional stimuli: (1) flashing a terrifying magnesium light; i2) 
firing a pistol behind the man's ear. The man was required, on receiving one 
stimulus, to press key '' A", and on receiving the other stimulus to press kev 
“B”. He recorded the reaction galvanometrically. Photography was used 
for the recording, and it could be seen which of the two keys was pressed by the 
man. One ten-thousandth of a second after the stimulus occurred the galvano- 
meter record gave a little Jump. It was not from the brain; it was the same 
in an animal which had no brain. It was a mid-brain reflex. And then the curve 
of the galvanometer went on, and one-tenth of a second after the light had been 
fired off, the man experimented on selected the right key and pressed the signal. 
in other words, he had recognized the type of emotional stimulus and had acted 
on it. But the galvanometer showed nothing until two whole seconds had 
elapsed; the man had recognized the kind of stimulus. It was only later on 
that the general bodily reinforcement occurred—an event which was called 
emotion. In other words, one could not impugn the intellectual process, and 
one could not say it was affected primarily by the occurrence of the emotion, as 
the latter was a late phenomenon. It was the adaptation of the body to the 
type of reaction. He mentioned that because he thought it was necessary to 
realize that if we were without emotion we were able to form a certain amount 
of corrected judgment, but were unable to pursue the course of conduct after- 
wards which might be elicited by the emotion. One could distinguish between 
the intellectual response and the later emotional response. 

There was, he considered, one other matter which came into this emotional 
question, namely, how far, even if emotions were subdued—either by loss or by 
the hormonic influence, or by degeneration, or by hypo-function of the nerve- 
cells, or the diencephalön--how far the psychotic was capable of behaving like a 
normal person in a difficult situation. One of the great opportunities lost during 
and after the War, immediately after it, was that of seeing how far it was possible 
to represent cortical movements in amputation cases, i.e., how far one got the 
kinesthetic representation of movement, and if having once had emotion and 
then being deprived of its mechanism, it was possible to represent in the cortex 
what that emotion was, and to feel it as a cortical representation. The oppor- 
tunity for this mass observation had now passed. It would have been interests 
to ask a man who had a limb amputated whether he had a movement in it as an 
act of will; also whether the psychotic whose emotional functions were in suspense 
could reproduce that emotional state as a psychic mechanism. 

The object of his remarks was merely to emphasize that Dr. Power had given 
the Association groundwork for the kind of investigation which must be camed 
out in studies on endocrinology. But what workers now had to concentrate on 
was to find out whether it was primarily nervous or hormonic. That problem was 
just about as difficult as any that still remained to be tackled. It was required 
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to find out whether the substances secreted were of the appropriate kind and 


responded to the stimulus, or whether, ın degenerated people, they ceased to have 
that effect. 


Prof. LAIGNEL-LAVASTINE (Paris) said: I have been very pleased to listen to 
Dr. Powers report and I am glad to congratulate him, especially for the 
precision of his physiological experiments. 

When listening to a report on the relations between endocrinology and mental 
disorders I feel myself about thirty years younger; it was indeed in 1908, at 
the Congres des Aliénistes et Neurologistes de France et des Pays de Langue 
Française at Dijon, that I presented a report on this question of the relations 
between internal secretions and mental disorders. 

I came back to the same subject in a report which was to be presented to the 
International Congress of Psychiatry inBerne in 1914, on “ Internal Secretions and 
the Nervous System’, and which was published afterwards in French by Alcan, in 
English ın a monograph of the Journal of Nervous and Mental Disease (of New 
York), and in Italian in the Kiviste di Ireniatria. 

Since then I have continued to study the relations of internal secretions and 
mental disturbances, especially through the sympathetic system, as it may be 
seen in my "Pathologie du Sympathique’’, my © Methode Concentrique"’ and my 
“Conferences de Sympathologie Clinique’ 

When we consider the enormous question of the relations between internal secre- 
tions and psychic disorders we must, first, be sure that there 1s more than mere 
coincidence. I have thus observed, when I was Prof. Gilbert Ballet's collaborator 
in the Clinique de Maladies Mentales at St. Anne, before the war, a typical case of 
myxcedema which was at the same time a general paralvtic. At the autopsy we 
dliscovered the thyroid completely atrophied, weighing only 2 grammes. The brain 
showed the well-known lesions of general paralysis. ‘There was in this case a 
double locahzation of hereditary syphilis. 

More recently I have seen a similar case to those related with his usual humour 
by our President. It was that of a tall young man who, to increase his sex- 
appeal, had stolen a motor-car and had gallantly offered a seat to a young beauty. 
This thief was not only a big acromegaloid man through hypertrophy of the 
hv pophysis, but at the same time he was the son of a tabetic and thus a congenital 
syphilitic, and I am inclined to think that the theft was more closely associated 
with the latter attection than with any disorder of the hypophysis. 

We will now consider some anatomo-chnical relations explained by certain 
facts which I have been observing during thirty vears. 

First, in some cases of manic-depressive psychosis the lesions of the thyroid 
gland are so evident that in an article of the ‘Actualités Medicales’’ of Prof. Pierre 
Marie I thought ıt was possible to distinguish periodical mental disorders of thyroid 
origin. The disorders of the thyroid gland which produce these troubles seem to 
occur in two phases: (a) hypertrophy, (b) atrophy. The thyroid gland is sometimes 
reduced to a minimum and transformed by sclerosis. 

In the relations between endocrinology and psychic disorders, we must not 
think that the endocrine disturbances always appear before the mental disorders. 
It 1s possible to observe the contrary. 

For instance, I made autopsies on a great number of agitated patients who 
died from cardiac collapse, and I observed in the suprarenal glands the complete 
disappearance of the phosphorated lecithins, which are coloured by osmic acid, and 
normally situated in the reticulated and the internal portion of the fasciculated 
zones. It seems to me that the agitation of the patient has exhausted the 
lecithin reserve of the suprarenal glands. 

There is another histological relation which seems to be very interesting. Ina 
systematic study of the parathyroid glands of 64 mental cases, I found with 
Duhem a complete eosinophilic transformation in nearly all the parathyroids of 
the senile dements. 

This coincidence seems to be quite explicable now that we know the role of 
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the parathyroids in the metabolism of calcium, and the role of calcium in the 
metabolism of the brain. 

Another relation between endocrinology and mental troubles is to be found 
from the chemical point of view. A good number of anxious patients seem to 
have an alkaline urinary reaction. This alkalosis is generally accompanied bv 
vagotonia and hypocalcemia. I noticed, with Drs. Souffland and Pouchet, that 
treatment by ultra-violet rays fixes calcium, acidifies the humours, reduces vagotony 
and at the same time calms anxiety. 

I will not say anything else on the relations between this hypophvsis and 
other glands and mental disorders, but I can say that I have obtained, in a great 
number of cases, very good results by the combined anti-syphilitic and pituitary 
gland treatment. 

I will now say a few words on a special endocrino-sv mpathico- -psvchical 
syndrome which I have called ‘‘ Endocrino-nevrose hypotensive’. It generally 
concerns tall and thin women with * acrosphyxia ”, exaggeration of the secretion 
of the ovaries, emotional, and who easily become anxious. These patients are 
often helped by combined hypophysis and suprarenal treatment. 

In these complex cases, Hirsch’s interferometric method has given me a 
good number of interesting results. When carefully interpreted, this method 
can be used in general practice. Another method is a very old one: it is the 
study of the dreams of the insane patients. In a certain number of women treated 
by “ androstine ” an exact and regular analysis of the dreams showed the regular 
appearance of images of the sexual type, as in Freud’s symbolism. So we see the 
direct and indirect relations between endocrine activity and psvchic activity. 

lt is because of the great usefulness of these investigations, in general practice, 
that I have ventured to refer to them here after listening to Dr. Power's report. 


Major J. E. DHUNJ1BHOy, I.M.S., said he felt very much indebted to Dr. Power 
for this very Interesting contribution. He would like to ask him whether, in his 
experiments, he found that the sexual characteristics were increased in the rabbits 
he studied. He also asked whether the animals’ activity was increased. Dr. 
Power had remarked that the carrving out of these experiments was verv expensive. 
He, the speaker, had been carrying out experiments in a large institution in India. 
In those researches he was not using injections of prolan, but was performing 
vasectomy and ligature. He first used rats and rabbits in the investigation, 
and then proceeded to use goats, monkeys and dogs. Later still he applied the 
knowledge he obtained to human patients, and with the latter he obtained equally 
good results. Members would know that Eugene Steinach, in Vienna, carned 
out work by means of this operation, and that he obtained wonderful results. 
That investigator—being a pioneer—was, of course, laughed at at first; but later 
the results were confirmed by Dr. Schmidt. Some thousands of experiments 
were done in all by Dr. Clarke, of Michigan University. The speaker had studied 
the accounts of those experiments in many countries, and had found proof of the 
results in his own work. He advised anybody working at this subject to try the 
ettects of vasectomy. Of the 100 cases he had experimented with he had been able 
to discharge at least 50 cases of dementia pracox after that operation. The method 
of procedure was not costly; it was merely a question of an operation lasting 10 
minutes, under local anesthesia, and it was well worth trying in cases of dementia 
præcox. 


Dr. Davip SLIGHT (Montreal) said that for some years this subject had beer 
to him one of great interest. He was sorry to hear that Dr. Power found so much 
difficulty in obtaining the extracts he required, and that his work proved se 
expensive, as from America he could be supplied with gallons of it. 

Dr. Golla, in the course of his remarks, had stressed one difficulty in respect 
of the psvchoses, 1.e., many of the ditferent effects observed were due to nervous 
changes, and it was difficult to know how much was due to this and how much to 
changes in the endocrines. But now that anti-hormones were known, the subject 
became more complicated than ever. There were gonadotropic substances and 
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thyrotropic substances, and now there were anti-gonadotropic and anti-thyro- 
tropic ones. It did not seem that the subject would be carried very far in regard to 
specific endocrine therapy until specific tests had been established for the presence 
of these hormones in the blood, and also tests to show the presence of the so-called 
anti-hormones. In dementia pracox the speaker and his co-workers failed to 
get results with the Vienna A.P.L., like the preparations which Prof. Moore got 
from the placenta. 

This problem of the central nervous system versus endocrines was well exem- 
plified in one or two cases the speaker had seen recently. They were cases of 
dementia precox, with a basal rate of —20—he would like to know whether 
Dr. Power in his work took the basal metabolic rate—and he treated one of these 
cases by psycho-therapy, and it cleared up completely. Unknown to the speaker, 
the patient had, in a previous episode, been treated with various endocrine 
extracts, including thyroid and prolan, and after a time he had cleared up. 
His most recent case he had shortly before he left Montreal. It was that of 
a young man, with a basal rate of —20. He was subject to narcolepsy, and had 
been treated with large doses of thyroid without effect. Then it was found 
that he had anti-thyrotropic substance in the blood. The speaker used psycho- 
therapy, and apparently there was a good result, as he had been free from his 
narcolepsy for months. 

It was of great interest to him to know that this work on endocrinology was 
going on in Britain, and he thought that if the question of expense was allowed to 
interfere with its continuance it would be very unfortunate. He therefore would 
like to know whether Dr. Power took basal rate readings, to ascertain whether 
there was a hyperfunctioning or a hypofunctioning of the thyroid. 

To illustrate the difficulty, he wished to refer to the case of a woman who 
showed signs like those of dementia precox, and was at first diagnosed as schizo- 
phrenia ; but as she began to have left-sided attacks with exophthalmos on one 
side, with flushing also, and an increase of temperature on one side, the diagnosis 
was changed to that of brain tumour. Her basal rate reading was —40. She did 
not respond to thyroid up to 20 gr. a day, neither did she respond to thyroxin. 
After some years there was an autopsy, and a degenerative tumour was found 
infiltrating the diencephalon and the lower basal ganglia. 

It would thus be seen that, as Dr. Golla said, the difficulties were very great ; 
and. at the present time, workers had either to wait for endocrinologists to work 
out the specific tests for these substances in the blood, and further tests for the 


anti-substances, or one could only act on purely empirical grounds and keep on 
trying. 


Dr. Power, in replying to the discussion, said one question he was asked was 
as to the effect on the weight of the rabbits used of injections of prolan and 
pituitary extract. In answer to that, he had never discovered any effect; the 
rabbits experimented on seemed to gain weight under the conditions in which he 
kept them. In the rabbits which he treated with a combination of anterior 
pituitary extract and prolan he was never, in the immature rabbits, able to make 
the testicle descend, and he never obtained in those animals a premature sperma- 
togenesis. He found that changes occurred in adult rabbits; there was, in them, 
an increase of interstitial tissue, and enlargement of the vas deferens and seminal 
vesicles. The testes of those animals were always heavier than the testes of the 
controls. But there was a good deal of variation in the testicles, and in the 
penis, of control animals also. 

With regard to the metabolic rate, he was doing his work in a tiny laboratory, 
and it possessed no means of taking the basal metabolic rate of animals. He had 
tried to take these readings in the case of patients, but it was not very satisfactory. 
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SOME CLINICAL ASPECTS OF GENERAL PARALYSIS. 
By W. D. Nicot, M.B., M.R.C.P., D.P.M., 


Medical Superintendent, Horton Mental Hospital; and 


E. L. Hutton, M.B., B.S., D.P.M., 
Assistant Medical Officer, Horton Mental Hospital. 


THE employment of malaria as a therapeutic agent in the treatment of 
general paralysis has focused attention on the latter disease and has provided 
much material for thought. A discussion on the prognosis and treatment of 
general paralysis was sponsored by the Association at the quarterly meetings in 
November, 1928, and February, 1929. The Sections of Psychiatry and 
Neurology of the Royal Society of Medicine had a similar discussion at the 
same time, and quite recently the Neurological Section of the Royal Society 
of Medicine debated the unsettled problems of neuro-syphilis, when the 
President, in summing up, remarked, “ Our problems still remain unsettled ”’. 

The general acceptance of general paralysis as an incurable disease with a 
fatal termination within a few years was undisputed before the days of 
malaria therapy. The occurrence of remissions following a course of malaria 
provoked much criticism and a good deal of scepticism. Numerous schools 
of thought came into vogue: some critics said that general paralysis was 
prone to remissions and so there was nothing new in witnessing these so- 
called cures; others maintained that the cases treated were not true cases 
of general paralysis, while others put forward the theory that changes had 
occurred in the clinical aspects of the disease, and malaria would never have 
achieved such results in the old types seen in the past. 

In the inquiry undertaken by Meagher for the Board of Control the occur- 
rence of spontaneous remissions without treatment was very definitely refuted. 
Of 624 untreated general paralytics admitted to mental hospitals in 1923, 
go°4 had died by the end of 1927. He states that “ remissions met with 
denote a transitory, illusory and imperfect improvement, and that complete 
remission of a year’s duration is extremely rarely met with’. 

The other criticisms offered demand more serious attention : they concern 
the diagnosis and the possibility of a change in the clinical character of the 
disease. 

Our own experience of general paralysis before the advent of malaria 
therapy is somewhat limited. One recalls the immediate post-war period at 
Hanwell, where male general paralytics hastened their last days by floating 
about on the surface of a water-bed (the use of these was discontinued after 
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1923, when malaria therapy was first employed at that hospital). Physicians 
with longer and more mature experience maintain that patients suffering 
from general paralysis now do not present the same clinical picture. It is 
difficult to explain this. One may ask, has the modern arsenical treatment 
of syphilis modified the subsequent development of neurosyphilis ? We are 
not in a position to negative this last suggestion, but we would emphasize a 
factor of importance, namely, the genuine denial in many cases of a primary 
attack of syphilis, and consequently the undoubted lack of any antispecific 
treatment. Another point put forward is the importance of alcohol as a factor 
influencing the clinical picture presented. Alcoholism was frequently associated 
with the onset of general paralysis a couple of decades ago, and no doubt 
masked the symptoms. Has the diminished alcoholic consumption of the 
present-day generation altered the picture ? 

Laboratory aids in diagnosis were introduced first about IgIo, and since 
the war have been adopted universally. It was first thought that diagnosis 
would be made easier, but on the contrary, reliance on the serological findings 
has led to confusion and wrong diagnosis, with consequent fallacious statistical 
results. While we agree that the true gencral paralytic, before treatment, 
must exhibit a positive Wassermann of the cerebro-spinal fluid, with increased 
cell content and protein, and, in most cases, a typical paretic curve, we must 
not lose sight of the reverse, and that is that a positive cerebro-spinal fluid 
does not necessarily label a case as a general paralytic. In other words, we meet 
with three clinical varieties, in which the serological findings are positive: 
(1) The true general paralytic, who should be diagnosed without the aid of 
laboratory findings, but .n whom the Wassermann affords merely confirmatory 
evidence ; (2) those doubtful cases in which there may be one or two vague 
mental symptoms or clinical signs possibly suggestive of general paralysis, 
and in which the presence of a positive result should indicate the possibility 
of general paralysis and the advisability of therapeutic measures ; (3) those 
cases in which, in the course of routine examination, a positive serum is 
discovered, so demanding a lumbar puncture, yet in spite of positive serological 
findings they can in no way be regarded as suffering from general paralysis. 

Clouston* was quite definite about general paralysis; he regarded it as 
a distinct clinical entity and defined it thus: “An organic disease of the cortical 
part of the brain characterized by progression, by the combined presence of 
mental and motor symptoms, the former always including mental enfeeble- 
ment and mental facility, and often delusions of grandeur and ideas of morbid 
expansion or self-satisfaction ; the motor deficiencies always including a 
peculiar defective articulation of words, and always passing through the 
stages of fibrillar convulsion, inco-ordination, paresis and paralysis; the 
disease process spreading to the whole of the nerve tissues in the body, being as 
yet incurable and fatal in a few years.” 


* Mental Diseases, 6th ed., 1904. 
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others have demonstrated, exerts a stimulative influence on the gland. There 
was, however, a piece of evidence of a different kind which indicated that the 
thyroids of the injected animals were elaborating a much greater quantity of 
hormone than those of the controls. In a previous publication (15), I have 
amply demonstrated that, if thyroxine is injected into rabbits, a very pro- 
nounced hyperplasia of the bone-marrow is produced, which is due apparently 
to a rise in the basal metabolic rate, with a consequent increased demand for 
oxygen on the part of the tissues. The bone-marrow of the four rabbits, which 
had been treated with prolan and anterior pituitary extract in combination, 
exhibited a similar marrow hyperplasia, and this varied in degree with the 
doses employed. Figs. 3 and 4 illustrate this marrow hyperplasia very clearly. 
The organ of the treated animal shows a great reduction in the size of the fat 
spaces, while the intervening tissue, which, of course, consists of developing 
blood-cells, is enormously increased. The finer details of the marrow structure 
were very similar to those found after thyroxine medication, and seemed to 
prove conclusively that the thyroid gland had undergone stimulation as a 
result of the injections. It would have been preferable if in the above- 
mentioned experiments a larger number of rabbits had been employed, but the 
high cost of the ambinon rendered this impossible. However, similar results 
were obtained in another series of animals in which prolan was combined with 
a crude anterior pituitary extract prepared by me from material obtained at a 
neighbouring abattoir. 

The experiments with ambinon and prolan show that there are now prepara- 
tions on the market which are able to exert a definite stimulative influence on 
the thyroid and testicle, causing these organs to elaborate an increased amount 
of their respective hormones. It is interesting to note that while prolan alone 
appeared to produce degeneration of the spermatogenic cells, when given in 
combination with anterior pituitary extract no such injurious effect was 
produced, while the interstitial cells were definitely stimulated. Although 
the ambinon itself contained a certain amount of gonad-stimulating principle, 
it is probable that the greater part of the testicular reaction was due to the 
synergic factor to which reference has already been made. 


CLINICAL APPLICATIONS, 


The foregoing developments in endocrinology provide the psychiatrist with 
much food for thought. We find that the pituitary gland, which is so closely 
connected with the diencephalon, exerts a profound influence, not only on the 
rate of bodily growth, but also upon sexual development and metabolism. 
Most, if not all, of these functions it exercises through the medium of other 
members of the endocrine group, and the latter in their turn have the power 
of influencing the pituitary. These inter-relationships are very complicated, 
and we are still far from understanding them, but it is clear that no single 
endocrine gland can undergo stimulation without the production of general 
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hormonal disturbance. It would seem that one of the functions of the pitui- 
tary is to supplement certain forms of nervous activity by the initiation of.a 
series of chemical changes in the body, and that in this respect it is subservient 
to the organic needs of instinct. This is suggested by the intimate relationship 
that exists between the pituitary hormones and the process of reproduction, 
which itself represents the end-result of a series of psychological events which 
have been prompted by the sexual instinct. The latter, however, energizes 
much more of our mental life than that concerned with the selection and wooing 
of a mate, and it is difficult to believe that under these circumstances the 
pituitary gland is not implicated. One of the tasks before the psychiatrist 
of to-day is the correlation of the various mental processes traceable to the 
sexual instinct with changes occurring at the endocrine level. That the sex 
hormones do influence mental processes to a very marked extent is suggested 
by the personality transformation which normally takes place at the time of 
puberty and adolescence, as well as by the minor mental disturbances of the 
menopause. It is, however, from a study of the grosser forms of mental 
disorder that we may expect to derive most knowledge of psycho-sexual 
functioning, and this brings us once again to the subject of dementia przcox, 
which has long been suspected of being primarily an endocrinopathy. 

Much work on the pathology of dementia pr&cox has been performed by 
Mott (16), McCartney (17), Dercum (18), Matsumoto (19), Frankel (20) and 
Geller (21), but it is only possible to mention the investigations of Mott and 
McCartney. Mott found that in dementia pr&cox there was a regressive 
atrophy of the reproductive organs, which he attributed to an inborn lack of 
specific vital energy in the germ-cells, causing the majority of the latter to fail 
to maturate and to die prematurely. He did not regard the atrophy of the 
gonads as being the primary cause of the disorder, but rather as the reflection 
of a general failure of biological activity which, while it affected all the struc- 
tures of the body, was most pronounced in the brain and reproductive organs. 
He further associated this lack of vital energy with a low level of oxidation 
—a point which has been confirmed by subsequent observers. More recently 
McCartney has investigated the subject from a somewhat different standpoint. 
He examined 20 Chinese eunuchs abandoned after the dissolution of the 
Imperial Court in Peking, and 3 Skoptsi who had been driven from Russia and 
taken refuge in China. He claimed that they showed typical dementia praecox 
or schizoid character—good intelligence and orientation, but distinct changes 
in affect. He also examined 110 living male and female schizophrenes, and 
found that 60°, of the men were eunuchoid in type, while 52°5°, of the women 
had undoubted ovarian disease. He concluded that in dementia priecox the 
gonads are consistently degenerated or hypofunctioning. 

It follows from these researches that dementia pr&cox is a malady which 
affords abundant material for study from the standpoint of modern endo- 
crinology. If we have at our disposal therapeutic preparations which have the 
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of the body. He considered that organic sensation was the basis of all emotion, 
and he held that if a man were to become corporeally anæsthetic, he would be 
“excluded from the life of the affections, harsh and tender alike, and drag out 
an existence of merely cognitive or intellectual form’. According to this 
theory, the impulses arising from the muscles, skin and internal organs 
constitute the very essence of emotional experience, and if these physio- 
logical manifestations are abstracted, nothing of the emotion remains. The 
actor feels anger and fear because he assumes the attitudes by which such 
emotional states are expressed: “ Sit all day in a moping posture, sigh and 
reply to everything with a dismal voice, and your melancholy lingers.” James, 
however, overlooked the fact that, although two things may be invariably 
associated with each other, they are not necessarily identical. As Stout (2), 
in his criticism, very aptly remarks: “ A stone cannot fall into the water 
without making ripples, but the ripples are not the stone.” Organic sensation 
may be a factor in the constitution of emotional states, but it is not the sole 
factor. 

James’s theory of the emotions has been excellently reviewed in the light 
of modern discovery by Cannon (3), and it is proposed to quote at some length 
from the latter’s work. After calling attention to Sherrington’s experiments, 
in which the emotional behaviour of dogs remained unchanged after the spinal 
cord and both vagi nerves had been divided, he describes how cats who had 
had their entire sympathetic nervous system removed continued to show all 
the superficial signs of rage in the presence of a barking dog, despite the absence 
of all afferent impulses from the viscera. He further points out that in certain 
emotions, such as fear and rage, there is evidence of profound sympathetic 
stimulation characterized by the following reactions, viz., acceleration of the 
heart, contraction of arterioles, dilation of bronchioles, increase of blood sugar, 
inhibition of activity of digestive glands, inhibition of gastro-intestinal peris- 
talsis, sweating, discharge of adrenaline, widening of pupils and erection of 
hairs. These reactions, however, occur not only in emotions such as fear and 
rage, but also after exposure to cold and during fever, so that, according to 
James’s theory, exposure to cold and fever should feel the same as the emotions 
of fear and rage. This, of course, is not the case. Cannon was able to produce 
artificially visceral changes typical of strong emotion by injecting adrenaline 
into students, but the latter failed to experience any specific emotion as a 
consequence of such medication. In finally rejecting James’s theory of emotion, 
he says that, although the processes going on in the thoracic and abdominal 
organs in consequence of sympathetic (emotional) activity are truly remarkable 
and various, their value to the organism “ is not to add richness and flavour 
to experience, but rather to adapt the internal economy so that in spite of 
shifts of outer circumstance the even tenor of the inner life will not be profoundly 
disturbed ”’. 

Cannon considers that the thalamus is the region in which resides the 
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neural organization for the different emotions, and that thalamic processes 
are the source of affective experience. He refers to Head's cases of unilateral 
lestons in the thalamic region, in which there was a marked tendency to react 
excessively to affective stimuli on the damaged side of the body. Head 
attributed this extravagant influence of affective stimuli, whether from surface 
receptors or from memories, to release of the thalamus from cortical inhibition, 
and the theory now generally held is that the diencephalon is the nervous 
structure concerned with the experience of emotion, and that its activities are 
held in constant check by the cerebral cortex, except as occasion for emotional 
expression arises. 

Since, then, the thalamus is the seat of emotional experience, it follows 
that in cases of pathological persistence of affect, such as mania and melancholia, 
this region of the brain must in some way be implicated. At all events, 
whatever neural combinations underlie such affective states must remain in 
operation for long periods of time, and exclude all other reactive patterns. 
Doubtless, however, this derangement of the diencephalon is purely functional 
in nature, for how, otherwise, could such cases recover, as many of them in 
fact do? Applying the thalamic hypothesis to dementia pr&cox, where 
complete apathy is the rule, we may postulate here a temporary or permanent 
side-tracking of the thalamus from other cerebral processes, as a result of 
which the patient becomes more or less isolated from affective life. It is as 
though stimuli from within and without the organism were passing to and 
from the cerebral cortex without making contact with the thalamus, and, 
indeed, many such patients respond to an unpleasant sensory stimulus, such 
as a pinprick, with just that absence of feeling tone which is held to be added 
to simple sensation by thalamic participation. Affective experience, however, 
is only one aspect of instinctive life, and the conative forces which are so closely 
associated with emotion are ’of just as much importance to the organism. 
Affective states would indeed be of little use if they were unable to fan the 
flame of desire and stimulate achievement. Our efforts to view emotions 
from the physiological level must, therefore, include an attempt to correlate 
the executive side of instinct with organic processes. 

Cannon (4) has shown that emotions such as fear and rage involve profound 
stimulation of the sympathetic nervous system, and an increased secretion 
of adrenaline by the suprarenal glands. The adrenaline co-operates with 
the sympathetic nerve impulses in calling forth stored carbohydrate from the 
liver, and in effecting a suitable distribution of blood to various organs of 
the body. It further has the effect of abolishing muscular fatigue, of securing 
relaxation of the bronchial tubes, and of rendering the blood more rapidly 
coagulable. These adreno-sympathetic activities are interpreted by Cannon 
as attempts at biological adaptations to conditions in wild life. Thus, the 
circulation is flooded with sugar in anticipation of increased muscular activity 
in fighting or flight ; the blood is taken from the abdomen and distributed in 
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the heart, lungs, central nervous system and limbs, where it would be most 
required in an external emergency ; the bronchial tubes are relaxed to permit 
a greater intake of air, and the blood is rendered more coagulable, so that less 
would be lost in case of injury. All these reactions are protective in nature, and 
ensure that the line of conduct, which has been prompted by the emotion in 
question, will be executed with the greatest degree of safety to the individual. 
Here we have an example of an endocrine secretion participating directly in 
an emotional reaction, and preparing the organism for subsequent behaviour. 
Moreover, since the reactions induced by the adrenaline are purposive in 
character, they represent to some extent the organic basis of conation. While 
Cannon deals principally with the instinct of self-preservation, it is almost 
certain that all the other instincts are similarly implemented by endocrine 
activity—a supposition which is supported by the close anatomical proximity 
of the diencephalon and pituitary gland. For this reason it is imperative that 
all who are interested in the treatment of mental disorder should keep in close 
touch with modern developments in endocrinology, and seek to’ applv its 
principles to their patients. It is now proposed to mention certain of these 
discoveries and to give a brief account of an attempt to utilize them in the field 
of therapeutics. | 


MODERN ENDOCRINOLOGY 


The science of endocrinology is now so complicated and its literature so 
vast and ever-changing, that it is very difhicult for one man to keep in touch 
with all its ramifications. The subject has been excellently reviewed in 
Cameron’s recent book (5), and readers should consult this, or larger works, 
for full information on the various points referred to here. 

While it has long been known that the disease called acromegaly is associated 
with tumours of the anterior lobe of the pituitary, Evans and Simpson (6) were 
the first to produce growth effects in animals by injecting them with extracts 
of the gland. They demonstrated that young rats which were receiving such 
treatment grew at an abnormal rate, and eventually far outstripped the control 
animals. Since it has also been shown that hypophysectomy arrests growth in 
immature animals, the existence of a growth hormone in the anterior pituitary 
gland would appear to be definitely established. About eight years ago, 
however, Zondek and Ascheim (7) and P. E. Smith (8) secured a totally different 
‚effect by implanting anterior pituitary gland in young animals. By such a 
procedure they were able to induce precocious sexual maturity in rats and 
mice, as shown not only by premature mating, but also by the production of 
certain striking changes in the ovary and uterus. The ovaries of the treated 
animals were much larger than those of the controls, contained an increased 
number of follicles, and exhibited abundant evidence of ovulation, despite 
the fact that the normal age of sexual maturity had not been attained. The 
uteri corresponded in sige and development to those of adult animals—a 
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phenomenon which was subsequently found to be due to the action of a further 
hormone, viz., cestrin, secreted by the stimulated follicles of the ovary. Smith 
and Engle (g) obtained corresponding gonadotropic effects in male animals by 
means of treatment with anterior pituitary extracts. The injections resulted 
in an increased growth of all the tissues of the testicle, including the interstitial 
cells, and enlargement of the penis and sexual apparatus. Here again, however, 
the enlargement of the accessory sex organs was found to be due to the action 
of an additional internal secretion elaborated by the interstitial cells of the 
testis, and not to the direct effect of the pituitary extract. Premature 
spermatogenesis has never been produced in immature animals, and on the 
whole the male gonads show a more variable response to pituitary hormone 
than do those of the female. 

There is yet a third hormone formed by the anterior lobe of the pituitary 
gland which is claiming much attention at present. After the operation of 
hypophysectomy in animals the thyroid gland shows signs of atrophy, and 
evidence of its functional activity diminishes. Conversely, the injection of 
potent extracts of anterior pituitary is followed by parenchymal hypertrophy 
of the thyroid gland, and an increase in the oxygen consumption of the body. 
Friedgood (10) studied the basal metabolic rate and the pathology of the 
thyroid gland in 30 guinea-pigs injected with anterior pituitary extracts over 
a period extending from 48 hours to 190 days. He found that there was an 
initial rise in the basal metabolic rate as a result of the injections, but that, if 
the latter were continued for any length of time, a spontaneous remission 
occurred. Parenchymal hypertrophy and hyperplasia of the thyroid gland 
appeared simultaneously with the systemic evidence of hyperactivity, but 
showed a tendency to recede in spite of continued injections of the extract. 
Spence (11) also has demonstrated the stimulative effects of anterior pituitary 
extracts on the thyroid gland, and the subsequent regression of the gland 
under conditions of prolonged medication. He further noted a definite increase 
in the size of the suprarenal cortex in the experimental animals. The possi- 
bility of the development of “ anti-thyroid ” or “ anti-pituitary ” substances 
in the blood, which would account for the above-mentioned failure to maintain 
a high basal metabolic rate in spite of continued medication, is at present under 
investigation. | 

That the anterior pituitary gland secretes three hormones which stimulate 
growth, the sex organs and the thyroid gland respectively is, therefore, definitely 
proved, and there are good reasons for believing that the development of the 
suprarenal cortex is also under its influence. Mention must now be made of a 
fourth hormone which is closely allied to the gonadotropic principle of the 
pituitary. Zondek and Ascheim discovered that the urine of pregnant women 
contains a gonad-stimulating hormone which behaves in very much the same 
way as the anterior pituitary sex hormones. The urinary principle, which is 
called prolan. produces the same effects on the genital apparatus of infantile 
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animals as do pituitary implants, and appears to possess the same physical 
and chemical properties. It is generally believed, however, that prolan is 
not identical with the gonadotropic hormone of the pituitary, and it is thought 
to be produced in the placenta. Prolan is so easy to obtain that it is employed 
for its gonadotropic effects far more frequently than anterior pituitary extract, 
and there are a number of commercial preparations on the market. The 
interesting discovery has recently been made that extracts of the anterior lobe 
of the pituitary possess the property of synergizing the action of the urinary 
hormone, and this finding promises to be of the greatest assistance to those 
engaged in clinical practice. If infantile mice are injected with prolan and 
antenor pituitary extract simultaneously, in amounts which by themselves 
cause little or no ovarian development, a most striking stimulative effect is 
obtained, the ovary being studded all over with corpora lutea. The subject 
has been studied by Evans, Simpson and Austin (12), who consider that the 
synergistic influence of the anterior pituitary is due neither to the growth- 
promoting nor to the gonad-stimulating principle, but to quite an independent 
factor. 

It will be convenient to consider here some of my own experiments which 
have a bearing on a number of the points referred to in this paper. My object 
in undertaking them was to ascertain the degree of potency possessed by the 
various commercial preparations, and at the same time to make certain obser- 
vations which I thought might subsequently prove useful in the treatment of 
mental patients. Six immature and three mature male rabbits were given 
daily injections of prolan for a period of 14 days, a similar number of animals 
of the same age (mostly litter mates) being used as controls. Male rabbits 
were chosen in preference to female partly because the male sex organs are 
admittedly more dithcult to stimulate with gonadotropic substances than the 
female, and partly because it was intended at a subsequent date to treat male 
patients with the same material. The preparations of prolan used were 
ordinary commercial extracts of pregnancy urine, and the dose emploved 
varied from 100 to 300 rat units per day. The rabbits were weighed weekly, 
and kept under standard conditions as regards food and housing. After death 
the thyroids, suprarenals and testicles were weighed and sectioned, and the 
bone-marrow was also examined. No change in the behaviour of the rabbits 
which were undergoing medication was noted, and the alterations in weight 
were very similar in the control and experimental groups. Post-mortem 
examination showed a certain amount of variation in the weights of the thvroids, 
suprarenals and testicles, but no consistent data were obtained. Microscopical 
examination of the suprarenals revealed negative results, but there were shght 
histological changes in the testicles and thyroids of some of the treated animals. 
In four of the latter the testicular tubules contained much fewer spermatogenic 
cells than those of the controls, and the existing cells appeared to be in a state 
of degeneration. In no instance was there an increase of interstitial tissue, 
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nor was there any evidence of premature spermatogenesis am ng the immature 
rabbits. On the other hand, the thyroids of some of the animals which had 
received prolan appeared to have undergone slight stimulation, as evidenced 
by diminution of colloid and epithelial thickening. This change, however, 
was not marked. 

It will be gathered from the foregoing brief description that the effect of 
commercial prolan on male rabbits was disappointing, although the prepara- 
tions used were unquestionably active when administered in quite small doses 
to female mice. Not only was there no stimulation of either the intra-tubular 
or interstitial cells of the testis, but in four instances there was actual degenera- 
tion of the germinal epithelium. Similar degenerative changes within the 
tubules have been noted by Engle (13) in rats, after treatment with extracts 
of pregnancy urine and anterior pituitary, but in Engle’s animals there was an 
increase in the interstitial cell mass. The slight stimulative effect exerted by 
the prolan on the thyroid gland is interesting in view of tle fact that Starr and 
Patton (14), as a result of a series of metabolic and histological studies, came 
to the conclusion that there was no thyrotropic hormone in pregnancy urine. 

Owing to this complete failure to obtain gonadotropic effects in male 
rabbits with prolan, it was next decided to combine the latter hormone with 
anterior pituitary extract, since a definite synergism operates between the two. 
For this purpose four adult male rabbits were employed, and, as before, they 
were controlled by litter mates. From 50 to 150 guinea-pig units of an anterior 
pituitary extract known as ambinon, combined with a similar number of rat 
units of prolan, were injected daily for a period of a week. The treated animals 
lost no weight, and exhibited no manifestation of importance during life. The 
post-mortem findings were, however, of considerable interest. The seminal 
vesicles of the animals which had received the injections were much larger 
than those of the controls, and were distended with jelly-like material, while 
the testicles showed a definite increase in weight. Microscopical examination 
of the testicles revealed a pronounced hyperplasia of the interstitial cells, the 
latter being not only more numerous, but also larger than those of the controls. 
The extent of this interstitial hyperplasia varied in direct proportion to the 
dose of hormone given. The seminiferous tubules were well stocked with cells, 
and there was not a trace of degeneration. Figs. I and 2 illustrate the average 
microscopical appearance of the testicles of the experimental and control 
animals. In Fig. 2 it will be noticed that the interstitial cells occur in scanty 
islets, while in Fig. 1 they occupy much larger areas between the tubules. 
Since these cells are responsible for the hormone which stimulates the growth 
of the accessory sex organs, it will be readily understood why the seminal 
vesicles of the experimental rabbits were so large. The thyroid glands of both 
the experimental and control group were in a very active state, and there was 
little histological difference between the two. In all probability this was due 
to the fact that all the rabbits had been fed on cabbage, which, as Spence and 
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Fic. 1.— Rabbit No. 114 illustrates combined effect of prolan obtained from pregnancy 
urine and anterior pituitary extract on testicle of adult rabbit. Note increase of 
interstitial cells. (X 92.) 


Fic. 2.— Rabbit No. 115. Testicle of control rabbit of similar age and breeding to No. 1 14. 
(X 92.) : 
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114 illustrates combined effect of prolan and anterior pituitary 


extract on bone-marrow of rabbit with testicle as shown in Fig. 1. 
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others have demonstrated, exerts a stimulative influence on the gland. There 
was, however, a piece of evidence of a different kind which indicated that the 
thyroids of the injected animals were elaborating a much greater quantity of 
hormone than those of the controls. In a previous publication (15), I have 
amply demonstrated that, if thyroxine is injected into rabbits, a very pro- 
nounced hyperplasia of the bone-marrow is produced, which is due apparently 
to a rise in the basal metabolic rate, with a consequent increased demand for 
oxygen on the part of the tissues. The bone-marrow of the four rabbits, which 
had been treated with prolan and anterior pituitary extract in combination, 
exhibited a similar marrow hyperplasia, and this varied in degree with the 
doses employed. Figs. 3 and 4 illustrate this marrow hyperplasia very clearly. 
The organ of the treated animal shows a great reduction in the size of the fat 
spaces, while the intervening tissue, which, of course, consists of developing 
blood-cells, is enormously increased. The finer details of the marrow structure 
were very similar to those found after thyroxine medication, and seemed to 
prove conclusively that the thyroid gland had undergone stimulation as a 
result of the injections. It would have been preferable if in the above- 
mentioned experiments a larger number of rabbits had been employed, but the 
high cost of the ambinon rendered this impossible. However, similar results 
were obtained in another series of animals in which prolan was combined with 
a crude anterior pituitary extract prepared by me from material obtained at a 
neighbouring abattoir. 

The experiments with ambinon and prolan show that there are now prepara- 
tions on the market which are able to exert a definite stimulative influence on 
the thyroid and testicle, causing these organs to elaborate an increased amount 
of their respective hormones. It is interesting to note that while prolan alone 
appeared to produce degeneration of the spermatogenic cells, when given in 
combination with anterior pituitary extract no such injurious effect was 
produced, while the interstitial cells were definitely stimulated. Although 
the ambinon itself contained a certain amount of gonad-stimulating principle, 
it is probable that the greater part of the testicular reaction was due to the 
synergic factor to which reference has already been made. 


CLINICAL APPLICATIONS. 


The foregoing developments in endocrinology provide the psychiatrist with 
much food for thought. We find that the pituitary gland, which is so closelv 
connected with the diencephalon, exerts a profound influence, not only on the 
rate of bodily growth, but also upon sexual development and metabolism. 
Most, if not all, of these functions it exercises through the medium of other 
members of the endocrine group, and the latter in their turn have the power 
of influencing the pituitary. These inter-relationships are very complicated, 
and we are still tar from understanding them, but it is clear that no single 
endocrine gland can undergo stimulation without the production of general 
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hormonal disturbance. It would seem that one of the functions of the pitui- 
tary is to supplement certain forms of nervous activity by the initiation of .a 
series of chemical changes in the body, and that in this respect it is subservient 
to the organic needs of instinct. This is suggested by the intimate relationship 
that exists between the pituitary hormones and the process of reproduction, 
which itself represents the end-result of a series of psychological events which 
have been prompted by the sexual instinct. The latter, however, energizes 
much more of our mental life than that concerned with the selection and wooing 
of a mate, and it is difficult to believe that under these circumstances the 
pituitary gland is not implicated. One of the tasks before the psychiatrist 
of to-day is the correlation of the various mental processes traceable to the 
sexual instinct with changes occurring at the endocrine level. That the sex 
hormones do influence mental processes to a very marked extent is suggested 
by the personality transformation which normally takes place at the time of 
puberty and adolescence, as well as by the minor mental disturbances of the 
menopause. It is, however, from a study of the grosser forms of mental 
disorder that we mav expect to derive most knowledge of psycho-sexual 
functioning, and this brings us once again to the subject of dementia pracox, 
which has long been suspected of being primarily an endocrinopathy. 

Much work on the pathology of dementia precox has been performed by 
Mott (16), McCartney (17), Dercum (18), Matsumoto (19), Frankel (20) and 
Geller (21), but it is only possible to mention the investigations of Mott and 
McCartney. Mott found that in dementia pr&cox there was a regressive 
atrophy of the reproductive organs, which he attributed to an inborn lack of 
specific vital energy in the germ-cells, causing the majority of the latter to fail 
to maturate and to die prematurely. He did not regard the atrophy of the 
gonads as being the primary cause of the disorder, but rather as the reflection 
of a general failure of biological activity which, while it affected all the struc- 
tures of the body, was most pronounced in the brain and reproductive organs. 
He further associated this lack of vital energy with a low level of oxidation 
—a point which has been confirmed by subsequent observers. More recently 
McCartney has investigated the subject from a somewhat different standpoint. 
He examined 20 Chinese eunuchs abandoned after the dissolution of the 
Imperial Court in Peking, and 3 Skoptsi who had been driven from Russia and 
taken refuge in China. He claimed that they showed typical dementia preecox 
or schizoid character—good intelligence and orientation, but distinct changes 
in affect. He also examined 110 living male and female schizophrenes, and 
found that 60°, of the men were eunuchoid in type, while 52°5°,) of the women 
had undoubted ovarian disease. He concluded that in dementia pr&cox the 
gonads are consistently degenerated or hypofunctioning. 

It follows from these researches that dementia præcox is a malady which 
affords abundant material for study from the standpoint of modern endo- 
crinology. If we have at our disposal therapeutic preparations which have the 
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power of stimulating the gonads and raising the oxygen consumption of the body, 
they should be of assistance to us in treating a disease where such deficiencies 
occur. Accordingly it was decided to investigate with an entirely open mind the 
effects of prolan on seven selected cases of dementia præcox. Although this 
preparation had failed to stimulate the gonads of rabbits, it was considered 
worthy of clinical trial in view of the good results claimed for it in the treatment 
of undescended testicle in man. Male patients were chosen for the investigation 
rather than female for two reasons. In the first place the symptoms of the 
male insane are not so liable to transitory change as those of the female, and 
secondly, the male nurses of the average mental hospital are far more 
experienced than the female, and, consequently, their reports are more valuable 
in the research worker. It was not anticipated for one moment that anything 
to the nature of a cure would be obtained by the doses of prolan which it was 
proposed to employ; my object was to observe the patients very closely 
under standard conditions, and to note any temporary change in their physical 
or mental state which might result from the treatment. Since dementia 
precox is a disease that is liable to fluctuations in intensity, and in which 
transitory amelioration may follow such minor occurrences as a change 

of ward, or the focusing of the patient’s interest on some hospital occupation. 

the cases under investigation were confined to a single ward, not encouraged 
to work, and observed individually for some time before the endocrine therapy 
was commenced. The prolan, which was the same as that given to the rabbits, 
was administered either subcutaneously or intramuscularly, and, for the 
convenience of the reader, the doses employed and the duration of the treat- 
ment are given in the following table: 


Total Maximum dosage 


Case Duration of ne a Thyroid 
No treatinent dosage ee ` enlargement 
i i (R.U.). (R.U.). 2 : 
I 9 months j 28,300 ; 2,800 ; +. 
2 I month ; 2,300 ; 700 O 
3 I > : 2,000 700 O 
4 ; 5 weeks ; 3,100 : 700 : O 
5 I month A 2,400 i 700 a. 
6 6 weeks : 9,200 : 1,500 : O 
7 16 days : 1,600 . 700 . 1 


The temperature, pulse, blood-pressure and measurement of the thyroid 
were ascertained daily during the period of medication, except in Case 1, 
where these observations were recorded on 240 occasions in 9 months. All 
patients were weighed weekly prior to, during, and subsequent to the treatment. 

In most instances in which the hormone was administered intramuscularly 
a rise of temperature occurred on the evening of the day of the injection, but 
this pyrexia had usually subsided within 24 hours. The pulse-rate was little 
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affected, and, except when large doses were given, the patients did not seem 
to suffer any inconvenience, continuing to take food in the ordinary way. 
The behaviour of the blood-pressure was, however, interesting, and merits 
consideration. In many cases of dementia pr&cox the systolic blood-pressure 
is abnormally low, and remains like this for years on end. Case I wasa 
typical example of this. He had been under observation for a long time and 
his blood-pressure had always been low. The systolic pressure varied between 
105 and 118, being usually about 110, which certainly may be regarded as 
low, in view of the fact that he was 31 years of age. During the first five weeks 
of his treatment the blood-pressure was taken by the auscultatory method on 
24 occasions, and was found never to exceed the previous upper limit of 118. 
After he had received 2,000 R.U. of prolan it rose to 140, and during the last 
five months of the treatment, although readings were taken on 85 occasions, 
the systolic pressure was never below 125, and usually above 130. Although 
fully aware that blood-pressure findings should be interpreted with caution, 
I cannot help feeling that the rise of pressure noted in this case was definitelv 
attributable to the prolan. That it was genuine and sustained is bevond all 
question, and since there was no other circumstance to account for it, it is 
logical to regard it as being due to the injections. Of the other six cases, five 
exhibited normal blood-pressure readings from the start, and these were quite 
uninfluenced by the treatment. In Case 4, on the other hand, the average 
systolic pressure was abnormally high prior to the injections, and in this instance 
a reduction of some weeks’ duration was effected by 850 R.U. of prolan. While 
it is difficult to reconcile these conflicting findings, one is left with the impression 
that they possess some significance in regard to endocrine functioning. It 
seems fairly certain, however, that prolan, when given in moderate doses, 
does not produce an injurious effect on blood-pressure, because in one case of 
severe hvperpiesis (outside this series) in which the preparation was tried, the 
blood-pressure (230/145) remained entirely unaffected. 

Although the prolan obtained from pregnancy urine is not usually regarded 
as possessing any thyroid stimulating properties, in view of the fact that the 
glands of some of the treated rabbits had shown changes in this direction, a 
careful examination of the patients’ thyroids was made. The circumference 
of the neck at the level of the thyroid gland was ascertained daily for a pre- 
liminary control period as well as during the injections, and by using great 
care a fairly reliable series of figures was obtained. Three out of the seven 
patients showed definite enlargement of the thyroid as a result of the 
medication. This made its appearance after about a fortnight’s treatment, when 
approximately 1,200 R.U. had been given. It was unaccompanied by any signs 
of excessive thyroid secretion, such as rapidity of pulse, nervousness or loss of 
weight, and it would scarcely have been noted if careful measurements of the 
neck had not been made. The most remarkable feature about it was that it 
persisted for months after the prolan had been discontinued, and in one instance 
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was quite unaffected by the simultaneous administration of iodine in the form 
of potassium iodide. 

We now come to a consideration of the effect of the injections on the 
mental condition of the patients. The type of case chosen was one in which 
any mental improvement could be studied objectively, without any reference 
to the patients’ subjective experiences, and in order to obviate all possibility 
of suggestion, no questions relating to health were asked during the investi- 
gation. The cases had all showed marked dynamic failure, viz., loss of ambition 
and interest in the ordinary affairs of life, withdrawal from reality, loss of 
affection for those previously loved, slovenliness and neglect of personal 
appearance, unsociability and general indolence. All these symptoms appear 
to denote a tailure of psycho-physical energy, which might conceivably involve 
endocrine disturbance or defect, and prove susceptible to substitution therapy. 

Two out of the seven patients made a fairly good recovery, and were 
ultimately discharged from the mental hospital, but after carefully reviewing all 
the relevant facts, I cannot bring myself to believe that their cure had anything 
to do with the prolan. One of them (Case 7) began to show improvement 
26 days after the last injection. Up to that time he had been entirely mute, 
but he now began to ask questions, and to exhibit normal animation and 
interest. He realized that he had been ill, and he gave a most interesting and 
vivid description of the bizarre phantasies in which he had been indulging. 
All this would have been most gratifving from the standpoint of the investi- 
gation ıf he had relapsed when the injections were discontinued, but he made 
an uninterrupted recovery, and as far as I know has remained well ever since. 
The second case (Case 5) began to show improvement ten weeks after the 
termination of his treatment. He had hitherto been mute, solitary and 
disinterested, but all his previous animation returned, and he conversed treelv 
and rationally. In due course he was discharged, and he has remained well 
for six months. It is most important to emphasize the fact that not intre- 
quently cases of dementia precox make a very fair recovery without having 
received any specific therapy, and, consequently, clinical improvement should 
only be attributed to a particular line of treatment when it directly follows 
this. In the two cases in question recovery was delayed for too long a period 
after the termination of the injections to be of any definite significance. On 
the other hand, it 1s worthy of note that in each of these cases the thyroid gland 
enlarged in response to the prolan. The remaining five cases, which were verv 
advanced, showed absolutely no improvement, and, indeed, in one instance 
mental deterioration appeared to be accelerated. Thev were, perhaps, hardlv 
fair tests of the efhcacy of gonadotropic treatment, for if their testicles had 
reached the advanced stage of degeneration depicted in Mott's photographs (221. 
it would have required enormous doses of prolan to resuscitate them. 

On the whole, then, these results are disappointing, but before passing 
final judgment on them we must ask ourselves two questions: Firstly, were 
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the preparations used really gonadotropic for the male, and secondly, were 
the doses employed adequate ? It has already been shown that no gonado- 
tropic effect was obtained in male rabbits with extracts of pregnancy urine, 
but against this must be quoted the encouraging results reported by Spence (23) 
and others in the treatment of undescended testicle in man, when using a very 
similar preparation. With regard to the doses given, they were admittedly 
inadequate, if calculated on the basis of body-weight, and one must not forget 
that Kaufmann (24) found it necessary to employ truly colossal doses of cestrin 
before he was successful in producing endometrial changes in castrated women. 
I should like to have tried the effect of much larger doses of prolan on my 
patients, but this was absolutely out of the question owing to the expense 
involved. My thoughts have, therefore, turned in another direction. 

An account has already been given of the very marked effects produced 
on adult male rabbits by a combination of anterior pituitary extract and 
prolan. While prolan alone failed to stimulate the genital apparatus, when 
combined with anterior pituitary it effected enlargement of the seminal vesicles 
and proliferation of the interstitial cells of the testes. There was also marked 
hyperplasia of the hematopoietic tissue of the bone-marrow, which suggested 
a rise of basal metabolic rate and an increased consumption of oxygen. It 
was decided to try the effect of this combination of hormones on two cases of 
dementia precox, one of which (Case 1) had previously been treated with 
prolan alone. The initial results left no room for doubt that we were here 
dealing with material which was capable of producing very profound biological 
effects. Asa preliminary, a number of injections of anterior pituitary extract 
alone was given to each patient. Beyond an evening rise of temperature on 
the dav of the injection little abnormal was noted, the body-weight being very 
little affected. When the same amount of this extract was combined with 
prolan, however, the pyrexial reaction was much more pronounced and 
prolonged, and there was considerable tachycardia. There was also a very 
marked loss of weight, in each case amounting to 7 lb. in a fortnight. Case I, 
which had been under close observation for the previous nine months, had 
never previously lost weight, and had not exhibited tachycardia. Both 
patients quickly developed toleration for the injections, and no further loss of 
weight has occurred. The treatment is continuing, and it is too early as vet 
to pass judgment on it, but on the whole I am rather favourably impressed. 


CONCLUSIONS. 


The foregoing investigations represent little more than gropings in the dark 
in a subject which is much in need of elucidation. It seems probable that all 
instinctive and emotional activities are accompanied by subtle alterations in 
hormonal balance, and that these in their turn influence neuronic processes. 
The close connection between the diencephalon and the pituitary gland lends 
support to this view, for, as we have seen, the pituitary is the master gland of 
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the body, and on it depends the degree of functioning displaved by a number 
of subsidiary glands remotely situated from it. It is easy to imagine how a 
profound emotional disturbance might be perpetuated by endocrine disharmony, 
and prove susceptible to substitution therapy. Much stress has been lard in 
this paper on the part played by the pituitary in the development and activity 
of the reproductive organs, because it is felt that these physical processes have 
an important bearing on the force and vigour of the sexual instinct, which 
supplies the driving force of so much of our mental life. Attempts have been 
made to stimulate the interstitial cells of the testis in cases of dementia præcox, 
not because degeneration of these elements is regarded as the primary cause 
of the disease, but because it was hoped by remedying this defect to break a 
vicious circle. It is fully realized, however, that the dynamic side of sex 
involves much more than a mere stimulation of the genital apparatus. 
Probably every hormone in the body plays its part in co-operating with this 
great instinct, and what is wanted for dementia precox is something which 
will produce a generalized stimulation of this nature. A combination of 
anterior pituitary hormones suitable for hypodermic injection would appear 
to be the ideal therapeutic agent, but until this preparation is on the market 
we must content ourselves with minor laboratory and clinical experiments 
such as I have been describing. Sufhcient has been said to show that the 
psychiatrist has much to learn from modern endocrinology, provided that he 
sets out on his researches with an open mind and has no expectation of being 
able to work miracles. 
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Discussion. 


Dr. F. L. Gotta said he wished first, as he was sure all in the room would wish 
to do, to congratulate Dr. Power on this exceedingly courageous piece of work 
It had been undertaken in the face of many obstacles, and, he was sorry to sav, 
had not received that encouragement it ought to have had from those who had 
means to finance research. Dr. Power had in this paper given the foundations of 
the tvpe of research which would be necessary to elucidate problems connected 
with the affective life of the psychotic individual. 

There was, however, one fundamental question on which workers had to form, 
if they could, some judgment before proceeding to apply the results of endocrinology 
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to psvchiatrv. Practically everv function—and there were many besides those 
to which Dr. Power alluded—was under the direct control of the central nervous 
system. The trouble with the endocrinologist was that he forgot the central 
nervous system; and the trouble with the neurologist was that he tended to 
forget the existence of hormonic stimulants. There was every reascn to think 
that practically all the functions with which Dr. Power had dealt that morning 
were initiated by the group of centres the phvsiologv of which the profession 
was only now beginning to appreciate; the metabolism, the chemical and 
physical regulation of the body heat, gonadal function, the regulation of the 
chemical metabolism of the liver and pancreas, the regulation of the distribution 
of the blood supply and a thousand other functions were directly stimulated 
by the diencephalic centres. The problem which presented itself was, had one 
to do with a primary hypo-function of nervous material, or with a primary 
hy po-function of hormonic material? At the present moment it was impossible 
to pronounce on the subject. So far there was onlv one bit of evidence that 
the hormone-producing bodies were interfered with in anv form of psychosis, 
and that was the celebrated work of Mott on the testicle, and it was necessary to 
receive even that piece of evidence with due caution. Those who had bred rabbits 
knew that if thev could keep a buck rabbit for two or three vears—two as a 
minimum—from any possibility of copulation, there was a degeneration of the 
testicle, and the rabbit became, after four or five years, impotent. There were 
some German observations which were made on reservists who were sent to the 
Russian Front during the war, and were housed far away from any village or 
town, who had so httle privacy that even masturbation could not take place. 
The men were kept for two years under those conditions, and it was found 
in practically every case that they had become asexual, and in some there 
appeared to be a permanent atrophy of the testicle. 

He, the speaker, was not connected with clinical psychiatry sufficiently to 
know whether it was a possibility that the obsessions and the mode of life of the 
schizophrenic patient were of such a nature that he could be cut off from sexual 
stimulation, and whether, in consequence, atrophy of the testicle might occur. 
That was the only objection which could be urged against Mott's results. It would 
he interesting to hear what could be said on that point. Apart from that, no histo- 
logical examination had given any foundation for the idea that there was a distur- 
bance of the hormonic apparatus, whether thvroid or pancreatic, or any different 
function of the liver or any other gland. Physiologically, what one found was a 
hy po-functicn of those glands. There was a slowing of the sugar metabolism, and it 
was found that secretion of gastric juice took place in these patients more slowly 
than in the normal person. In fact there was a general slowing down, including 
the vascular system ; but, at present, there was no evidence that the state of 
affairs was primarily due to the hormonic apparatus, rather than to a weak- 
ness of the portion of the central nervous system which governed all those 
functions. Workers on this subject were only just beginning to get an idea 
of the extraordinary power of the central nervous system over the functions 
of the body. He himself had not believed, until it was confirmed, that it was 
possible to obtain conditioned reflexes of antigen production ; i.e., one injected 
an animal to produce antigen, and each time one blew a whistle or gave some 
stimulation it acted; until at last water was substituted, and the same action 
occurred. That showed that in these functions there was at work a profound 
nervous influence; and what had to be decided was whether one could implicate 
the nervous apparatus, or the hormonic apparatus. There was, he thought, only 
one solution, and that was when the biochemist was ready to pronounce on the 
hormonic action of any gland by biopsy or by a study of the hormonic secretions 
in the blood, and was able to sav definitely that one had here to deal with 
a primary hormonic disturbance. Even then workers would still be in the dark, 
because the whole thing worked in a circle, and the great question to solve would 
be whether the hormonic disturbance arose from the diencephalon primarily, or 
whether that was itself secondary. 
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He mentioned those matters because it was so important at the present 
moment to devise some scheme of work to ascertain on which side the attack was 
to be conducted. 

There was another point which was mentioned earlier in the paper, namely, 
the question of the evaluation of the bodily concomitants of emotion; as to 
whether it was “ the stone casting a ripple’’, or whether the ripple was the real 
thing. Anyone who had stepped off a pavement and seen a motor bus come along 
and had stepped hurriedly back was familiar with the sensation of going hot all 
over, and he might perhaps remember that he did not do so until he was actually 
back on the pavement again. He, the speaker, himself made the following 
experiment some time ago; it might afford a clue to an understanding of the 
part which the emotional apparatus played in the general manifestation of the 
emotions. Every emotional reaction had a verv long period of latency, 
whether one took increased breathing, or the sweat reaction, or the increase of 
blood-pressure, or the tightening of muscles. In each case it was found that 
the reaction did not take place until two seconds after the occurrence of the 
emotional stimulus: The experiment was as follows. He subjected a man to 
two forms of emotional stimuli: (1) flashing a terrifying magnesium light; 32) 
firing a pistol behind the man's ear. The man was required, on receiving one 
stimulus, to press key *“ A”, and on receiving the other stimulus to press kev 
“B”. He recorded the reaction galvanometrically. Photography was used 
for the recording, and it could be seen which of the two keys was pressed by the 
man. One ten-thousandth of a second after the stimulus occurred the galvano- 
meter record gave a little Jump. It was not from the brain; it was the same 
in an animal which had no brain. It was a mid-brain reflex. And then the curve 
of the galvanometer went on, and one-tenth of a second after the light had been 
fired off, the man experimented on selected the right key and pressed the signal: 
in other words, he had recognized the type of emotional stimulus and had acted 
on it. But the galvanometer showed nothing until two whole seconds had 
elapsed; the man had recognized the kind of stimulus. It was only later on 
that the general bodily reinforcement occurred—an event which was called 
emotion. In other words, one could not impugn the intellectual process, and 
one could not say it was affected primarily by the occurrence of the emotion, as 
the latter was a late phenomenon. It was the adaptation of the body to the 
type of reaction. He mentioned that because he thought it was necessary to 
realize that if we were without emotion we were able to form a certain amount 
of corrected judgment, but were unable to pursue the course of conduct after- 
wards which might be elicited by the emotion. One could distinguish between 
the intellectual response and the later emotional response. 

There was, he considered, one other matter which came into this emotional 
question, namely, how far, even if emotions were subdued—either by loss or by 
the hormonic influence, or by degeneration, or by hypo-function of the nerve- 
cells, or the diencephalon—how far the psychotic was capable of behaving like a 
normal person in a difficult situation. One of the great opportunities lost during 
and after the War, immediately after it, was that of seeing how far it was possible 
to represent cortical movements in amputation cases, i.e., how far one got the 
kinasthetic representation of movement, and if having once had emotion and 
then being deprived of its mechanism, it was possible to represent in the cortex 
what that emotion was, and to feel it as a cortical representation. The oppor- 
tunity for this mass observation had now passed. It would have been interesting 
to ask a man who had a limb amputated whether he had a movement in it as an 
act of will; also whether the psychotic whose emotional functions were in suspense 
could reproduce that emotional state as a psychic mechanism. 

The object of his remarks was merely to emphasize that Dr. Power had given 
the Association groundwork for the kind of investigation which must be carned 
out in studies on endocrinology. But what workers now had to concentrate on 
was to find out whether it was primarily nervous or hormonic. That problem was 
just about as difficult as any that still remained to be tackled. It was required 
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to find out whether the substances secreted were of the appropriate kind and 


responded to the stimulus, or whether, in degenerated people, they ceased to have 
that effect. 


Prof. LAIGNEL-LAVASTINE (Paris) said: I have been very pleased to listen to 
Dr. Power's report and I am glad to congratulate him, especially for the 
precision of his physiological experiments. 

When listening to a report on the relations between endocrinology and mental 
disorders I feel myself about thirty years younger; it was indeed in 1908, at 
the Congrés des Aliénistes et Neurologistes de France et des Pays de Langue 
Francaise at Dijon, that | presented a report on this question of the relations 
between internal secretions and mental disorders. 

I came back to the same subject in a report which was to be presented to the 
International Congress of Psychiatry inBerne in 1914, on “ Internal Secretions and 
the Nervous System’, and which was published afterwards in French by Alcan, in 
English ın a monograph of the Journal of Nervous and Mental Disease (of New 
York), and in Italian in the Kivista di Freniatria. 

Since then I have continued to study the relations of internal secretions and 
mental disturbances, especially through the sympathetic system, as it may be 
seen in my "Pathologie du Sympathique”, my " Methode Concentrigue and my 
"Conferences de Sympathologie Climgue’ 

When we consider the enormous question of the relations between internal secre- 
tions and psychic disorders we must, first, be sure that there is more than mere 
coincidence. I have thus observed, when I was Prof. Gilbert Ballet's collaborator 
in the Clinique de Maladies Mentales at St. Anne, before the war, a typical case of 
myxordema which was at the same time a general paralytic. At the autopsy we 
discovered the thyroid completely atrophied, w eighing only 2 grammes. The brain 
showed the well-known lesions of general paralysis. There was in this case a 
double localization of hereditary syphilis. 

More recently I have seen a similar case to those related with his usual humour 
by our President. It was that of a tall young man who, to increase his sex- 
appeal, had stolen a motor-car and had gallantly offered a seat to a young beauty. 
This thief was not only a big acromegaloid man through hypertrophy of the 
hypophysis, but at the same time he was the son of a tabetic and thus a congenital 
syphilitic, and I am inclined to think that the theft was more closely associated 
with the latter affection than with any disorder of the hypophysis. 

We will now consider some anatomo-clinical relations explained by certain 
facts which I have been observing during thirty vears. 

First, in some cases of manic-depressive psychosis the lesions of the thyroid 
gland are so evident that in an article of the ".Ictualites Medicales”’ of Prof. Pierre 
Marie I thought it was possible to distinguish periodical mental disorders of thyroid 
origin. The disorders of the thyroid gland which produce these troubles seem to 
occur in two phases: (a) hypertrophy, (b) atrophy. The thyroid gland is sometimes 
reduced to a minimum and transformed by sclerosis. 

In the relations between endocrinology and psychic disorders, we must not 
think that the endocrine disturbances always appear before the mental disorders. 
It is possible to observe the contrary. 

For instance, I made autopsies on a great number of agitated patients who 
died from cardiac collapse, and I observed in the suprarenal glands the complete 
disappearance of the phosphorated lecithins, which are coloured by osmic acid, and 
normally situated in the reticulated and the internal portion of the fasciculated 
zones. It seems to me that the agitation of the patient has exhausted the 
lecithin reserve of the suprarenal glands. 

There is another histological relation which seems to be very interesting. Ina 
systematic study of the parathyroid glands of 64 mental cases, I found with 
Duhem a complete eosinophilic transformation in nearly all the parathyroids of 
the senile dements. 

This coincidence seems to be quite explicable now that we know the role of 
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the parathyroids in the metabolism of calcium, and the role of calcium in the 
metabolism of the brain. 

Another relation between endocrinology and mental troubles is to be found 
from the chemical point of view. A good number of anxious patients seem to 
have an alkaline urinary reaction. This alkalosis is generally accompanied by 
vagotonia and hypocalcemia. I noticed, with Drs. Souffland and Pouchet, that 
treatment by ultra-violet rays fixes calcium, acidifies the humours, reduces vagotonv 
and at the same time calms anxiety. 

I will not say anything else on the relations between this hypophysis and 
other glands and mental disorders, but 1 can say that I have obtained, in a great 
number of cases, very good results by the combined anti- -syphilitic and pituitary 
gland treatment. 

I will now say a few words on a special endocrino-sy mpathico- psychical 
syndrome which I have called “ Endocrino-névrose hypotensive’. It generally 
concerns tall and thin women with “ acrosphyxia ’’, exaggeration of the secretion 
of the ovaries, emotional, and who easily become anxious. These patients are 
often helped by combined hypophysis and suprarenal treatment. 

In these complex cases, Hirsch’s interferometric method has given me a 
good number of interesting results. When carefully interpreted, this method 
can be used in general practice. Another method is a very old one: it is the 
study of the dreams of the insane patients. In a certain number of women treated 
by “ androstine ” an exact and regular analysis of the dreams showed the regular 
appearance of images of the sexual type, as in Freud’s symbolism. So we see the 
direct and indirect relations between endocrine activity and psychic activity. 

It is because of the great usefulness of these investigations, in general practice, 
that I have ventured to refer to them here after listening to Dr. Power's report. 


Major J. E. DHuNjiBHoy, I.M.S., said he felt very much indebted to Dr. Power 
for this very interesting contribution. He would like to ask him whether, in his 
experiments, he found that the sexual characteristics were increased in the rabbits 
he studied. He also asked whether the animals’ activity was increased. Dr. 
Power had remarked that the carrving out of these experiments was very expensive. 
He, the speaker, had been carrying out experiments ın a large institution in India. 
In those researches he was not using injections of prolan, but was performing 
vasectomy and ligature. He first used rats and rabbits in the investigation, 
and then proceeded to use goats, monkeys and dogs. Later still he applied the 
knowledge he obtained to human patients, and with the latter he obtained equally 
good results. Members would know that Eugene Steinach, in Vienna, carned 
out work by means of this operation, and that he obtained wonderful results. 
That investigator—being a pioneer— was, of course, laughed at at first; but later 
the results were confirmed by Dr. Schmidt. Some thousands of experiments 
were done in all by Dr. Clarke, of Michigan University. The speaker had studied 
the accounts of those experiments in many countries, and had found proof of the 
results in his own work. He advised anybody working at this subject to trv the 
etfects of vasectomy. Of the 100 cases he had experimented with he had been able 
to discharge at least 50 cases of dementia precox after that operation. The method 
of procedure was not costly; it was merely a question of an operation lasting 10 
minutes, under local anesthesia, and it was well worth trying in cases of dementia 
præcox. 


Dr. Davın SLIGHT (Montreal) said that for some years this subject had been 
to him one of great interest. He was sorry to hear that Dr. Power found so much 
ditficulty in obtaining the extracts he required, and that his work proved so 
expensive, as from America he could be supplied with gallons of it. 

Dr. Golla, in the course of his remarks, had stressed one difficulty in respect 
of the psychoses, i.e., many of the different effects observed were due to nervous 
changes, and it was difficult to know how much was due to this and how much to 
changes in the endocrines. But now that anti-hormones were known, the subject 
became more complicated than ever. There were gonadotropic substances and 
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thyrotropic substances, and now there were anti-gonadotropic and anti-thyro- 
tropic ones. It did not seem that the subject would be carried very far in regard to 
specific endocrine therapy until specific tests had been established for the presence 
of these hormones in the blood, and also tests to show the presence of the so-called 
anti-hormones. In dementia precox the speaker and his co-workers failed to 
vet results with the Vienna A.P.L., like the preparations which Prof. Moore got 
from the placenta. 

This problem of the central nervous system versus endocrines was well exem- 
plified in one or two cases the speaker had seen recently. They were cases of 
dementia pr&cox, with a basal rate of —20—he would like to know whether 
Dr. Power in his work took the basal metabolic rate—and he treated one of these 
cases by psycho-therapy, and it cleared up completely. Unknown to the speaker, 
the patient had, in a previous episode, been treated with various endocrine 
extracts, including thyroid and prolan, and after a time he had cleared up. 
His most recent case he had shortly before he left Montreal. It was that of 
a young man, witha basal rate of —20. He was subject to narcolepsy, and had 
been treated with large doses of thyroid without effect. Then it was found 
that he had anti-thyrotropic substance in the blood. The speaker used psvcho- 
therapy, and apparently there was a good result, as he had been free from his 
narcolepsy for months. 

It was of great interest to him to know that this work on endocrinology was 
going on in Britain, and he thought that if the question of expense was allowed to 
interfere with its continuance it would be very unfortunate. He therefore would 
like to know whether Dr. Power took basal rate readings, to ascertain whether 
there was a hyperfunctioning or a hypofunctioning of the thyroid. 

To illustrate the difficulty, he wished to refer to the case of a woman who 
showed signs hike those of dementia precox, and was at first diagnosed as schizo- 
phrenia ; but as she began to have left-sided attacks with exophthalmos on one 
side, with flushing also, and an increase of temperature on one side, the diagnosis 
was changed to that of brain tumour. Her basal rate reading was —40. She did 
not respond to thyroid up to 20 gr. a day, neither did she respond to thvroxin. 
After some years there was an autopsy, and a degenerative tumour was found 
infiltrating the diencephalon and the lower basal ganglia. 

It would thus be seen that, as Dr. Golla said, the difficulties were very great ; 
and. at the present time, workers had either to wait for endocrinologists to work 
out the specific tests for these substances in the blood, and further tests for the 
anti-substances, or one could only act on purely empirical grounds and keep on 
trying. | 


Dr. Power, in replying to the discussion, said one question he was asked was 
as to the effect on the weight of the rabbits used of injections of prolan and 
pituitary extract. In answer to that, he had never discovered any effect; the 
rabbits experimented on seemed to gain weight under the conditions in which he 
kept them. In the rabbits which he treated with a combination of anterior 
pituitary extract and prolan he was never, in the immature rabbits, able to make 
the testicle descend, and he never obtained in those animals a premature sperma- 
togenesis. He found that changes occurred in adult rabbits ; there was, in them, 
an increase of interstitial tissue, and enlargement of the vas deferens and seminal 
vesicles. The testes of those animals were always heavier than the testes of the 
controls. But there was a good deal of variation in the testicles, and in the 
penis, of control animals also. 

With regard to the metabolic rate, he was doing his work in a tiny laboratory, 
and it possessed no means of taking the basal metabolic rate of animals. He had 
tried to take these readings in the case of patients, but it was not very satisfactory. 
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SOME CLINICAL ASPECTS OF GENERAL PARALYSIS. 
By W. D. Nico, M.B., M.R.C.P., D.P.M., 


Medical Superintendent, Horton Mental Hospital; and 


E. L. Hutton, M.B., B.S., D.P.M., 


Assistant Medical Officer, Horton Mental Hospital. 


THE employment of malaria as a therapeutic agent in the treatment of 
general paralysis has focused attention on the latter disease and has provided 
much material for thought. A discussion on the prognosis and treatment of 
general paralysis was sponsored by the Association at the quarterly meetings in 
November, 1928, and February, 1929. The Sections of Psychiatry and 
Neurology of the Royal Society of Medicine had a similar discussion at the 
same time, and quite recently the Neurological Section of the Royal Society 
of Medicine debated the unsettled problems of neuro-syphilis, when the 
President, in summing up, remarked, “ Our problems still remain unsettled ”’. 

The general acceptance of general paralysis as an incurable disease with a 
fatal termination within a few years was undisputed before the days of 
malaria therapy. The occurrence of remissions following a course of malaria 
provoked much criticism and a good deal of scepticism. Numerous schools 
of thought came into vogue: some critics said that general paralysis was 
prone to remissions and so there was nothing new in witnessing these so- 
called cures; others maintained that the cases treated were not true cases 
of general paralysis, while others put forward the theory that changes had 
occurred in the clinical aspects of the disease, and malaria would never have 
achieved such results in the old types seen in the past. 

In the inquiry undertaken by Meagher for the Board of Control the occur- 
rence of spontaneous remissions without treatment was very definitely refuted. 
Of 624 untreated general paralytics admitted to mental hospitals in 1923, 
go% had died by the end of 1927. He states that “ remissions met with 
denote a transitory, illusory and imperfect improvement, and that complete 
remission of a year’s duration is extremely rarely met with’. 

The other criticisms offered demand more serious attention: they concern 
the diagnosis and the possibility of a change in the clinical character of the 
disease. 

Our own experience of general paralysis before the advent of malaria 
therapy is somewhat limited. One recalls the immediate post-war period at 
Hanwell, where male general paralytics hastened their last days by floating 
about on the surface of a water-bed (the use of these was discontinued after 
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1923, when malaria therapy was first employed at that hospital). Physicians 
with longer and more mature experience maintain that patients suffering 
from general paralysis now do not present the same clinical picture. It is 
difficult to explain this. One may ask, has the modern arsenical treatment 
of syphilis modified the subsequent development of neurosyphilis ? We are 
not in a position to negative this last suggestion, but we would emphasize a 
factor of importance, namely, the genuine denial in many cases of a primary 
attack of syphilis, and consequently the undoubted lack of any antispecific 
treatment. Another point put forward is the importance of alcohol as a factor 
influencing the clinical picture presented. Alcoholism was frequently associated 
with the onset of general paralysis a couple of decades ago, and no doubt 
masked the symptoms. Has the diminished alcoholic consumption of the 
present-day generation altered the picture ? 

Laboratory aids in diagnosis were introduced first about 1910, and since 
the war have been adopted universally. It was first thought that diagnosis 
would be made easier, but on the contrary, reliance on the serological findings 
has led to confusion and wrong diagnosis, with consequent fallacious statistical 
results. While we agrce that the true general paralytic, before treatment, 
must exhibit a positive Wassermann of the cerebro-spinal fluid, with increased 
cell content and protein, and, in most cases, a typical paretic curve, we must 
not lose sight of the reverse, and that is that a positive cerebro-spinal fluid 
does not necessarily label a case as a general paralytic. In other words, we meet 
with three clinical varieties, in which the serological findings are positive: 
(1) The true general paralytic, who should be diagnosed without the aid of 
laboratory findings, but .n whom the Wassermann affords merely confirmatory 
evidence ; (2) those doubtful cases in which there may be one or two vague 
mental symptoms or clinical signs possibly suggestive of general paralysis, 
and in which the presence of a positive result should indicate the possibility 
of general paralysis and the advisability of therapeutic measures ; (3) those 
cases in which, in the course of routine examination, a positive serum is 
discovered, so demanding a lumbar puncture, yet in spite of positive serological 
findings they can in no way be regarded as suffering from general paralysis. 

Clouston* was quite definite about general paralysis; he regarded it as 
a distinct clinical entity and defined it thus: “An organic disease of the cortical 
part of the brain characterized by progression, by the combined presence of 
mental and motor symptoms, the former always including mental enfecble- 
ment and mental facility, and often delusions of grandeur and ideas of morbid 
expansion or self-satisfaction; the motor deficiencies always including a 
peculiar defective articulation of words, and always passing through the 
stages of fibrillar convulsion, inco-ordination, paresis and paralysis; the 
disease process spreading to the whole of the nerve tissues in the body, being as 
yet incurable and fatal in a few years.” 


* Mental Diseases, 6th ed., 1904. 
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the body, and on it depends the degree of functioning displayed by a number 
of subsidiary glands remotely situated from it. It is easy to imagine how a 
profound emotional disturbance might be perpetuated by endocrine disharmony, 
and prove susceptible to substitution therapy. Much stress has been Jaid in 
this paper on the part played by the pituitary in the development and activity 
of the reproductive organs, because it is felt that these physical processes have 
an important bearing on the force and vigour of the sexual instinct, which 
supplies the driving force of so much of our mental life. Attempts have been 
made to stimulate the interstitial cells of the testis in cases of dementia pracox, 
not because degeneration of these elements is regarded as the primary cause 
of the disease, but because it was hoped by remedying this defect to break a 
vicious circle. It is fully realized, however, that the dynamic side of sex 
involves much more than a mere stimulation of the genital apparatus. 
Probably every hormone in the body plays its part in co-operating with this 
great Instinct, and what is wanted for dementia pr&cox is something which 
will produce a generalized stimulation of this nature. A combination of 
anterior pituitary hormones suitable for hypodermic injection would appear 
to be the ideal therapeutic agent, but until this preparation is on the market 
we must content ourselves with minor laboratory and clinical experiments 
such as I have been describing. Sufficient has been said to show that the 
psychiatrist has much to learn from modern endocrinology, provided that he 
sets out on his researches with an open mind and has no expectation of being 
able to work miracles. 
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Discussion. 


Dr. F. L. Gorra said he wished first, as he was sure all in the room would wish 
to do, to congratulate Dr. Power on this exceedingly courageous piece of work. 
It had been undertaken in the face of many obstacles, and, he was sorry to sav, 
had not received that encouragement it ought to have had from those who had 
means to finance research. Dr. Power had in this paper given the foundations of 
the type of research which would be necessary to elucidate problems connected 
with the atfective life of the psychotic individual. 

There was, however, one fundamental question on which workers had to form, 
if they could, some judgment before proceeding to apply the results of endocrinology 
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to psychiatry. Practically every function—and there were many besides those 
to which Dr. Power alluded—was under the direct control of the central nervous 
system. The trouble with the endocrinologist was that he forgot the central 
nervous system; and the trouble with the neurologist was that he tended to 
forget the existence of hormonic stimulants. ‘There was every reason to think 
that practically all the functions with which Dr. Power had dealt that morning 
were initiated by the group of centres the physiology of which the profession 
was only now beginning to appreciate; the metabolism, the chemical end 
phvsical regulation of the body heat, gonadal function, the regulation of the 
chemical metabolism of the liver and pancreas, the regulation of the distribution 
of the blood supply and a thousand other functions were directly stimulated 
by the diencephalic centres. The problem which presented itself was, had one 
to do with a primary hypo-function of nervous material, or with a primary 
hvpo-function of hormonic material? At the present moment it was impossible 
to pronounce on the subject. So far there was only one bit of evidence that 
the hormone-producing bodies were interfered with in any form of psychosis, 
and that was the celebrated work of Mott on the testicle, and it was necessary to 
receive even that piece of evidence with due caution. Those who had bred rabbits 
knew that if they could keep a buck rabbit for two or three vears—two as a 
minimum— from any possibility of copulation, there was a degeneration of the 
testicle, and the rabbit became, after four or five years, impotent. There were 
some German observations which were made on reservists who were sent to the 
Russian Front during the war, and were housed far away from any village or 
town, who had so little privacy that even masturbation could not take place. 
The men were kept for two years under those conditions, and it was found 
in practically every case that they had become asexual, and in some there 
appeared to be a permanent atrophy of the testicle. 

He, the speaker, was not connected with clinical psychiatry sufficiently to 
know whether it was a possibility that the obsessions and the mode of life of the 
schizophrenic patient were of such a nature that he could be cut off from sexual 
stimulation, and whether, in consequence, atrophy of the testicle might occur. 
That was the only objection which could be urged against Mott's results. It would 
be interesting to hear what could be said on that point. Apart from that, no histo- 
logical examination had given any foundation for the idea that there was a distur- 
bance of the hormonic apparatus, whether thyroid or pancreatic, or any different 
function of the liver or any other gland. Phvsiologically, what one found was a 
hy po-function of those glands. There was a slowing of the sugar metabolism, and it 
was found that secretion of gastric juice took place in these patients more slowly 
than in the normal person. In fact there was a general slowing down, including 
the vascular system; but, at present, there was no evidence that the state of 
aftairs was primarily due to the hormonic apparatus, rather than to a weak- 
ness of the portion of the central nervous system which governed all those 
functions. Workers on this subject were only just beginning to get an idea 
of the extraordinary power of the central nervous system over the functions 
of the body. He himself had not believed, until it was confirmed, that it was 
possible to obtain conditioned reflexes of antigen production ; i.e., one injected 
an animal to produce antigen, and each time one blew a whistle or gave some 
stimulation it acted: until at last water was substituted, and the same action 
occurred. That showed that in these functions there was at work a profound 
nervous influence ; and what had to be decided was whether one could implicate 
the nervous apparatus, or the hormonic apparatus. There was, he thought, only 
one solution, and that was when the biochemist was ready to pronounce on the 
hormonic action of any gland by biopsy or by a study of the hormonic secretions 
in the blood, and was able to sav definitely that one had here to deal with 
a primary hormonic disturbance. Even then workers would still be in the dark, 
because the whole thing worked in a circle, and the great question to solve would 
be whether the hormonic disturbance arose from the diencephalon primarily, or 
whether that was itself secondary. 


Soo MODERN ENDOCRINOLOGY AND MENTAL DISORDER, Oct.. 


He mentioned those matters because it was so important at the present 
moment to devise some scheme of work to ascertain on which side the attack was 
to be conducted. 

There was another point which was mentioned earlier in the paper, namely, 
the question of the evaluation of the bodily concomitants of emotion ; as to 
whether it was “ the stone casting a ripple’ ', or whether the ripple was the real 
thing. Anyone who had stepped off a pavement and seen a motor bus come along 
and had stepped hurriedly back was familiar with the sensation of going hot all 
over, and he might perhaps remember that he did not do so until he was actually 
back on the pavement again. He, the speaker, himself made the following 
experiment some time ago; it might afford a clue to an understanding of the 
part which the emotional apparatus played in the general manifestation of the 
emotions. Every emotional reaction had a very long period of latency, 
whether one took increased breathing, or the sweat reaction, or the increase of 
blood-pressure, or the tightening of muscles. In each case it was found that 
the reaction did not take place until two seconds after the occurrence of the 
emotional stimulus: The experiment was as follows. He subjected a man to 
two forms of emotional stimuli: (1) flashing a terrifying magnesium light; (2) 
firing a pistol behind the man’s ear. The man was required, on receiving one 
stimulus, to press key “ A”, and on receiving the other stimulus to press kev 
“B”. He recorded the reaction galvanometrically. Photography was used 
for the recording, and it could be seen which of the two keys was pressed by the 
man. One ten- ‘thousandth of a second after the stimulus occurred the galvano- 
meter record gave a little jump. It was not from the brain; it was the same 
in an animal which had no brain. It was a mid-brain reflex. And then the curve 
of the galvanometer went on, and one-tenth of a second after the light had been 
fired off, the man experimented on selected the right key and pressed the signal ; 
in other words, he had recognized the type of emotional stimulus and had acted 
on it. But the galvanometer showed nothing until two whole seconds had 
elapsed; the man had recognized the kind of stimulus. It was only later on 
that the general bodily reinforcement occurred—an event which was called 
emotion. In other words, one could not impugn the intellectual process, and 
one could not say it was affected primarily by the occurrence of the emotion, as 
the latter was a late phenomenon. It was the adaptation of the body to the 
type of reaction. He mentioned that because he thought it was necessary to 
realize that if we were without emotion we were able to form a certaın amount 
of corrected judgment, but were unable to pursue the course of conduct after- 
wards which might be elicited by the emotion. One could distinguish between 
the intellectual response and the later emotional response. 

There was, he considered, one other matter which came into this emotional 
question, namely, how far, even if emotions were subdued—either by loss or by 
the hormonic influence, or by degeneration, or by hypo-function of the nerve- 
cells, or the diencephalon—how far the psvchotic was capable of behaving like a 
normal person in a difficult situation. One of the great opportunities lost during 
and after the War, immediately after it, was that of seeing how far it was possible 
to represent cortical movements in amputation cases, i.e., how far one got the 
kinzsthetic representation of movement, and if having once had emotion and 
then being deprived of its mechanism, it was possible to represent in the cortex 
what that emotion was, and to feel it as a cortical representation. The oppor- 
tunity for this mass observation had now passed. It would have been interesting 
to ask a man who had a limb amputated whether he had a movement in it as an 
act of will; also whether the psychotic whose emotional functions were In suspense 
could reproduce that emotional state as a psychic mechanism. 

The object of his remarks was merely to emphasize that Dr. Power had given 
the Association groundwork for the kind of investigation which must be carne’ 
out in studies on endocrinology. But what workers now had to concentrate on 
was to find out whether it was primarily nervous or hormonic. That problem wa- 
just about as difficult as any that still remained to be tackled. It was required 
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to find out whether the substances secreted were of the appropriate kind and 


responded to the stimulus, or whether, in degenerated people, they ceased to have 
that effect. 


Prof. LAIGNEL-LAVASTINE (Paris) said: I have been very pleased to listen to 
Dr. Power's report and I am glad to congratulate him, especially for the 
preciston of his physiological experiments. 

When hstening to a report on the relations between endocrinology and mental 
disorders I feel myself about thirty years younger; it was indeed in 1908, at 
the Congres des Alicnistes et Neurologistes de France et des Pavs de Langue 
Francaise at Dijon, that I presented a report on this question of the relations 
between internal secretions and mental disorders. 

I came back to the same subject in a report which was to be presented to the 
International Congress of Psychiatry inBerne in 1914, on ‘ Internal Secretions and 
the Nervous System ”’, and which was published afterwards in French by Alcan, in 
English ina monograph of the Journal of Nervous and Mental Disease (of New 
York), and in Italian in the Riviste dt Freniatria. 

Since then I have continued to study the relations of internal secretions and 
mental disturbances, especially through the SV mpathetic system, as it may be 
seen in my “Pathologie du Sympathique” , my “ Methode Concentrigue and my 

“Conferences de Sympathologie Clinique’ 

When we consider the enormous question of the relations between internal secre- 
tions and psychic disorders we must, first, be sure that there is more than mere 
coincidence. I have thus observed, when I was Prof. Gilbert Ballet's collaborator 
in the Clinique de Maladies Mentales at St. Anne, before the war, a tvpical case of 
mvxerdema which was at the same time a general paralytic. At the autopsy we 
discovered the thyroid completely atrophied, weighing only 2 grammes. ‘The brain 
showed the well-known lesions of general paralysis. There was in this case a 
double localization of hereditary syphilis. 

More recently I have seen a similar case to those related with his usual humour 
by our President. It was that of a tall young man who, to Increase his sex- 
appeal, had stolen a motor-car and had gallantly offered a seat to a young beauty. 
This thief was not only a big acromegaloid man through hypertrophy of the 
hypophysis, but at the same time he was the son of a tabetic and thus a congenital 
syphilitic, and I am inclined to think that the theft was more closely associated 
with the latter affection than with any disorder of the hypophysis. 

We will now consider some anatomo-clinical relations explained by certain 
facts which I have been observing during thirty vears. 

First, in some cases of manic-depressive psychosis the lesions of the thvroid 
gland are so evident that in an article of the “Actualités Medicales’’ of Prof. Pierre 
Marie I thought It was possible to distinguish periodical mental disorders of thyroid 
origin. The “disorders of the thyroid gland which produce these troubles seem to 
occur In two phases: (a) hypertrophy, (b) atrophy. The thyroid gland is sometimes 
reduced to a minimum and transformed by sclerosis. 

In the relations between endocrinology and psychic disorders, we must not 
think that the endocrine disturbances always appear before the mental disorders. 
It 1s possible to observe the contrary. 

For instance, I made autopsies on a great number of agitated patients who 
died from cardiac collapse, and 1 observed in the suprarenal glands the complete 
disappearance of the phosphorated lecithins, which are coloured by osmıc acid, and 
normally situated in the reticulated and the internal portion of the fasciculated 
zones. It seems to me that the agitation of the patient has exhausted the 
lecithin reserve of the suprarenal glands. 

There is another histological relation which seems to be very interesting. Ina 
systematic study of the parathyroid glands of 64 mental cases, I found with 
Duhem a complete eosinophilic transformation in nearly all the parathyroids of 
the senile dements. 

This coincidence seems to be quite explicable now that we know the role of 
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the parathyroids in the metabolism of calcium, and the role of calcium in the 
metabolism of the brain. 

Another relation between endocrinology and mental troubles is to be found 
from the chemical point of view. A good number of anxious patients seem to 
have an alkaline urinary reaction. This alkalosis is generally accompanied by 
vagotonia and hypocalcemia. I noticed, with Drs. Souffland and Pouchet, that 
treatment by ultra-violet rays fixes calcium, acidifies the humours, reduces vagotony 
and at the same time calms anxiety. 

I will not say anything else on the relations between this hypophysis and 

other glands and mental disorders, but I can sav that I have obtained, in a great 
number of cases, very good results by the combined anti-syphilitic and pituitary 
gland treatment. 

I will now say a few words on a special endocrino-sy mpathico- psychical 
syndrome which I have called ‘‘ Endocrino-névrose hypotensive’. It generally 
concerns tall and thin women with “ acrosphyxia ’’, exaggeration of the secretion 
of the ovaries, emotional, and who easily become anxious. These patients are 
often helped by combined hypophysis and suprarenal treatment. 

In these complex cases, Hirsch’s interferometric method has given mea 
good number of interesting results. When carefully interpreted, this method 
can be used in general practice. Another method is a very old one: it is the 
study of the dreams of the insane patients. Ina certain number of women treated 
by ‘ androstine ’’ an exact and regular analysis of the dreams showed the regular 
appearance of images of the sexual tvpe, as in Freud’s symbolism. So we see the 
direct and indirect relations between endocrine activity and psychic activity. 

It is because of the great usefulness of these investigations, in general practice, 
that I have ventured to refer to them here after listening to Dr. Power's report. 


Major J. E. DyunjiBHoy, I.M.S., said he felt very much indebted to Dr. Power 
for this very interesting contribution. He would like to ask him whether, in his 
experiments, he found that the sexual characteristics were increased in the rabbits 
he studied. He also asked whether the animals’ activity was increased. Dr. 
Power had remarked that the carrying out of these experiments was very expensive. 
He, the speaker, had been carrying out experiments in a large institution in India. 
In those researches he was not using injections of prolan, but was performing 
vasectomy and ligature. He first used rats and rabbits in the investigation, 
and then proceeded to use goats, monkeys and dogs. Later still he applied the 
knowledge he obtained to human patients, and with the latter he obtained equally 
good results. Members would know that Eugene Steinach, in Vienna, carried 
out work by means of this operation, and that he obtained wonderful results. 
That investigator—being a pioneer—was, of course, laughed at at first ; but later 
the results were confirmed by Dr. Schmidt. Some thousands of experiments 
were done in all by Dr. Clarke, of Michigan University. The speaker had studied 
the accounts of those experiments in many countries, and had found proof of the 
results in his own work. He advised anybody working at this subject to try the 
ettects of vasectomy. Of the 100 cases he had experimented with he had been able 
to discharge at least 50 cases of dementia præcox after that operation. The method 
of procedure was not costly; it was merely a question of an operation lasting 10 
minutes, under local anesthesia, and it was well worth trying in cases of dementia 
præcox. 


Dr. Davın SLIGHT (Montreal) said that for some years this subject had been 
to him one of great interest. He was sorry to hear that Dr. Power found so much 
ditficultv in obtaining the extracts he required, and that his work proved so 
expensive, as from America he could be supplied with gallons of it. 

Dr. Golla, in the course of his remarks, had stressed one difficulty in respect 
of the psychoses, i.e., many of the ditferent effects observed were due to nervous 
changes, and it was difficult to know how much was due to this and how much to 
changes in the endocrines. But now that anti-hormones were known, the subject 
became more complicated than ever. There were gonadotropic substances and 
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thyrotropic substances, and now there were anti-gonadotropic and anti-thyro- 
tropic ones. It did not seem that the subject would be carried very far in regard to 
specific endocrine therapy until specific tests had been established for the presence 
of these hormones in the blood, and also tests to show the presence of the so-called 
anti-hormones. In dementia præcox the speaker and his co-workers failed to 
get results with the Vienna A.P.L., like the preparations which Prof. Moore got 
from the placenta. 

This problem of the central nervous system versus endocrines was well exem- 
plified in one or two cases the speaker had seen recently. They were cases of 
dementia precox, with a basal rate of —20—he would like to know whether 
Dr. Power in his work took the basal metabolic rate—and he treated one of these 
cases by psycho-therapy, and it cleared up completely. Unknown to the speaker, 
the patient had, in a previous episode, been treated with various endocrine 
extracts, including thyroid and prolan, and after a time he had cleared up. 
His most recent case he had shortly before he left Montreal. It was that of 
a young man, with a basal rate of —20. He was subject to narcolepsy, and had 
been treated with large doses of thyroid without effect. Then it was found 
that he had anti-thyrotropic substance in the blood. The speaker used psycho- 
therapy, and apparently there was a good result, as he had been free from his 
narcolepsy for months. 

It was of great interest to him to know that this work on endocrinology was 
going on in Britain, and he thought that if the question of expense was allowed to 
interfere with its continuance it would be very unfortunate. He therefore would 
hke to know whether Dr. Power took basal rate readings, to ascertain whether 
there was a hyperfunctioning or a hypofunctioning of the thyroid. 

To illustrate the ditticulty, he wished to refer to the case of a woman who 
showed signs like those of dementia precox, and was at first diagnosed as schizo- 
phrenia ; but as she began to have left-sided attacks with exophthalmos on one 
side, with flushing also, and an increase of temperature on one side, the diagnosis 
was changed to that of brain tumour. Her basal rate reading was —40. She did 
not respond to thyroid up to 20 gr. a day, neither did she respond to thyroxin. 
After some years there was an autopsy, and a degenerative tumour was found 
infiltrating the diencephalon and the lower basal ganglia. 

It would thus be seen that, as Dr. Golla said, the difficulties were very great ; 
and. at the present time, workers had either to wait for endocrinologists to work 
out the specific tests for these substances in the blood, and further tests for the 
anti-substances, or one could only act on purely empirical grounds and keep on 
trying. 


Dr. Power, in replying to the discussion, said one question he was asked was 
as to the effect on the weight of the rabbits used of injections of prolan and 
pituitary extract. In answer to that, he had never discovered any effect; the 
rabbits experimented on seemed to gain weight under the conditions in which he 
kept them. In the rabbits which he treated with a combination of anterior 
pituitary extract and prolan he was never, in the immature rabbits, able to make 
the testicle descend, and he never obtained in those animals a premature sperma- 
togenesis. He found that changes occurred in adult rabbits; there was, in them, 
an increase of interstitial tissue, and enlargement of the vas deferens and seminal 
vesicles. The testes of those animals were always heavier than the testes of the 
controls. But there was a good deal of variation in the testicles, and in the 
penis, of control animals also. 

With regard to the metabolic rate, he was doing his work in a tiny laboratory, 
and it possessed no means of taking the basal metabolic rate of animals. He had 
tried to take these readings in the case of patients, but it was not very satisfactory. 
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SOME CLINICAL ASPECTS OF GENERAL PARALYSIS. 
By W. D. Nicot, M.B., M.R.C.P., D.P.M., 


Medical Superintendent, Horton Mental Hospital; and 


E. L. Hutton, M.B., B.S., D.P.M., 


Assistant Medical Officer, Horton Mental Hospital. 


THE employment of malaria as a therapeutic agent in the treatment of 
general paralysis has focused attention on the latter disease and has provided 
much material for thought. A discussion on the prognosis and treatment of 
general paralysis was sponsored by the Association at the quarterly meetings in 
November, 1928, and February, 1929. The Sections of Psychiatry and 
Neurology of the Royal Society of Medicine had a similar discussion at the 
same time, and quite recently the Neurological Section of the Royal Societv 
of Medicine debated the unsettled problems of neuro-syphilis, when the 
President, in summing up, remarked, “ Our problems still remain unsettled ”’. 

The general acceptance of general paralysis as an incurable disease with a 
fatal termination within a few years was undisputed before the days of 
malaria therapy. The occurrence of remissions following a course of malana 
provoked much criticism and a good deal of scepticism. Numerous schools 
of thought came into vogue: some critics said that general paralvsis was 
prone to remissions and so there was nothing new in witnessing these so- 
called cures; others maintained that the cases treated were not true cases 
of general paralysis, while others put forward the theory that changes had 
occurred in the clinical aspects of the disease, and malaria would never have 
achieved such results in the old types seen in the past. 

In the inquiry undertaken by Meagher for the Board of Control the occur- 
rence of spontaneous remissions without treatment was very definitely refuted. 
Of 624 untreated general paralytics admitted to mental hospitals in 1923, 
90%, had died by the end of 1927. He states that “ remissions met with 
denote a transitory, illusory and imperfect improvement, and that complete 
remission of a year’s duration is extremely rarely met with’. 

The other criticisms offered demand more serious attention: they concern 
the diagnosis and the possibility of a change in the clinical character of the 
disease. 

Our own experience of general paralysis before the advent of malaria 
therapy is somewhat limited. One recalls the immediate post-war period at 
Hanwell, where male general paralytics hastened their last days by floating 
about on the surface of a water-bed (the use of these was discontinued after 
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1923, when malaria therapy was first employed at that hospital). Physicians 
with longer and more mature experience maintain that patients suffering 
from general paralysis now do not present the same clinical picture. It is 
difficult to explain this. One may ask, has the modern arsenical treatment 
of syphilis modified the subsequent development of neurosyphilis ? We are 
not in a position to negative this last suggestion, but we would emphasize a 
factor of importance, namely, the genuine denial in many cases of a primary 
attack of syphilis, and consequently the undoubted lack of any antispecific 
treatment. Another point put forward is the importance of alcohol as a factor 
influencing the clinical picture presented. Alcoholism was frequently associated 
with the onset of general paralysis a couple of decades ago, and no doubt 
masked the symptoms. Has the diminished alcoholic consumption of the 
present-day generation altered the picture ? 

Laboratory aids in diagnosis were introduced first about IgIo, and since 
the war have been adopted universally. It was first thought that diagnosis 
would be made easier, but on the contrary, reliance on the serological findings 
has led to confusion and wrong diagnosis, with consequent fallacious statistical 
results. While we agree that the true general paralytic, before treatment, 
must exhibit a positive Wassermann of the cerebro-spinal fluid, with increased 
cell content and protein, and, in most cases, a typical paretic curve, we must 
not lose sight of the reverse, and that is that a positive cerebro-spinal fluid 
does not necessarily label a case as a general paralytic. In other words, we meet 
with three clinical varieties, in which the serological findings are positive : 
(1) The true general paralytic, who should be diagnosed without the aid of 
laboratory findings, but .n whom the Wassermann affords merely confirmatory 
evidence ; (2) those doubtful cases in which there may be one or two vague 
mental symptoms or clinical signs possibly suggestive of general paralysis, 
and in which the presence of a positive result should indicate the possibility 
of general paralysis and the advisability of therapeutic measures ; (3) those 
cases in which, in the course of routine examination, a positive serum is 
discovered, so demanding a lumbar puncture, yet in spite of positive serological 
findings they can in no way be regarded as suffering from general paralysis. 

Clouston* was quite definite about general paralysis; he regarded it as 
a distinct clinical entity and defined it thus: ‘‘An organic disease of the cortical 
part of the brain characterized by progression, by the combined presence of 
mental and motor symptoms, the former always including mental enfeeble- 
ment and mental facility, and often delusions of grandeur and ideas of morbid 
expansion or self-satisfaction; the motor deficiencies always including a 
peculiar defective articulation of words, and always passing through the 
stages of fibrillar convulsion, inco-ordination, paresis and paralysis; the 
disease process spreading to the whole of the nerve tissues in the body, being as 
yet incurable and fatal in a few years.” 


* Mental Diseases, 6th ed., 1904. 
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Kraepelin* described general paralysis as ‘‘ a progressive deterioration 
leading to complete undermining of the whole mental and physical personality, 
accompanied by peculiar irritative and paralytic phenomena ”’. 

Mottt summarized general paralysis: (1) Progressive dementia, usually 
accompanied by mental exaltation; (2) unequal, generally irregular, pupils, 
reacting sluggishly or not at all to light, but reacting to accommodation ; (3) 
progressive paresis with tremors especially affecting the tongue and face muscles ; 
(4) hesitant, tremulous, slurred speech, with elision of syllables, and similar 
affection of handwriting ; (5) altered knee-jerks, generally exaggerated, some- 
times absent on one side, more often on both sides. 

The psychiatrists of the past diagnosed general paralysis without the aid of 
laboratory findings, yet, in all these descriptions quoted, the course of the 
disease, with its fatal termination, was stressed, and it was the subsequent 
development which doubtless confirmed the original diagnosis. 

To-day the disease is no longer fatal, indeed a certain percentage of cases 
treated by malaria recover sufficiently to enable them to be discharged ; in 
others the progress of the disease is arrested. Have we not, then, to view 
general paralysis froin a different aspect ? Our aim in this discussion is to 
present to you some of the clinical aspects met with in general paralysis, and 
to derive from a study of those signs and symptoms some information which 
may enable us to diagnose the true case of general paralysis which should 
benefit from malarial therapy, and elucidate those factors which influence the 
course of the psychosis and afford some assistance in prognosis. 

Unless otherwise stated, the material for this paper has been collected from 
approximately 100 consecutive admissions of each sex. 

The early recognition of the disease is of paramount importance, but 
unfortunately most difficulty is presented at the onset, when physical and 
mental symptoms are indefinite. Pre-paretic symptoms in many cases pass 
unnoticed for long periods, and it is only when the fully developed paretic 
symptoms exhibit themselves that relatives seek advice, and on looking back 
can recall evidence of commencing mental disorder. An accident is not 
infrequently a precursor ; changes in character, irritability, outbursts of temper, 
apathy or emotional instability are frequent; wandering, confusion and 
amnesia, poorly executed work and a gradual falling off in efficiency have 
been noticed. Insomnia or excessive sleepiness may be present—in fact some 
cases have been suspected of encephalitis lethargica. Slurring of speech is an 
extremely valuable sign, and often an early one. An unexpected fit, with no 
resulting paralysis, sometimes heralds the onset of the disease. A very sudden 
onset of grandiosity or gross confusion is relatively rare, but a phase of depres- 
sion preceding the development of grandiose ideas is often observed. 

It is only when the disease is fully established that it becomes possible to 


* General Parests, Kraepelin, Nervous and Mental Disease Monograph Series, No. 14, 1913. 
t Archives of Neurology. 
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label the different types of general paralytics. The classical grandiose type, 
the manic and the depressed forms do not afford much difficulty in diagnosis. 
The simple dementing form is characterized by a general mental deterioration, 
but must be distinguished from a fifth type, the confused paretic. The differen- 
tiation between definite confusion and dementia presents great difficulty ; 
both may show amnesia, disorientation, restlessness and faulty habits, yet the 
recognition of the confused type holds out a very fair prospect of recovery 
compared with the bad prognosis associated with the dementing case. 

One must realize, however, that the classification of the patients into 
different types means no more than that in these patients certain symptoms 
dominate the clinical picture, so that we can accordingly label them as pure 
types, e.g., grandiose, confused, depressed, manic or simple dementing ; or 
mixed types, grandiose with confusion, mania with simple dementia, etc. 

The occurrence of these mixed types, and the transition of a patient 
during the course of his illness from one category into another, leads us to 
suppose that these differences in symptomatology do not so much represent 
different forms of the disease, as different events in the development of the 
disorder from its inception to its ultimately fatal termination. 

If this is so, the thorough investigation of all the symptoms will lead to the 
correct classification of the patients, and thus to a truer appreciation of the 
actual pathological conditions present when the patient comes under obser- 
vation. These findings may afford us the explanation for the failure of some 
seemingly recent cases to respond to treatment. For example, it often happens 
that the clinical picture of the simple dementing case is tinged with a strong 
grandiose or confused element, and one is apt to hold out false hopes of recovery 
because undue attention is paid to the obvious grandiosity or confusion, whilst 
the less obtrusive dementia is ignored. 

The early discovery of physical signs should afford much help in arriving 
at a diagnosis. Whilst it must be borne in mind that most of the cases observed 
by us are drawn from the rate-aided classes, one has been informed quite 
spontaneously by intelligent relatives that slurring of speech has been noticed 
in some cases for a considerable length of time. It would appear that some of 
the physical signs—slurring of speech, tremors of the face, exaggerated tendon 
reflexes and pupil changes—occur really early in the course of the disease and 
are not later manifestations. In the women, slurring of speech is very common, 
occurring in 80°,; the presence of tremors of the tongue, facial muscles and 
hands was nearly as frequent. Increased knee-jerks and Argvll Robertson 
pupils were present in about half the cases. In the men, slurred speech and 
tremors were less often observed (about 55° 4), increased tendon reflexes in 
about 25°,, and pupil abnormalities with Argyll Robertson reaction in one 
or both eyes were recorded in just over 40°,. The concurrence of tabes with 
general paralysis was present In 5 women and 6 men; in both sexes, absence of 
knee-jerks was noted in about 15°,, but without any other evidence of tabes. 
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Rombergism, also not associated with tabes, is relatively common in the 
untreated male, but rare in the female. l 

Seizures occurred in 23 men and in 30 women, and in 3 of these cases, 2 
women and I man, alcohol may have been a contributory factor. The number 
of seizures in these cases varied; in some no more than one fit is recorded, 
which may either have been the first symptom noted, or may have occurred 
at some later period in the course of the illness. In yet others, fits occurred in 
large numbers, and in some a condition resembling status epilepticus developed. 
The majority of the seizures noted seem to have occurred in the post-malarial 
phase, i.e., in later rather than in the earlier periods. 

When seizures are correlated with the psychological findings there seems 
to be overwhelming evidence that seizures very rarely occur in the pure 
grandiose or confused types, that they occur most frequently in the pure 
dementing type, and that in whatever type they occur they are almost invari- 
ably accompanied or followed by some degree of dementia. Out of our total 
series only 3 cases—2 women and I man—made a good recovery. At the same 
time it must be borne in mind that just as the simple dementing type may run 
a very slowly progressive chronic course, so also do we find that some of these 
patients with seizures, if they do not succumb with exhaustion from very 
severe or prolonged convulsions, form part of the permanent hospital population 
for many years. 

If the conclusions which we have drawn from these cases are correct, 
then, although the occurrence of one or more seizures is no contra-indication 
to the use of malarial therapy, the benefit to be derived therefrom is likely 
to be more or less limited, depending to some extent on the co-existent dementia, 
and any history of seizures must therefore influence the prognosis in an 
unfavourable manner. 

The age-incidence is represented on the accompanying chart. It includes 
220 cases of each sex. No case is recorded before the age of 26. In the women 
there is a sharp rise soon after the age of 30; it is not till after the age of 35 
that the incidence amongst males becomes really high. Between the ages of 
35 and 45 the largest number of cases is observed, the peak being reached at 
40. It will be noted how the peaks of incidence over this period coincide with 
the two sexes. After the age of 45 the incidence among men still remains 
fairly high, while in the women, apart from the period over the climacteric, 
there is a big fall in the numbers observed until the age of 59, when a presenile 
rise appears. This incidence agrees fairly closely with statistics quoted bv 
Kraepelin, women being affected earlier on the average than men, but the 
incidence remaining high much later in the male. We are at a loss to explain 
the curious peaks with their four-yearly falls. With the large number of cases 
observed it seems more than a coincidence that this regular rise and fall should 
occur. 

We do not propose in this paper to follow the clinical course of those 
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treated cases, but the change in psychosis following malaria therapy deserves 
notice. Kraepelin recorded that “ the course of all forms of paresis may be 
altered, almost in an unforeseen manner, by two different events—paralytic 
attacks and remissions ”. A new clinical picture is now presented, and in our 
experience what was once a typical paretic may become metamorphosed into 
a schizoid personality, whilst in others a hallucinatory psychosis may super- 
vene. There is no record of these phenomena occurring prior to malarial 


treatment. It is not uncommon for cases, which have failed to respond 
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to treatment, to develop a dementia characteristic of the schizophrenic, so 
that many of these cases, were their history not known, would be diagnosed as 
cases of dementia pr&cox. Hallucinations will occur during malaria fever, 
and subside soon after treatment has been terminated. The occurrence of 
hallucinations in the early untreated cases is not of serious import, but the 
development of an hallucinatory psychosis following treatment is definitely 
of bad prognosis. It is comparatively rare, and has been observed 
in only two men over a series of nearly 200 treated cases; in women 
it is a little more frequent. No case has recovered ; it may persist for years, 
while in others a fatal termination has ensued in a comparatively short time. 
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Yesterday, at Springfield Mental Hospital, Dr. Worth allowed me to see 
a woman who was a patient in my hospital some years ago. Her case 
was of fairly recent onset. We gave malaria, and after three months she 
was in the convalescent villa. A few months later she relapsed. She had an 
acute hallucinatory psychosis, which abated for a time. She went out under 
the care of her mother, under Section 79, and remained out a year. She 
came back to us in 1927, very much worse, her physical condition rapidly 
deteriorating, and I thought she would die. She was mentally in a state of 
inaccessibility, and she had visual hallucinations. There was very marked 
hyper-extension of the fingers. She got into the habit of holding a photograph 
of her husband in the hollow of her hand and contemplating it with arm 
extended. She was later removed elsewhere and I did not see her for eight 
years. She is in a much better physical state than formerly, but is quite 
inaccessible ; the nurse says she never talks, is faulty in her habits, and 
still looks at the photograph held in her hand and mutters, as she did eight 
years ago. 

Other cases which do not recover either show temporary improvement 
and arrest of their mental symptoms or exhibit gradual deterioration ; patients 
of grandiose or manic type will lose their essential characteristics, which 
become replaced by a simple dementia. 

Another probiem offered is by the patient who has been discharged in a good 
state of remission and subsequently relapses. During the past ten years 
IO women and 6 men have come under observation. One woman returned 
after three years with a definite hallucinatory psychosis; she remains in the 
same state after five years. Others relapsed with a confusional attack, from 
which emerged a certain degree of dementia. Another patient, originally of 
grandiose type, who had remained well for over a year, returned in a depressed 
state, with somatic delusions of such a distressing nature that suicide had been 
attempted ; he has remained in this condition for three and a half years. Some 
of the demented and depressed types have died subsequently ; only two cases 
have gone out again in a fair state of remission ; one had a mild confusional 
attack, and the other, after two years’ remission, became acutely depressed 
and agitated, with a certain degree of confusion and no insight (in this latter 
case there was no evidence of a manic-depressive psychosis). Though physical 
signs of general paralysis may be present, they are less marked than on the pre- 
vious admission ; indeed were it not for the history, diagnosis would not be easy 
in some cases; in only one case has a relapse presented a typical grandiose 
picture with emotional instability, slurred speech and generalized tremors— 
this man received a course of sulfosin at another hospital in 1932 and apparently 
remained well for two years. 

It is a matter for regret that some hospitals still preclude their general 
paralytics from receiving malarial therapy. We do not know why; unfortun- 
ately we have not received the Benefit of any pubhcation which could inform us 
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as to the fate of these untreated general paralytics. During the last ten years 
we have accumulated some evidence regarding untreated cases, and a brief 
analysis is worth considering. Thirty-two women and 23 men were-not given 
treatment because of their poor physical condition on admission. Of the 
women, Io were fulminating cases of the confused, manic and depressed types 
The average age was 43, ages ranging from 33 to 56; all died within seven months 
of onset of symptoms. Of the remaining 22 women, 16 were simple dementing 
types, and 14 were dead within two years of onset of disease. In a few the 
disease had lasted up to seven years. Tabes was associated with only 2 
cases. The average age of these non-fulminating types was higher, being 50, 
ages ranging from 37 to 59. It is noteworthy that 5 of the cases exhibited 
contractures in the latter stages of the disease. The incidence of fulminating 
cases amongst the men was higher—13 out of 23, 5 being associated with tabes ; 
the average age was 47, ages ranging from 35 to 56. "Grandiose, confused and 
manic types were present in only 5 cases, and it is interesting to record that 
apparently the remaining 8 cases, in spite of the short history, were of the 
simple dementing type. All these cases died within seven months of onset, 
some within a few weeks. The remaining 10 non-fulminating cases all died 
within three years of onset and, with the exception of one grandiose and one 
depressed case, were of the dementing form; the average age was higher, 
being 55, and 2 had associated tabes. 

The interpretation of the clinical facts of the cases collected can afford 
some assistance in prognosis. No good recovery amongst the women has 
occurred after the age of 50, and only 3 men over 50 have shown a good remis- 
sion. A most constant feature is the length of time that elapses between the 
date of malarial treatment and the time of discharge. Every good remission 
is ready for discharge from hospital within six to nine months after treatment. 
We feel certain that one can say, with a good deal of assurance, that if a 
patient is not well enough to be discharged within that period, the hope of 
ultimate recovery must be abandoned. The occurrence of seizures in general 
paralytics should be viewed with concern; though a few cases in which 
seizures have been exhibited have been discharged, it is quite evident that 
the large majority of cases steadily deteriorate. It is the differentiation of 
the clinical types that affords most information regarding the chances of 
recovery. 

In both sexes one cannot fail to be impressed with the very high recovery- 
rate in the pure confused, grandiose or manic types. Though in a series of 
100 cases of each sex the numbers are necessarily small, it is clearly borne out 
that this high rate of recovery is due to early diagnosis and early treatment. 
Of 14 women exhibiting grandiose, manic or confused types, the average 
duration of the pre-paretic or paretic history was just over three months. 
Only one case failed to respond to treatment, and in this case there was a 
prolonged history of alcoholism ; she has now become demented, with grandiose 
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delusions. Ot the true simple dementing types no patient gave a pre-paretic 
or paretic history of less than five months, and two who had a history of five 
and six months respectively were dead within a year, suggesting that they were 
fulminating types. Amongst the men, however, two made good remissions, 
having a short onset of a few months. Nevertheless, the vast majority of 
simple dementing cases, whether men or women, fail to respond to treatment, 
and we attribute this to the long pre-paretic history with which these cases 
are associated. 

The classification of types becomes more difhcult when one finds gran- 
diosity, confusion or dementia co-existing, but it has seemed advisable to us 
to introduce these mixed types, paying attention to the relative importance 
of the different symptoms. 

When one considers these mixed types, the results are equally disappoint- 
ing; nearly all cases remain deteriorated or demented. The majority have a 
long pre-paretic or paretic history, but one does meet with cases of a short 
duration which show an unsatisfactory or even fatal result, and indeed in the 
fulminating cases the brevity of the onset possesses an ominous significance. 
Therefore in these cases the presence of symptoms indicating the existence of 
definite mental deterioration will prevent our giving an unjustifiablv hopeful 
prognosis, based on the fallacy that we are dealing with an early and therefore 
recoverable case. The rate of onset cannot, in itself, be regarded as a reliable 
prognostic aid ; the type of symptoms must also be considered. 

Since the discovery of spirochetes in the brain tissue in cases of general 
paralysis it seems rational to regard the symptomatology of this disorder as due 
to the abnormal functioning of the brain cells affected by the infective process. 

This abnormal functioning may be due either to irritation of the cells, or 
to their destruction; moreover, although irritation may ultimately lead to 
destruction, one would not expect the reverse process to occur; a cell that has 
been destroyed must cease to function, and cannot give rise to symptoms 
dependent upon a pathological activity. Further, the irritation may subside 
without causing any permanent damage, whereupon the concomitant symptoms 
will disappear, and a cure, or at any rate a remission, may occur. This, 
however, can never happen when destruction has actually supervened, and 
these cases will therefore show a permanent if not a progressive defect. 

If one regards the symptomatology of general paralysis according to this 
hypothesis, is it not possible to consider that the grandiose delusions, the 
attacks of confusion and the maniacal outbursts are produced by certain irrita- 
tive phenomena occurring in the brain cells, and that the progressive dementia 
is, on the contrary, due to actual irreparable destruction of the brain tissue? 
We have recorded the good recovery-rate associated with pure grandiose, con- 
fusional or manic types, and the poor result of the case which has once shown 
signs of a true dementia. Moreover, though these pure tvpes, if not treated 
early, will become demented, it is rare for a simple dementing case to develop 
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grandiosity or mania, and even though grandiose delusions or mania may arise 
comparatively late in the development of the simple dementing type, there is 
no evidence among our records of a simple dementing patient whose mental 
state became such that he could be classified as a pure grandiose or manic 
type. Similarly with the mixed types, the grandiose and demented, the con- 
fused and demented, or the manic and demented, it is rare to meet with a 
good recovery, and even where improvement occurs there is always some 
permanent defect. 

Differences in symptomatology may also be produced by two other factors 
connected with the development of the disease, namely, the rate at which the 
pathological changes occur, and the extent of their distribution. In 
the fulminating cases it would seem that the extent of the lesion, and the rate 
at which it develops, are so great that the whole course of the disease is run 
in an extremely short space of time. In some of the simple dementing cases 
it would seem that the changes occur so slowly and involve the brain tissue so 
gradually that the change in the patient’s personality is not noticed for a long 
period of time, and a fatal termination does not occur until many years after 
the onset. In yet other cases one obtains histories of recurring attacks of 
confusion or restlessness, or even of grandiose ideas coming on suddenly, lasting 
for a varying length of time and then apparently clearing up, but as one sees 
also in cases of disseminated sclerosis, ultimately causing permanent and pro- 
gressive damage. 

We have often thought that there would be striking differences evident 
between the male and female general paralytic. It is generally accepted that 
the disease is far more common in the male. It is only during the last three 
years that male paralytics have been treated at Horton, but females have 
been transferred for treatment for the past ten years, so it has been possible 
to observe a large series of women. The age-incidence is earlier in the female; 
fulminating types occur in both sexes, but it would appear that they are more 
common in men. In examining our series under discussion to-day the grandiose, 
confused and mixed grandiose confused type appear twice as common in the 
male. The simple dementing form gives a similar incidence in each sex. The 
deficiency of the grandiose confused type in the female is made up bv a few 
depressed and manic types, but the chief number comprises a mixed manic 
dementing form, which does not appear among the male cases at all. In the 
untreated male cases, however, a mixed manic form was a common symptom, 
and no doubt gave rise to a fatal termination. Though our cases are too few, 
we still have the impression that the physical disturbances met with in general 
paralysis are more severe in the male. While the female presents much 
the same mental symptoms, she is not so seriously ill, and in consequence it 
would appear that she can withstand malaria therapy better, and so give 
an apparent superiority over the male as far as results are concerned. 

Lastly mention must be made of those cases which have associated psychosis, 
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but in which there exists positive findings in the cerebro-spinal fluid. The 
clinical picture does not present the features of general paralysis. On searching 
the symptoms presented, we find they are suffering from schizophrenia, manic- 
depressive insanity or some chronic delusional state. In many cases there is 
a complete absence of physical signs; in others there may be some pupil irregu- 
larities or an Argyll Robertson reaction; in no case was slurred speech ever 
observed. When malarial therapy was first commenced at Horton in 1925, 
cases with positive findings in the cerebro-spinal fluid were transferred for 
treatment ; some of them had already been under certificate for seven and 
eight years. Their physical condition was good, and they were quite fit to 
withstand malaria. We cannot believe that general paralytics would have 
been in this state at the end of such a prolonged period. These chronic cases, 
though treated by malaria (because of the serological findings), remain in their 
chronic mental state; apart from their being ten years older, their physical 
state remains much the same. Other cases suffering from manic-depressive 
insanity, and exhibiting the typical history of remissions and recurrences in 
the course of their psychosis, have also been treated. They have been dis- 
charged, but in several instances they have relapsed, true to the type of their 
mental disorder. We have endeavoured to establish general paralysis as a true 
clinical entity ; we cannot see the justification for the belief that the original 
conception of general paralysis no longer exists. Healy,* in a thesis presented 
last year, maintains that patients who develop mental symptoms with neuro- 
syphilis would in any case develop a psychosis. Surely, just as alcohol will react 
in different ways on individuals, so will the toxin of syphilis produce different 
types of general paralysis according to the extent and site of invasion. In 
these associated psychoses, however, syphilis cannot be regarded as an xtio- 
logical factor ; the patient happens to have had syphilis at some previous period 
in the course of his life. One has actually seen the typical picture of general 
paralysis superimposed on a pre-existing psychosis, and since malarial therapy 
has been introduced, one has been able to demonstrate the remission of general 
paralysis in some cases, only to lay bare the underlying mental disorder. 

A far more difficult question to answer is, Are these patients suffering from 
an associated psychosis to be regarded as potential sufferers from general para- 
lysis? Too little is known in our present state of knowledge regarding the sero- 
logical changes accompanying the development of general paralysis. Has the 
cerebro-spinal fluid always been positive since the primary attack of svphilis, 
or has it recently changed from a negative to a positive reaction ? We know 
tabetics exhibit positive findings without displaying any signs of mental disorder. 
At the same time some tabetics will develop later into tabo-paretics. Malaria 
is disappointing as a therapeutic agent for tabes; it is disappointing, too, in its 
application to these associated psychoses with presumably latent syphilis. Yet, 
on the other hand, have we in malaria a prophylactic weapon which will prevent 


* Syphilis in Relation to Psychosis, F. H. Healy. Birmingham: Oman, 1934. 
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the subsequent development of general paralysis ? We know that in many 
cases following malarial therapy all serological findings become completely 
negative; this has occurred in treated cases of general paralysis, and can in no 
way be correlated with the clinical recovery, as it is found both in good remis- 
sions and in failures to respond to treatment. In those psychotics who cannot 
be regarded as suffering from general paralysis, has the production of a nega- 
tive cerebro-spinal fluid by malaria rendered them immune against the possible 
«levelopment of the disease ? Unfortunately we are not in a position to say. 

Mental symptoms associated with focal neurological signs, such as ptosis— 
a permanent paresis—again must not be confused with general paralysis ; here 
ordinary antispecific measures are adequate and successful; in fact it was 
the very refractoriness of ordinary antispecific measures in the pre-malaria 
treatment days that often confirmed the diagnosis of the paretic. In most 
cases a history of a primary infection can be obtained, and the length of time 
elapsing in the cerebral syphilitic between the original infection and the later 
onset of symptoms is generally under five years, whereas in the general para- 
lytic, if a specific history can be elicited, the time factor is very much longer. 

We are forced to the conclusion, then, that malaria is definitely indicated 
in the treatment of the true case of general paralysis. Whether it should be 
employed as a prophylactic agent in psychotics, or non-psychotics for that 
matter, who show evidence serologically of previous syphilitic involvement, and 
presumably of the nervous system, is at present a matter of surmise. 

As far as general paralysis is concerned, the advent of malarial therapy has 
marked a great advance in the treatment of a disease which previously had a 
hopeless prognosis. The admission-rate of sufferers from this malady was 
extremely high. It is a pity one cannot estimate the incidence. Is it on the 
increase or decrease? From all statistical reports the incidence of syphilis 
appears to be declining, in which case one must assume that even though the 
small percentage of syphilitics who ultimately develop general paralysis may 
remain constant, the sum total must be decreasing. Unfortunately the Board 
of Control are not in a position to tell us the fate of all cases suffering from 
general paralysis. It has become fashionable to treat many cases without 
certification and in general hospitals ; during the last decade many hundreds 
have been so treated. We commend the interest shown by the Board in 
collecting statistics from the mental hospitals, but until the Ministry of Health 
or some general hospital organization undertake a similar inquiry into their 
treated cases, we shall not be in a position to settle some of these problems of 
neurosyphilis. We must still face the fact that treatment in many cases is 
disappointing. A large residue of these disappointments is accumulating in 
our mental hospitals, but even discounting those fulminating cases, the 
recovery-rate, which has remained fairly constant since treatment was started. 
will never reach higher proportions until this disease is diagnosed earlier by 
the physicians and treatment commenced immediately. 


816 SOME CLINICAL ASPECTS OF GENERAL PARALYSIS, [Oct., 


Discussion. 


The PRESIDENT remarked that this paper had proved most interesting. Dr. 
Nicol had had a very large experience in recent years in treating cases of general 
paralysis; the paper now submitted had been very well prepared and placed 
before the meeting, and great help would be found in the statistics. 

He thought all members realized that there were two schools in the matter 
of diagnosis of general paralysis. He himself was one of the older school, and he 
always said that many of the cases which he had seen diagnosed as general paralysis 
did not display the symptoms of the original classical disease. In the old davs 
when he was with Dr. Bevan Lewis, many of the cases of general paralysis were 
diagnosed in the mortuary. In more recent times he had seen many autopsies on the 
brains of supposed general paralytics, and many of the old signs were not present. 

With regard to the so-called recoveries from general paralysis, some relapsed, 
but he often thought there might be either a superimposed dementia, or even 
dementia precox following the condition originally diagnosed, and hence he some- 
times wondered whether the original diagnosis was right. 

There were many present who had worked at general paralysis, and he hoped 
they would expound their views. 


Dr. F. L. GoLLA remarked that Dr. Nicol’s paper was exceedingly interesting 
to him, for he saw the other side of that gentleman's work. All the remitted cases 
from the London mental hospitals were sent to him at the Central Pathological 
Laboratory, where they were kept under observation, some being seen once a 
month, some once a week, some once every two months, extending over an indefinite 
period. He felt that one got so departmentalized in one’s view, seeing only the 
late cases, and not having the advantage Dr. Nicol enjoved of seeing them in the 
pre-treatment stages, that he found it very illuminating to hear how these cases 
appeared to the clinician at hospital in the active period of the disease. In all the 
cases which Dr. Nicol and others sent to the laboratory there was one thing which 
was very apparent. They had people who went back to their skilled duties—civil 
servants, actors, etc.—but he thought that of few could it be said that they were 
the people they had been before the onset of their mental illness. One thing 
neurologists were beginning to learn—and it would alter views on neurological 
and pathological processes—was the extraordinary adaptability of the nervous 
system. He reminded his hearers of the experiments of Graham Brown, in 
which, after ablation of extensive cortical areas causing hemiplegia in a monkev, 
it would recover from the hemiplegia. After a time one operated on the opposite 
side, again taking away the cerebral cortex and causing contralateral hemiplegia. 
The animal recovered from that, and in the end one had a monkey which was 
practically as skilful in what it did as it had been before. Lashley had done the 
same in the case of rats. As long as the visual area was not interfered with, it 
was very difficult to distinguish the three-fourths decorticated rat from the normal 
rat. In these respects the speaker did not think there was any gap between the 
animal and the human. Once when he, Dr. Golla, was working with the late 
Sir Victor Horsley, the latter operated on a man who had fits commencing with 
a twitching of the thumb of the right hand. The operation consisted of taking 
away the whole of the hand area. The epilepsy was thereafter cured: the man 
had a complete flaccid paralysis of the hand, but after a few months he recovered 
from this, and when the speaker saw the man two years afterwards he could 
only say he was not quite as good at tennis as he had been before his motor 
area Was taken away. 

Therefore it was beginning to be understood that the central nervous system 
was an organ of which it could be said that if it could not do a thing in one way, it 
would do it in another. This question arose in connection with the treatment 
of general paralysis by malaria ; once the original affection had been cured by 
malaria, it was a matter of performing functions in some other way than had been 
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customary before. It was that which made the problem which Dr. Nicol had 
tackled so difficult. If one could say, by observation in a case, that there were 
certain symptoms indicating irritative phenomena, and other symptoms indicating 
destructive phenomena, and that, when the results of syphilis had been dealt with 
by malaria treatment, one would be left with the destructive phenomena only, 
it should be possible for the clinician to say which case would undergo complete 
remission, and which case would not. But unfortunately the problem was much 
more complex than that; it was necessary to find some method of assessing how 
great the destruction had been, and whether it was so great that no other portions 
of the cerebrum could take on the functions of the parts which had been destroved. 
That was why, in the treatment of tabes by malaria, the results had been so unsuc- 
cessful; there were no other structures to take on the function of the destroyed 
tracts in the spinal cord. In cases in which one was dealing with cerebral symptoms 
it was a more complex arrangement, and it was difficult to assess the amount of 
damage likely to occur. The speaker saw these patients year after year, and noted 
a gradual improvement in function; this did not represent recovery of damaged 
nerve-cells, as the damage had existed some months and was irreparable, but 
the patient had been able to use other methods of arriving at the same result. 
That was the true key to the question concerning the amount of improvement 
there would be after malaria treatment. Progress went on in some of the cases 
for three or four years, and improvement was not due to suppression of the 
trouble, but to the patient bringing into play other mechanisms. 

There were so many other points in the paper that he had not thought it possible 
to deal in a short time with more than one—one in which he had had experience. 
No doubt some of the others present would speak on other questions. 


Dr. W. M. MACALISTER said he had thoroughly enjoyed Dr. Nicol’s paper. 
He thought that his statistics represented, fairly accurately, the experience of 
all engaged in the speciality, and especially those who had taken an interest in 
this method of treatment. His own connection with it began in 1923, when, 
almost for the first time in this country, the use of malaria as a therapeutic agent 
was introduced, and he found it very interesting to keep in touch with one or two 
cases which were treated at that time. One of them in particular formed, to him, 
a complete answer to the question whether malaria treatment was justifiable, 
and was, indeed, the only thing to do ın a case which could be definitely diagnosed 
as gener ral paralysis. The case he wished to refer to was that of a police officer 
who was retired on a pension as soon as his condition was diagnosed as general 
paralysis. The medical officer of health who retired him had a “ soft side ”’ for 
the policeman, and represented to the authorities that this man, in view of his 
service, ought to get the highest possible pension. That was granted, in antici- 
pation of the usual length of the course of general paralysis, namely, death in two 
or three years. To the disgust of the local authority, the man was still alive at 
the present moment, and for ‘all these vears had been drawing the maximum pension, 
and, in addition, he was supplementing it by working a private inquiry agency, 
which he controlled single-handed for two or three years with so much success that 
he had had to call in assistance from four others. The man said it was better 
to be a recovered general paralytic with a good pension than to be a non-general 
paralytic with policeman’'s pay. 

He quoted that case as one of several with which he had kept in touch, and though 
he began as a sceptic in regard to the whole matter, he was now convinced of the 
value of the treatment. 

He had been much interested in Dr. Golla’s remark with regard to one portion 
of the nervous system takıng over at second-hand, as it were, a function which 
had previousiy been carried out by some other part of the nervous system. He 
believed there was more in it than even that. His own experience in the matter 
led him to suggest that where there was apparent destruction of nervous tissue it 
was often only apparent, not real. In some cases the degree of recovery was so 
remarkable that there could not have been destruction of nervous tissue. The time 
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limit within which recovery could take place was too short to allow re-educaticr 
of the nervous system to take on function second-hand. He thought—though he wis 
without any proof on the matter—that there occurred an impairment of function 
resulting from oedema or some similar phenomenon of a local character, which. 
under treatment, disappeared, so allowing the original tissue to once mor 
function. ° 


Dr. Davip BLAIR remarked that he had been greatly interested in Dr. Nicol- 
paper, and thought the observations made by Dr. Golla highly educative. At 
the first blush it seemed as though Dr. Nicol was right in suggesting that even 
cases which seemed very demented before the treatment was started were only 
suffering from a toxic condition and that there was no real destruction of cells. 

But in his (Dr. Blair's) experience, before any case could be diagnosed with 
conviction in a mental hospital, considerable destruction of nerve elements with 
accompanying dementia had already occurred. It was the startling improvement 
in advanced cases of the disease after malarial treatment that he found so remark- 
able. The change in the physical condition of the patient, the relief of tremors 
and inco-ordination, impressed them all. The first case of malarial treatment in 
which he was interested was a very typical general paralytic whom he had used 
for the purpose of demonstration to students. Before malarial treatment was 
given the condition was so advanced that the patient was unable to walk and 
was confined to his room. His habits had become very filthy. He was given 
malarial treatment and carefully watched. After a time he made a dramatic 
recovery and was apparently quite his normal self. Of course in these days thev 
regarded this seeming recovery with great suspicion. The patient was discharged 
and remained out of hospital six months. He then returned in another phase 
of the disease. He was acutely depressed, but his delusions and hallucinations 
had gone, and he had fairly good insight and apparently little dementia. 

Speaking of general paralysis, from forty years’ experience, he was not prepared 
to admit that remissions and long remissions were so very uncommon in the davs 
preceding malarial treatment. Many years before the war he had a patient 
who was in a very advanced stage of general paralysis. The patient—a lady—had 
been a very typical case, both mentally and physically. The disease ran a rapid 
course and she became bedridden and very dirty in her habits. Incidentally 
she contracted typhoid fever and became very ill. A large bed-sore appeared 
on her back; it sloughed and almost exposed the sacrum. It seemed as though 
she could not recover. However, she gradually got better. Later her husband 
came to see her and she insisted on being taken home. He took her home, but 
so soon as she saw another woman in charge she became excited, and smashed 
the furniture, so nurses had to be sent to bring her back. She then continued in 
the hospital six months. There was a very slight defect of speech, which the 
patient ascribed to her teeth, but there was nothing about her to suggest she was 
not well. At the end of the six months she was taken home again and she continued 
to look after her husband’s home for fully twenty years. 


Dr. P. K. McCowan said he also wished to thank Dr. Nicol for this paper. He 
only rose as he wanted to mention the question of prognosis, to throw some doubt 
on the grave prognosis given in respect of the simple demented forms; he did 
not think the outlook in those cases was quite as bad as the authors of this paper 
made out. When improvement was found in such a case the tendency was to 
think there had been a mistake, the amnesia and disorientation which had been 
attributed to dementia being instead the result of confusion. For this reason 
there was a tendency to put the good results of the simple dementia forms into the 
confusion category, and to conclude that confusion responded well to malana 
therapy, while simple dementia was practically hopeless. But in recent years, by 
being more critical of himself with regard to this question, he had been surprised 
how many cases of the simple demented forms did quite well. 
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Dr. Davip SLicHT (Montreal) said that he also had been greatly interested in 

the paper and in the discussion. His work lay in a general hospital. He did 
not know what was the usual practice in Britain, but in Canada, in the medical 
wards, a Wassermann test was done on the blood of every patient as a matter of 
routine, and he saw many cases picked up from the general medical, and even 
from surgical wards, and ultimately diagnosed as general paralysis, with symptoms 
2 no nervous change and few mental changes, also with doubtful serological 
changes. 
Reference had been made to two schools, and he was reminded of what happened 
in regard to brain tumours. Most of the observations made in the past with 
regard to brain tumours were not considered valid to-day ; it was not the custom 
now to wait until optic neuritis occurred or the patient was comatose, and then 
carry out decompression. A ventriculogram was now employed, and various 
other modern aids. So in general hospitals they could make a diagnosis of general 
paralysis early, at a stage long before the patient was certifiable. But these 
cases might raise a doubt; some of the cases had had accidents, and they came 
later for study, and the only changes demonstrable were those in the cells such 
as one might see in confusion psychosis and other mild conditions. 

With regard to cure or the amount of damage, it was revealing to see what 
might happen in neuro-surgery. Two years ago he collaborated in a piece of 
work in which a study was made of the possible changes in patients who had large 
areas of the brain removed—the whole left frontal lobe back to the speech area, 
or the right frontal lobe, or the temporal lobe—and no change could be observed 
by the ordinary clinical tests. Men were able to go back to their work in 
large stores, minus a right frontal lobe; they were able to play games, and 
nothing abnormal was observed by friends. It was necessary to ask what standards 
of test must be applied. If social tests were applied, such as being able to return 
to work, and being able to carry on as usual in the family, there seemed no room 
for question that with malaria therapy much could be done in very many cases. 
It was true that the changes might be mild; the patient might not afterwards 
be able to initiate new ideas, he might not have the same artistic sense as before, 
but, as psychiatrists, those present were not interested in these fine differences of 
character. From the clinical standpoint one could get 100% recoveries. Therefore 
if one could take out the whole frontal lobe and remove twenty million nerve-cells, 
it did not seem very material that in general paralysis many nerve-cells might have 
been destroyed. 

He had been greatly interested to hear Dr. Nicol’s suggestion as to the dementing 
cases. It was a matter of clinical diagnosis, but, as one understood the term 
“ dementia ’’, he would agree with Dr. Nicol that if a clinical picture had established 
itself which deserved the name ‘‘dementia’’, it meant irrevocable damage over a 
large area of the brain; and the degree of recovery taking place could not be so 
good as in the cases indicated by confusion and maniacal symptoms. In general 
hospitals one could see cases at an even earlier stage, when the changes were such 
that the patient was not certifiable ; and unless and until the relative experiences 
were obtainable from men practising in general hospitals—those who had the 
opportunity of picking up from among other patients cases of general paralysis, at 
a stage when the psychiatrist did not see them—many of the ideas concerning this 
disease would not lead to very fruitful results. His opinion was that very much 
had been learned from these new developments in neuro-surgery and from the 
methods of neuro-pathology which had been spoken about. 

It was also necessary to take account of the question of the degree of cure. He 
was on a visit to Germany four years ago, and he found there one doctor who 
was sceptical about the malaria treatment of this disease, and that physician 
pointed to a large workhouse which was full of so-called recovered cases of general 
paralysis. He, the speaker, found that the cases had lasted two or three years 
before they had been certified, and that was not a fair test of the results of malaria 
therapy. 

He had been surprised to learn that there were, at the present time, any 
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hospitals which deprived their general paralytic patients of the benefits of malana 
therapy. 
He cordially congratulated Dr. Nicol on his interesting paper. 


Dr. RALPH NOBLE said he would like to support the remarks just made by 
Dr. Slight, both in praise of the paper, and in what he had said concerning the 
treatment of these cases by malaria in general hospitals. It was being used in 
general hospitals over and over again, and this Association should be grateful for 
that, and not in any way critical. It was a matter of satisfaction that in this 
country more beds were being devoted to psychiatric work in the general hospitals 
themselves. The more this development could proceed, the better for the patients 
in general, and for the medical profession in particular. He thought it would 
be generally agreed that it was a development which the Association should 
encourage in every way. 

With regard to the methods of treatment, he saw, while in America, general 
paralysis cases being treated by various thermal methods other than malaria— 
for example by diathermy, and by means of the electric heat box. The General 
Electric Company had devised an apparatus for the latter purpose. Malaria, the 
speaker considered, gave the treatment in a more efficient way, and the treatment 
by this means was more under control than by any electrical means. He did not 
think electrical methods for this disease ought to be encouraged. 


Dr. Rusy O. STERN also thanked Dr. Nicol for his and his colleague's paper. 
She would like to know whether in his very large experience of the malarial treat- 
ment of general paralysis Dr. Nicol found aortitis of more frequent incidence than 
without that treatment; also the effect the presence of this condition had upon 
the decision whether or not to give malaria, and whether it materially affected 
the prognosis. 

She had been interested to hear that the slurring of speech and tremor 
were comparatively early phenomena, as she considered that these symptoms 
bore a relation to changes in the basal ganglia. In a series she examined, 
some patients died a few wecks after the induction of malaria. There were few 
changes in the cortex, little deterioration of nerve-cells, and not much inflam- 
matory change. The changes in the basal ganglia, however, were more intense, 
and they were related to changes of speech and to tremor. She would like to know 
whether, in treatment by malaria, the tremors cleared up and the character of 
the speech materially changed. 


Dr. NIcoL, in reply, said he wished, first, to thank all present, especially those 
who spoke, for the kindly way in which this contribution had been received. It 
was a joint effort to explain some of the questions connected with the clinical 
aspects of general paralysis. 

He had been interested in Dr. Golla’s remarks on the experiments of Graham 
Brown, and in the theory he put forward suggesting that those tissues of the brain 
which were unattected by the disease took on the functions of those which had 
been destroyed by it, the amelioration of the patient’s mental condition being 
produced by a gradual process of re-education. While agreeing that this theory 
might in part account for the mental improvement ‘which occurred in successfully 
treated cases, the speaker felt that the time-limit observed in the case of good 
recoveries could not be ignored ; this was a constant factor, patients being ready 
for discharge six to nine months after the termination of the malaria. 

This first course of malaria was all-important. At Horton they had an oppor- 
tunity of employing different species of malaria, of ringing the changes between 
quartan and benign tertian, or malignant and benign tertian, and so on. The 
result was that the second course of malaria given was quite as severe as the 
primary attack. He and his colleagues had given second courses of malaria to 
over a hundred cases who did not respond satisfactorily to the first treatment, and 
in no case had there been any appreciable subsequent improvement. So one 
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was forced to the conclusion that if a patient did not respond to treatment after 
the first attack of malaria, a second course of fever afforded no hope of the patient's 
clinical recovery. 

He agreed with Dr. Blair that physical improvement was more common than 
mental improvement. Dr. McCowan maintained that the simple dementing 
case would recover after treatment. The speaker was in some doubt as to whether 
this was so, but was in agreement over the extreme difficulty of differentiating 
between apparent dementia and confusion. He thought that when recovery 
occurred in cases exhibiting some dementia before treatment, these should be 
regarded, not as belonging to a pure simple dementing type, but to a mixed group. 

During the discussion, the question of the incidence of aortitis in these cases had 
been raised. It had been asked whether patients with this disease ought to be pre- 
cluded from the treatment. His experience at Horton was that one seldom came 
across aortitis clinically. He admitted that at post-mortem examinations one 
found aortitis, the aorta often being in a deplorable state, and one was led to ask 
why there were no symptoms of it clinically during the patient's life. Severe 
svphilitic aortitis seemed more common in men than in women, but unless one 
could spot it clinically—and it was ditticult to do that—the case should be given 
the opportunity of having treatment. He could recall only one or two cases 
in which severe aortitis was present clinically and for this reason malaria was 
withheld. One such case which had twice been under care at Horton had died 
only three days previously. The Wassermann reaction of both blood and cerebro- 
spinal fluid was strongly positive. This man held a responsible position as a 
parliamentary reporter, and was highly educated. On his first admission to Horton 
in August, 1933, he was in a euphoric maniacal state for several months. He 
was never treated with malaria. He was given a course of bisoxyl and trypar- 
samide, and by February, 1934, was ina state of good remission and was discharged. 
His physical signs—absent tendon reflexes (knee-jerks and ankle-jerks) and Argyll 
Robertson pupils together with his mental symptoms suggested general paralysis as 
a possible diagnosis. He returned to his work as a reporter, and was seen from 
time to time by Dr. Golla at the Maudsley Clinic. In February of this year he 
returned to Horton in an extremely depressed state with well-marked delusions of a 
somatic nature, and died a few davs ago. The clinical course of the case was 
much more suggestive of a manic-depressive psychosis than of general paralysis, 
and the microscopical examination of the brain rather supported this view, for 
none of the characteristic histological changes were found. The case seemed of 
particular interest because of the bearing which it had on the question of the 
occurrence and significance of aortitis in cases of general paralysis. 

In their paper Dr. Hutton and he had put forward a plea for the evaluation 
of signs and symptoms as a means of differentiation of pure and mixed types. 
They felt that from the point of view of accurate prognosis, they must take into 
consideration not only the symptomatology of the case, but also the duration 
of the disease; these two things must be considered together. In this way 
- clinicians should be able to anticipate the response of cases to treatment, instead 
of having to wait six to nine months before being in a position to give that answer. 
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UNFITNESS TO PLEAD.* 


By W. Davies Hicson, M.B., Ch.B., D.P.H., 
Medical Officer, H.M. Prison, Liverpool. 


” UNFITNESS to plead ” is a medico-legal proposition of practical importance 
to prison medical officers. My attention was drawn to it, shortly after I 
joined the Service, in a case tried at the Central Criminal Court. 
Since then I have frequently had to take the responsibility of forming 
an opinion and reporting as to prisoners’ fitness or unfitness to plead, and 
recently my interest in this problem has been re-aroused by a case tried at the 
Manchester Assizes, the outcome of which I had discussed with my colleagues 
and also with members of the Bar. 

I think it will be admitted that there is now a better understanding of 
mental diseases and states of mind by the Bench, and one does not meet to-day 
with the same opposition in the giving of evidence that was formerly the case. 
I think it also will be agreed that judges are not so exacting in their inter- 
pretation of the law, and it must be obvious to many of us, from experience 
at Court, that counsel for the prosecution do not pursue their cases with the 
unrelenting intent that was formerly the practice in our time. I have heard 
a judge himself ask a medical witness for the defence his opinion as to the 
prisoner’s state of mind and responsibility in the terms of the McNaghton 
rulings, while he sustained the objection made by counsel for the defence to 
the same question being asked me by counsel for the prosecution because this 
was a matter for the jury only. 

The finding that a prisoner is insane on arraignment by a verdict of “ unfit 
to plead ” usually calls for no forensic finesse or dramatic eloquence from 
counsel for the defence; it has no sensational news value, and if reported in 
the Press, the account of the trial is used only as a fill-in item ; it is completely 
overshadowed by that often lively contested one of “ guilty but insane’’, 
consequently its practical importance and value both to the legal and medical 
protessions is apt to be overlooked. 

Although, as I have suggested, judges are not so exacting now in their 
‘interpretation of the law, and allow a much greater latitude in the giving of 
evidence, nevertheless it is still incumbent on prison medical officers to know 
what the law is with regard to “ unfitness to plead ”, and give opinion and 
evidence to comply with its requirements. 


* Paper read at the Fifth Annual Conference of Prison Medical Officers, Home Ofice, 
Whitehall, April 13, 1935. 
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Though to-day the fact of a prisoner, duly arraigned at his trial, be.ng found 
unfit to plead, conveys, almost as a matter of course, that the prisoner is in 
some way suffering from some mental disorder or defect, this in law is, in 
some respects at least, a fallacy, and the origin of the law taking cognizance 
of the prisoner’s inability to plead was not in a prisoner’s mental disability, 
but in the inability of the Court to try a prisoner who had not, by entering 
a plea, either special or general, put himself “ upon his country for trial ”. 

Consequently the development of the law in the case of the prisoner standing 
mute was not based on mental disability as we now understand it, but on the 
principle that the prisoner by his conduct was impeding the due administration 
of justice and ought to be treated as so doing. Happily, however, even the 
old law recognized that there were persons physically unable to plead, and 
from such inability to plead we have to-day, by various stages, reached the 
point where the law recognizes a mental inability to plead ; but until the year 
1800, when Parliament passed the Criminal Lunatics Act, it was a condition 
precedent to the finding by the jury that the accused was insane that he should 
first plead to the indictment. 

In considering the old law we must, therefore, bear in mind that in every 
case the prisoner must be brought to the bar, the indictment read to him, and 
the question, ‘‘ How say you, guilty or not guilty ? ” be put to him by the 
Clerk to the Court. 

Sir Matthew Hale, sometime Lord Chief Justice, in his Summary of Pleas 
of the Crown, states that upon arraignment a prisoner may either (1) stand 
mute, (2) plead, or (3) confess the fact. With the 'atter two pleas we need 
not now concern ourselves. l 

The practice to be followed in the first case is one based on the Common Law 
procedure. A jury of any twelve men present must be empanelled to try the 
question of whether or not the prisoner stands “ mute of malice ” or “ mute by 
the visitation of God ” (ex visitatione Dei), the special form of oath being used 
to swear in the jury. Evidence is called, and any evidence as to the utterance 
or non-utterance of words by the prisoner is, of course, properly relevant ; 
but any medical officer giving evidence must remember that he may not 
properly say himself whether the accused is mute of malice or mute by the 
visitation of God, since these are findings of fact, and the jury alone, and not 
he, can express either of them. | 

Neither of these findings is in any way connected directly with the mental 
fitness or unfitness of the accused to plead. Mute by the visitation of God 
may lead to the fitness of the accused to plead being put in doubt, and properly 
so, but if the accused be found mute of malice, of necessity he must be fit to 
plead, unless, while capable of forming an intention to be wilfully obstructive 
to the Court’s process, he nevertheless does not appreciate what the trial is 
about. Formerly, such a finding was more frequent in order to avoid the 
forfeiture laws then in force, and various severe and heavy tortures were, by 


824 UNFITNESS TO PLEAD, |Oct., 


the Common Law, applied to such a prisoner to make him plead. -In some 
cases he was pressed under large weights (Peine forte et dure), but the practice 
varied from prison to prison, and at Newgate it is recorded that, at first, the 
prisoner had his thumbs tied together with whipcord. No reference is made 
as to the attendance of a prison medical officer at these ordeals. 

In some cases it was an equivalent of a finding of guilty of the charge “* by 
confession’. Thus, if the accused were on trial for treason, piracy or felonies 
within the ambit of a law passed in the reign of Henry VIII (33 Henry VIII, 
c. 12, s. 19), and was found mute of malice, he was found guilty. It 1s of 
interest to note that by the same Act—“ If any commit high treason while 
they are in good, whole, and perfect memory, and after examination become 
non compos mentis, and it be certified by four of the Council that at the time 
of the treason they were in good, sound and perfect memory and then not mad 
nor lunatic, and afterwards became mad, then they shall proceed to trial”. 
Happily this state of affairs was remedied by an Act passed shortly afterwards 
in the reign of Mary (1 & 2 Philip & Mary, c. 10). 

As a point of interest, the challenging of 36 jurors was held to constitute 
a finding of mute of malice (Hale, Pleas of the Crown). 

An Act of George IV (7 & 8 Geo. IV, c. 28, ss. 1 & 2) enacts that if a person 
be found on arraignment to be mute of malice, being charged with either 
treason, felony, or misdemeanour, then the Court shall have a discretionary 
power to enter a plea of not guilty ; and if it shall so order, then such entering 
of the plea shall have the same efficacy and effect as if it has been entered by 
the accused himself. The power is only discretionary, and any prisoner 
standing mute of malice may of course find himself standing guilty as upon 
confession, but the Court in most cases avails itself of the provisions of this 
Act. Such cases rarely occur to-day, as forfeiture on felony has long since 
ceased to be enforced, though only finally removed as recently as 1870, and if 
they do occur they usually are the results of clumsy attempts to feign insanitv. 
Such a case occurred at the Liverpool Assizes, January, 1933, and on the 
evidence of Dr. W. F. Roper, Medical Officer, H.M. Prison, Liverpool, the 
prisoner was found mute of malice, and a plea of not guilty directed to be 
entered. 

Now we must turn to the other possible finding of a jury so empanelled. 
that is, the finding that the prisoner stands mute by the visitation of God. 
At Common Law there was strictly one form, and one form only, of pleading 
to an indictment on arraignment, and that was ore tenus, or aloud, but if a 
person be mute by the visitation of God, then the Court must ascertain whether 
the prisoner be able to plead in some other way, either by writing or by signs. 

It is not without interest to note, in passing, the attitude of the Common 
Law toward the mental condition of persons with various physical defects. 
The case of the deaf-mute is the most illustrative. Thus, Coke in his Commen- 
tarıes says, “A person who has been from his nativity blind, deaf, and dumb is 
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ıntellectually incapable of making a will, as he wants those senses through which 
ideas are received in the mind ”, and that is probably an accurate statement 
of the law as it stands to-day, though there are no decisions reported on this 
point. Persons deaf and dumb only were prima facie intellectually incapable 
of making a will, and we read in Swinburne’s Probate Practice ‘‘ that the old 
Ecclesiastical Court of former days needed the most exacting proof that a 
cleaf-mute had mental understanding, before granting probate of any will he 
made " 

The position has, of course, of necessity developed with the times. In the 
early part of the last century the deaf-mute did possess, in most cases, very 
little intellect, inasmuch as he was not taught, though he himself learned signs 
for his various requirements, and there are reports that judges have been 
convinced by the nature and number of the signs known that the deceased 
had intellect sufficient to make a will. 

No concerted efforts towards the training of the deaf-mute came till the 
end of the last century, and to-day some of those persons so afflicted are as 
mentally intellectual as the foremost scholars. 

The jury in considering the case of a man standing mute have therefore 
three possible findings to consider: Firstly, the man who stands obstinately 
mute—with him we have already dealt ; secondly, the man who, standing 
mute, Is mute by the visitation of God, for instance, deaf and dumb, but who 
can perfectly well understand what is going on around him, and can, if he so 
desires, cause a plea to be entered on his behalf, either by signs in finger language 
or by writing ; and thirdly, the case of the man who stands mute because he 
cannot comprehend what is taking place, and therefore does not, through some 
mental disease or disability from which he is suffering, understand where he is 
or what to do. The last class is among those persons properly unfit to plead. 

In the case of Reg. v. Pritchard (7 C. & P. 303) (1), where the prisoner, 
arraigned on an indictment for bestiality, appeared to be deaf, dumb and also 
of non-sane mind, Baron Alderson put three distinct issues to the jury, 
directing the jury to be sworn separately on each: First, whether the prisoner 
was mute of malice or by the visitation of God ; second, whether he was able 
to plead ; third, whether he was sane or not ; and on the last issue they were 
directed to inquire whether the prisoner was of sufficient intellect to comprehend 
the course of the proceedings of the trial so as to make a proper defence—"“ to 
know that he might challenge any one of you to whom he may object—and to 
comprehend the details of the evidence, which in the case of this nature must 
constitute a minute investigation ’’, and he directed the jury that if there was 
no certain mode of communicating to the prisoner the details of the evidence 
so that he could clearly understand them, and was able properly to make 
his defence to the charge against him, the jury ought to find that he was not 
of sane mind. 

In Rex v. Dyson (York Spring Assize, 1831), Mr. Justice Parke, after 
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referring to Hale’s Pleas of the Crown, directed the jury that “if they 
were satisfied that the prisoner had not then, from the defect of her faculties, 
intelligence enough to understand the nature of the proceedings against her, 
they ought to find her not sane ”. 

A distinction must be drawn between those incapable of pleading because 
of purely physical reasons. No direct authority can be found dealing with a 
case in which, through purely physical reasons, a prisoner was unable to plead, 
but the case of Rex v. Harris (61 J.P. 792) (2), though not directly to the point, 
shows the probable effect of such a state of affairs. In that case a prisoner 
attempted to commit suicide by cutting his throat; he was unable to read or 
write, but his faculty of hearing was in no way impaired. His self-inflicted 
injuries had rendered him unable to speak. A jury, duly empanelled, found 
that he was sane and able to plead, but that he was at that time unable to 
give proper instructions for the preparation of his defence. A plea of not 
guilty was entered following distinguishable signs made by him, and the case 
was put back to enable him to recover during the adjournment so that he 
might make adequate preparations for his defence. 

Thus if the purely physical defect is permanent, it is probably proper to 
give evidence to the effect that the prisoner is unfit to plead. 

There is authority that a prisoner found mute by the visitation of God, 
and quite incapable of defending himself properly, should be tried on a plea 
of not guilty, but the case is probably precedent decided on its own particular 
facts, and not one which should be followed. The case was Rex v. Steel, and 
tried before the Criminal Lunatics Act of 1800 was passed. 

Having thus reviewed the Common Law and purely judge-made law relative 
‚to unfitness to plead, we can now turn to the various statutes which affect the 
subject. 

On many occasions Parliament has been forced to legislate on some 
particular subject when legislation has been long overdue, not by the archaic 
state of the law, but by some fortuitous event which has given public opinion 
the necessary impetus to compel Parliament to act. This was the case in 
1800. An ex-soldier named Hadfield attempted to assassinate the king, 
George III, as he stood acknowledging the ovations of the audience from his 
box in Drury Lane Theatre. The would-be assassin was immediately arrested, 
and subsequently brought up {or trial for treason. Hadfield had formerly been 
a private in a dragoon regiment, and at the battle of Lincelles, in May, 1704. 
he received several sabre wounds in the head. He had been discharged from 
the army on account of insanity, being subject to delusions and attacks of 
maniacal frenzy. On evidence to this effect being adduced the prisoner was 
acquitted as insane (in those days the statutory finding of guilty but insane had 
not been reached), and the question arose what was to be done with the man. 

Public opinion demanded that a settled practice should be adopted for 
such cases, and the Act “ for the safe custody of insane persons charged with 
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offences ’’, the Criminal Lunatics Act, 1800, was passed—probably one of the 
most incomplete pieces of legislation ever to survive for any length of time. 

We have seen that the Common Law was fairly well defined on the question 
of arraignment, but the practice of subsequent disposal of a prisoner found 
unfit to be arraigned varied. Although he was remitted to gaol, “ there to 
remain in expectation of the King’s grant to pardon him ”, many criminal 
iunatics had been from time to time released as persons found not guilty. In 
spite of this, no provision was made at all in the Act for the proper care or 
treatment of King’s pleasure lunatics, and they were simply distributed among 
the county gaols and asylums. The results of this system were very incon- 
venient, and the conditions of detention were such that many escaped. 
However, as the report of the Select Committee on the State of Lunatics 
stated, “ It was not intended that the direction of the Legislature should rest 
here. The remanding to strict custody was a temporary expedient of an 
incomplete law necessarily passed in the hurry of a momentous occasion which 
produced it, to be completed on a more deliberate consideration ”. 

Section (2) of the Act provided that “ If any person indicted for any offence 
shall be insane, and shall upon arraignment be found so to be by a jury lawfully 
empanelled for that purpose, so that such a person cannot be tried upon such 
indictment, or if upon the trial of any person so indicted, such person shall 
appear to the jury charged with such indictment to be insane, it shall be lawful 
for the Court before whom any such person shall be brought to be arraigned 
or tried as aforesaid, to direct such finding to be recorded, and thereupon to 
order such person to be kept in strict custody until His Majesty’s pleasure be 
known ”. Like power is also given where the prisoner, being brought before 
the Court, is discharged for want of prosecution—a manifest injustice, as the 
person is detained as a criminal lunatic without any proof of crime being given. 

The insanity is at the date of arraignment irrespective of what the state 
of the mind is at the commission of the offence, and this bears out Blackstone's 
Commentaries, iv, p. 25: “If a man in his sound memory commits a capital 
offence [and in his day there were very few offences that were not capital 
offences}; and, before arraignment for it, becomes mad, he ought not to be 
arraigned for it.” Thus Section 2 of the Act of 1800 deals with (1) those found 
insane on arraignment, (2) a person appearing to the jury during the trial to 
be insane, (3) a person brought up to be discharged for want of prosecution 
who appears to be insane. 

If a person is found to be insane while awaiting trial, he need not be brought 
up to plead, for by Section 2 (1) of the Criminal Lunatics Act, 1854, “ Where 
a prisoner is certified, in a manner provided in this Section, to be insane, a 
Secretary of State may, if he thinks fit, by warrant direct such prisoner to be 
removed to the asylum named in the warrant ’’; but the official view in cases 
of serious crime is that the prisoner’s insanity shall, if possible, be publicly 
decided by the verdict of a jury, and that the prisoner shall for this purpose 
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be left to stand his trial unless there be strong reasons to the contrary. This 1s 
in accordance with the dicta of Mr. Justice Patteson, who in 1847, in the case 
of Reg. v. Dwerryhouse (3), remarked, “The proper tribunal to determine if he 
is in a state to take his trial is a jury of his country ”’. 

_ By Section 3 of the Criminal Lunatics Act, 1884, a power is given to the 
Secretary of State to remit anyone found insane who has since become sane, 
to prison for justice to be pursued, unless the jury have. found him guilty but 
insane. Thus, if he is found unfit to plead, and on such finding ordered to be 
detained as a criminal lunatic, and subsequently becomes fit to be tried or 
has been malingering, as in a recent case, he may be brought up again and tried. 
This is obviously just, as he can still plead his insanity at the time of the 
commission of the crime as excusing it ; and no doubt his subsequent mental 
recovery would influence the appropriate quarters in their decision as to how 
long he was to be confined as a criminal lunatic. 

I am informed that there is a patient in Broadmoor who was so remitted 
for trial, relapsed into a state of insanity, and was again found insane on 
arraignment. 

If the jury have heard the evidence and found the prisoner guilty but 
insane, they have tried both the sanity and the guilt. 

Such are, shortly, the statutory provisions relating to a prisoner’s unfitness 
to plead. 

What, then, are the conditions, at the present time, which guide us in the 
matter of unfitness to plead ? | 

As recently as 1909 Lord Alverstone, then Lord Chief Justice, in the case 
of Rex v. Emery (4), approved of the directions of Baron Alderson and Mr. 
Justice Parke, to which I have already referred, but also added “ that the 
findings amounted to the accused being insane within the meaning of Section 2 
of the Criminal Lunatics Act, 1800 ”. These rulings are now accepted as the 
Law, and therefore it will be appreciated that for the purpose of the Act of 
1800, the word “insane ” is used in an extended sense ; it must be construed 
with reference to the question whether the prisoner can or cannot be tned 
upon indictment, and cases of mental deficiency, feeble-mindedness and 
senility come within its definitions. 

What is the proper procedure to be adopted where there is any doubt as to 
the fitness of a prisoner in custody to plead ? Here there rests no light burden 
on the prosecution and prison medical officer, and the greatest possible care 
must be taken in the proceedings. 

By the Trial of Lunatics Act, 1883, a verdict of “ unfit to plead ” is a 
finding that a prisoner is a criminal lunatic—one guilty but insane—that 
somewhat incongruous phrase, due, we are told, to the late Queen Victoria, 
who is reported to have said that one who did a crime, though insane and 

subsequently acquitted on that ground, could not possibly be said to be 
innocent. Thus the old verdict of not guilty on the grounds of insanity was 
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abolished. This is certainly an anomaly when applied to a prisoner who, 
because he is unfit to plead, is condemned, without evidence of guilt, as a 
criminal lunatic and confined as such. 

In Reg. v. Southey, Maidstone Winter Assizes, 1865, a case where the 
prisoner on indictment for two charges of murder pleaded not guilty to one 
count, but refused to plead to the second, a plea of not guilty was entered with 
the assent of his Counsel, to the second charge, and the trial proceeded. After 
the case had been opened and the first witness examined, it was put forward 
by the prisoner's Counsel that the accused was insane and not in a fit state 
to be tried. Mr. Justice Mellor, commenting on the position, said, “‘ It must 
have been known to all parties that the prisoner was suffering from some form 
of mental derangement, and the course taken by the prisoner’s Counsel has 
put me in a position of great embarrassment. Regularly the question of the 
fitness of the prisoner to be tried should be determined before he is called 
upon to plead ; but in a case which occurred before my brother Blackburn J. 
when it arose in the course of the trial, he put both questions at the end of the 
trial, whether the prisoner was in a fit state to be tried, and whether he was 
guilty or not guilty. There would be a great loss of time, and great incon- 
venience in having the question tried twice over.” 

It is recognized as the duty of the prosecution to communicate to the 
defence any information it may have relating to the mental condition of the 
prisoner, and following the dicta in the foregoing case it is also its duty to 
bring any evidence of the prisoner’s insanity to the notice of the Court before 
the charge is inquired into. The finding that a prisoner is insane on arraign- 
ment, giving relief from the burden of proof of evidence of the charge, may give 
rise subsequently to a feeling of resentment on his part, because while not 
having had a trial as to his guilt, he 1s confined as a criminal lunatic. 

The advantage of allowing an insane prisoner to plead to an indictment, if 
at all possible, is well illustrated by a case tried at the Liverpool Assizes. The 
prisoner, a typical case of paraphrenia, and, in my opinion, a dangerous lunatic, 
was charged with damaging a building with dynamite with intent to murder, 
and with attempting to blow up a dwelling-house, and I had reported to the 
Court that the prisoner was fit to plead. After the case was opened by 
the prosecution, the judge directed that there was no evidence to connect the 
prisoner with the offence, and a verdict of not guilty was returned. Cases of 
this category should be tried, and, if the prisoner is acquitted and is yet so 
insane as to be a menace to the community, the appropriate steps taken for 
his confinement under the Lunacy Act, 1890, as was done in this case. 

A further difficulty may arise should the defence raise the question that 
the prisoner is unfit to plead. I have in mind a recent case, where on committal 
for trial, the solicitor for the defence would have been only too pleased to have 
received a report from me that his client was insane and unfit to plead, yet 
the prisoner was discharged for want of prosecution. The prison medical 
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be left to stand his trial unless there be strong reasons to the contrary. This is 
in accordance with the dicta of Mr. Justice Patteson, who in 1847, in the case 
of Reg. v. Dwerryhouse (3), remarked, “ The proper tribunal to determine if he 
is in a state to take his trial is a jury of his country ’’. 

By Section 3 of the Criminal Lunatics Act, 1884, a power is given to the 
Secretary of State to remit anyone found insane who has since become sane, 
to prison for justice to be pursued, unless the jury have. found him guilty but 
insane. Thus, if he is found unfit to plead, and on such finding ordered to be 
detained as a criminal lunatic, and subsequently becomes fit to be tried or 
has been malingering, as in a recent case, he may be brought up again and tried. 
This is obviously just, as he can still plead his insanity at the time of the 
commission of the crime as excusing it ; and no doubt his subsequent mental 
recovery would influence the appropriate quarters in their decision as to how 
long he was to be confined as a criminal lunatic. 

I am informed that there is a patient in Broadmoor who was so remitted 
for trial, relapsed into a state of insanity, and was again found insane on 
arraignment. 

If the jury have heard the evidence and found the prisoner guilty but 
insane, they have tried both the sanity and the guilt. 

Such are, shortly, the statutory provisions relating to a prisoner’s unfitness 
to plead. 

What, then, are the conditions, at the present time, which guide us in the 
matter of unfitness to plead ? 

As recently as 1909 Lord Alverstone, then Lord Chief Justice, in the case 
of Rex v. Emery (4), approved of the directions of Baron Alderson and Mr. 
Justice Parke, to which I have already referred, but also added “ that the 
findings amounted to the accused being insane within the meaning of Section 2 
of the Criminal Lunatics Act, 1800’’. These rulings are now accepted as the 
Law, and therefore it will be appreciated that for the purpose of the Act of 
1800, the word “insane ” is used in an extended sense ; it must be construed 
with reference to the question whether the prisoner can or cannot be tried 
upon indictment, and cases of mental deficiency, feeble-mindedness and 
senility come within its definitions. 

What is the proper procedure to be adopted where there is any doubt as to 
the fitness of a prisoner in custody to plead ? Here there rests no light burden 
on the prosecution and prison medical officer, and the greatest possible care 
must be taken in the proceedings. 

By the Trial of Lunatics Act, 1883, a verdict of “ unfit to plead ” is a 
finding that a prisoner is a criminal lunatic—one guilty but insane—that 
somewhat incongruous phrase, due, we are told, to the late Queen Victoria, 
who is reported to have said that one who did a crime, though insane and 
subsequently acquitted on that ground, could not possibly be said to be 
innocent. Thus the old verdict of not guilty on the grounds of insanity was 
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abolished. This is certainly an anomaly when applied to a prisoner who, 
because he is unfit to plead, is condemned, without evidence of guilt, as a 
criminal lunatic and confined as such. 

In Reg. v. Southey, Maidstone Winter Assizes, 1865, a case where the 
prisoner on indictment for two charges of murder pleaded not guilty to one 
count, but refused to plead to the second, a plea of not guilty was entered with 
the assent of his Counsel, to the second charge, and the trial proceeded. After 
the case had been opened and the first witness examined, it was put forward 
by the prisoner’s Counsel that the accused was insane and not in a fit state 
to be tried. Mr. Justice Mellor, commenting on the position, said, “ It must 
have been known to all parties that the prisoner was suffering from some form 
of mental derangement, and the course taken by the prisoner’s Counsel has 
put me in a position of great embarrassment. Regularly the question of the 
fitness of the prisoner to be tried should be determined before he is called 
upon to plead ; but in a case which occurred before my brother Blackburn J. 
when it arose in the course of the trial, he put both questions at the end of the 
trial, whether the prisoner was in a fit state to be tried, and whether he was 
guilty or not guilty. There would be a great loss of time, and great incon- 
venience in having the question tried twice over.” 

It is recognized as the duty of the prosecution to communicate to the 
defence any information it may have relating to the mental condition of the 
prisoner, and following the dicta in the foregoing case it is also its duty to 
bring any evidence of the prisoner’s insanity to the notice of the Court before 
the charge is inquired into. The finding that a prisoner is insane on arraign- 
ment, giving relief from the burden of proof of evidence of the charge, may give 
rise subsequently to a feeling of resentment on his part, because while not 
having had a trial as to his guilt, he is confined as a criminal lunatic. 

The advantage of allowing an insane prisoner to plead to an indictment, if 
at all possible, is well illustrated by a case tried at the Liverpool Assizes. The 
prisoner, a typical case of paraphrenia, and, in my opinion, a dangerous lunatic, 
was charged with damaging a building with dynamite with intent to murder, 
and with attempting to blow up a dwelling-house, and I had reported to the 
Court that the prisoner was fit to plead. After the case was opened bv 
the prosecution, the judge directed that there was no evidence to connect the 
prisoner with the offence, and a verdict of not guilty was returned. Cases of 
this category should be tried, and, if the prisoner is acquitted and is yet so 
insane as to be a menace to the community, the appropriate steps taken for 
his confinement under the Lunacy Act, 1890, as was done in this case. 

A further difficulty may arise should the defence raise the question that 
the prisoner is unfit to plead. I have in mind a recent case, where on committal 
for trial, the solicitor for the defence would have been only too pleased to have 
received a report from me that his client was insane and unfit to plead, yet 
the prisoner was discharged for want of prosecution. The prison medical 
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officer cannot be expected to know whether the trial ought to be allowed to 
proceed because there is insufficient evidence to justify the case going to the 
jury, and consequently he must not be influenced by either Counsel that 
because the prisoner is insane the proceedings of the trial might be simplihed 
or the possibility of acquittal overcome by the finding that the prisoner Is 
unfit to plead. Further, it must be borne in mind that it was held in the case 
of Rex v. MacHardy (5) that a verdict of unfit to plead does not amount to 
a conviction, and consequently there is no right of appeal under Section 3 
of the Criminal Appeal Act, 1907. 

Let us now consider what evidence is necessary, and the form it should 
take, to enable a finding of unfitness to plead to be made. It must always be 
borne in mind that such a finding is a finding of fact, and therefore a question 
for the jury alone, subject, of course, to the proper direction of the judge ; 
hence the medical officer cannot say in evidence, ‘ In my opinion the prisoner 
is unfit to plead ’’, because by so doing he is usurping the function of the Jury. 
The medical officer should be clear in his own mind as to why he has formed 
the opinion that the prisoner is unfit to plead, and, irrespective of the type of 
insanity, must be guided in his opinion by the rulings given in the cases already 
quoted, which are to the effect that a prisoner is unfit to plead to an indictment 
when he suffers from such defect or disease of the mind as prevents him from 
understanding the nature of the proceedings against him ; from distinguishing 
between a plea of guilty or not guilty ; from following the course of the trial 
himself or instructing Counsel on his behalf to make a proper defence, and 
from knowing that he has the right to challenge a juror. 

If in the giving of his evidence the medical officer shows to the Court that 
he knows the requirements of the law, the value of his evidence will be greatly 
enhanced and the proceedings simplified. Personally, with this object in 
view, after giving in evidence the observed facts as to the prisoner's state of 
mind, I then express my opinion as to his unfitness to follow the course of 
the trial himself and inability to instruct counsel for his proper defence. This 
form of evidence has been accepted by judges without demur. 

In the case of Rex v. Goode (6), where a prisoner indicted for uttering 
seditious libel showed obvious signs of insanity by his conduct on arraignment, 
it was held that the jury might form an opinion as to his sanity, judging from 
his conduct alone, without the adducing of any evidence, expert or otherwise, 
as to his sanity. 

A prisoner under observation at Brixton, because he had been in an asylum, 
informed me that he stood on his head in the dock when called upon to plead 
at his trial at Gloucester Assizes for housebreaking, as he expected a long term 
of penal servitude. Without any evidence being called, he was found unnht 
to plead. 

As evidence of unfitness to plead is directed to the prisoner’s capacity to 
take an intelligent part in the procecdings against him, it is essential that the 
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accused should be examined on the day of the trial. The advisability of so 
doing in all cases of insane prisoners has been stressed at these conferences. 
My experience has been that an insane prisoner’s attendance at Court produced 
an acute phase of suppressed excitement with aggravation of mental symptoms, 
so much so that when in the dock one could well describe the prisoner's 
demeanour as “ playing up” to the evidence given. I myself have never 
experienced a case where the prisoner has challenged the evidence given as to 
his insanity, although his previous attitude might have led one to expect 
strong resentment. A prisoner whom one has reported fit to plead, may 
well become, under such changed circumstances, unfit to plead, as is 
exemplified in the following case: A woman, charged with murder of her 
child, was brought from Manchester for trial at the Liverpool Assizes. Although 
insane there were no indications while on remand that she would be likely to be 
unfit to plead at her trial, and Dr. A. A. S. MacDonald, Medical Officer, H.M. 
Prison, Manchester, had reported accordingly, yet on her arrival at the Assize 
Court she was in a state of extreme emotion and mental distress, and it was 
obvious that she was not in a condition to take any active part in her trial. 
When questioned as to her plea, she persisted that she must plead guilty; she 
had done a wicked thing and must be punished. Dr. MacDonald reported to 
the learned Clerk of Assize that he had examined the prisoner since her arrival 
at Court, and was prepared to give evidence that she was unfit to plead. 

A prisoner who is insane may, if allowed to do so, persist in pleading guilty 
either to avoid the question of insanity being raised at the trial, or because of 
defective or insane reasoning, does not have proper understanding of the 
consequences of such a plea. 

To allow an insane prisoner to plead guilty must put the judge in an 
embarrassing position when it comes to the matter of sentence. The following 
cases are of interest on this point. In Rex v. Tibbett, tried at the Central 
Criminal Court, 1912, before Mr. Justice Bucknill, the prisoner was charged 
with shooting at Mr. Leopold de Rothschild, and with shooting Police-Constable 
Berg, in each case with intent to murder. The case, as regards the prisoner's 
mentality, was a straightforward one of paranoia. Dr. Hyslop had been 
called in to examine the prisoner on behalf of the defence, and at the trial 
both he and Dr. Dyer gave evidence that the prisoner was unfit to plead. 
The prisoner protested, and Counsel for the Defence raising no objection, the 
judge directed the jury to return a verdict that the prisoner was fit to plead. 
On indictment the prisoner pleaded guilty, in spite of protests from his Counsel, 
and was sentenced to twenty vears’ penal servitude. In discussing this case 
after the trial Dr. Dyer was of opinion that the judge had overlooked the 
possibility of the prisoner pleading guilty, and that the jury, in accepting his 
direction, were anxious to hear the case and to see in the witness-box a member 
of the House of Rothschild. 

The case of Rex v. Murney, tried at the Manchester Assizes before Mr. 
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Justice Atkinson, was also a case of attempted murder. The prisoner attacked 
a girl with a rolling-pin, and two days later struck an old man several times 
on the head with a poker. There would have been nothing to attach the 
prisoner with these murderous offences had he not given himself up to the 
police. When received at Liverpool he was dull and apathetic, talked quite 
glibly of what he had done, and was quite indifferent to the consequences. 
His memory for both recent and remote events was impaired ; he had the idea 
that people in the street had been talking about him, and he could hear a 
voice inside him saying, “ Go on, hit him’’. On committal for trial he was 
transferred to Manchester, and Dr. S. S. H. Shannon, Medical Officer, took 
over charge of the case. Dr. Shannon reported that the prisoner was insane, 
and, much to the surprise of the Court, the prisoner, on a last-minute instruction 
from his Counsel, pleaded guilty. In passing a life sentence, Mr. Justice 
Atkinson remarked: “ The proper procedure in the case would have been for 
the prisoner to have pleaded not guilty, and a verdict obtained of ‘ guilty 
but insane’. He could not undertake the responsibility of deciding the date 
of discharge; this, if the prisoner recovered his sanity, would be a matter 
for the Home Secretary to decide.”’ 

Both the plea and sentence gave rise to considerable comment among the 
members of the Bar, and, to my mind, it is almost incredible that any Counsel 
in a case of this gravity should put on one side the question of the prisoner’s 
state of mind and degree of responsibility by advising a plea of guilty. 

The last case is that of a prisoner who was brought up for trial on an indict- 
ment for arson, the resulting damage amounting to £50,000. The prisoner 
had no real appreciation of the gravity of his offence, and on the first remand 
stated that the whole matter had been greatly exaggerated, and that he 
thought the charge would be dropped at the next hearing. Two vears 
previously the prisoner had suffered from a nervous breakdown and religious 
mania, and it was evident, from the reports received, that he had never 
made a complete recovery. His sister was a patient in a mental hospital. 

After committal for trial, when asked what he was going to plead, prisoner 
stated he intended to plead guilty if his employers persisted in the charge ; 
this plea, he conceived, would involve the company in criminal lability for the 
fire and the damage. In concluding my report to the Court, I stated, “ In mv 
opinion this prisoner is of unsound mind and has no sane and proper realization 
of the nature and quality of his act, or that what he did was wrong. His 
intention to plead guilty is the outcome of insane reasoning, and, as such a 
plea would exclude the question of his sanity being determined by the Court 
and jury, I am of opinion he is unfit to plead”. 

Writing on the subject of “ unfitness to plead ” in Hack Tuke's Dictionary 
of Psychological Medicine, Dr. William Orange, late Medical Superintendent 
of Broadmoor Criminal Lunatic Asylum, gives the following statistics: The 
total number of persons admitted to Broadmoor from the time the asvlum 
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was opened (1863) down to the end of 1888 who had been arraigned in court 
and found insane was 884, and of these, 265, or approximately 30°,, had been 
found insane on arraignment. 

Commenting on these comparative figures Dr. Orange continues: “ First, 
the records show that the question as to the fitness of a prisoner to plead is 
much more closely examined into in grave than in slighter offences; and, 
secondly, they show that, in cases of all kinds, the proportion of prisoners 
found insane on arraignment has been greater in recent than in former years,’ 
and later adding, “ that the proportion of insane prisoners who are found 
insane on arraignment is not large is not a matter for surprise when it is quite 
clear that an accused person may be insane, and may be well known to be 
insane, and yet may be declared to be sane so far as his ability and fitness to 
plead are concerned ”’. 

In view of these figures and comments it is interesting to note that for the 
period 1918 to 1932, out of a total of 794 prisoners arraigned in court and found 
insane, 381, or 48%, were found insane on arraignment—a considerable 
advance—and in the course of time when the cycle of subjects discussed at 
these conferences has been completed, and it be thought opportune and of 
sufficient interest for another paper to be read on the question of “ unfitness 
to plead ’’, it may well be that the proportion of prisoners found insane on 
arraignment will then be greater still. 

In conclusion I have to acknowledge my indebtedness and grateful thanks 
to Mr. Oliver Huntley, LL.B., for his assistance in the preparation and 
presentation of the legal aspects of this paper. l 
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ACCORDING to the accepted description, a tic is a psychogenic symptom, 
an expressive movement derived from a mental fixation. This concept was 
rejected by some of those authors who observed tic-like movements as sequele 
of acute encephalitis. Other cases, quoted by Steck (1), in which the onset 
of a hyperkinetic encephalitis was associated with tics, suggested still more 
definitely that there might be an organic cause for such movements. An 
extreme concept localized the lesion responsible for these symptoms in the 
corpus striatum. This wholesale assumption was in turn objected to from the 
neurological standpoint, particularly by Kinnier Wilson (2), who, in his well- 
known paper, pointed out how complicated the possible connections were. 
In particular he mentioned that even tics following encephalitis might be con- 
ditioned not only by the brain disease itself, but also by constitutional and 
psychic factors. The network of different ztiological factors becomes less 
complicated when a disease like chorea is studied, rather than cases of encepha- 
litis where widespread permanent lesions remain. We have, therefore, studied 
the occurrence of tics in connection with chorea, though we do not claim that 
any conclusions can be drawn from these observations for tic neuroses generally. 

It is now generally held that tics, even the maladie des tics of Gilles de la 
Tourette, do not constitute a disease entity. In 1902 Meige and Feindel (3), 
writing on tics, noted that torticollis may occur after chorea. Oppenheim (4) 
made similar observations, although neither drew any general conclusions 
from these facts. In 1927 one of us (5) published histories of cases of Syden- 
ham’s chorea showing a surprising frequency of motor after-effects. Since 
then three other authors have discussed the same question. E. Straus (6), 
Ossipowa (7) and Kraus (8) have submitted material corroborating that, in 
a high percentage of chorea cases, motor disturbances, frequently in the nature 
of tics, remain. From the opposite approach E. Straus also collected seventeen 
cases of tic, and found in the early history three instances of chorea, and five 
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others following tonsillar infections. On going through the histories of in- 
patients at the Maudsley Hospital, we found during the years 1932 to 1935 
fourteen cases in which tic was noted in the diagnosis, and of these six had 
a history of previous chorea. (This is a selection, in that many other instances 
of tic were probably observed as a minor symptom, but were not referred to 
in the final diagnosis.) The connection is too frequent to escape attention, 
and renders difficult the conception that the origin of tics can be a purely 
psychogenic one. On the other hand, there are many arguments against the 
assumption of a focal recurrence of chorea, in particular the appearance 
and disappearance of the symptom under emotional influences, or its coming 
and going in association with a general disturbance, such as a depression. 
Among these fourteen cases, in more than one a recurrence of tics was observed 
during the course of a depressive illness. 

The connection between tic and chorea does not decrease the importance of 
constitutional factors, even though chorea may be an infective disease. Since 
our previous investigation the hereditary predisposition to chorea has been 
supported both by systematic studies of heredity (B. Schulz (9)) and by 
numerous published familial cases. 

The existence of a predisposition to tic has frequently been claimed by 
authors, but has never been exactly defined. Cases with familial occurrence 
are too suspect of being produced by imitation. Our observations raised the 
question whether we see this predisposition in the constitutional anomaly 
claimed for chorea, or in the post-choreic motility disturbances. We are more 
in favour of the latter, since we have often observed tic following chorea, but 
never chorea following tic. Otherwise expressed, we regard the predisposition 
towards tic in our cases as an acquired one, due to the chorea. Nevertheless, 
the other possibility, namely a common hereditary constitution, is sometimes 
suggested ; there is among our cases of tic without chorea one in whose family 
chorea was present. 

Nevertheless we hold that the neurosis chooses the organ (using that term 
in the Freudian sense) on account of the motor lability, acquired or given by 
constitution. The question also arises whether the determination of the 
particular tic depends on other than psychic factors—in other words, whether 
the tic always has an expressive value (or has had it at any stage in its develop- 
ment). For the discussion of this question, tics with verbal utterances are 
conspicuously interesting, as in these the expressive character is especially 
clear. 

Straus (10) has discussed physical and psychic aspects in a case of tic 
with coprolalic utterances following on a chronic chorea. He was able to 
demonstrate that in this case articulatory and respiratory hyperkinesias were 
the pathological basis of the coprolalia, and that they were only secondarily 
modified by psychic elements. 

At the Maudsley Hospital six cases of phonatory respiratory tics following 
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others following tonsillar infections. On going through the histories of in- 
patients at the Maudsley Hospital, we found during the years 1932 to 1935 
fourteen cases in which tic was noted in the diagnosis, and of these six had 
a history of previous chorea. (This is a selection, in that many other instances 
ot tic were probably observed as a minor symptom, but were not referred to 
in the final diagnosis.) The connection is too frequent to escape attention, 
and renders difficult the conception that the origin of tics can be a purely 
psychogenic one. On the other hand, there are many arguments against the 
assumption of a focal recurrence of chorea, in particular the appearance 
and disappearance of the symptom under emotional influences, or its coming 
and going in association with a general disturbance, such as a depression. 
Among these fourteen cases, in more than one a recurrence of tics was observed. 
during the course of a depressive illness. 

The connection between tic and chorea does not decrease the importance of 
constitutional factors, even though chorea may be an infective disease. Since 
our previous investigation the hereditary predisposition to chorea has been 
supported both by systematic studies of heredity (B. Schulz (9)) and by 
numerous published familial cases. 

The existence of a predisposition to tic has frequently been claimed by 
authors, but has never been exactly defined. Cases with familial occurrence 
are too suspect of being produced by imitation. Our observations raised the 
question whether we see this predisposition in the constitutional anomaly 
claimed for chorea, or in the post-choreic motility disturbances. We are more 
in favour of the latter, since we have often observed tic following chorea, but 
never chorea following tic. Otherwise expressed, we regard the predisposition 
towards tic in our cases as an acquired one, due to the chorea. Nevertheless, 
the other possibility, namely a common hereditary constitution, is sometimes 
suggested ; there is among our cases of tic without chorea one in whose family 
chorea was present. 

Nevertheless we hold that the neurosis chooses the organ (using that term 
in the Freudian sense) on account of the motor lability, acquired or given by 
constitution. The question also arises whether the determination of the 
particular tic depends on other than psychic factors—in other words, whether 
the tic always has an expressive value (or has had it at any stage in its develop- 
ment). For the discussion of this question, tics with verbal utterances are 
conspicuously interesting, as in these the expressive character is especially 
clear. 

Straus (10) has discussed physical and psychic aspects in a case of tic 
with coprolalic utterances following on a chronic chorea. He was able to 
demonstrate that in this case articulatory and respiratory hyperkinesias were 
the pathological basis of the coprolalia, and that they were only secondarily 
modified by psychic elements. 

At the Maudsley Hospital six cases of phonatory respiratory tics following 
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chorea were collected, which to some extent illustrate the separate stages of 
this development. In five cases we obtained definite histories of one or more 
attacks of chorea. The sixth, a boy, æt. 10, became ill with a choreiform 
motility disturbance after a shock sustained when he was five. He and 
another boy who were examined in detail, showed irregular partial contractions 
of the diaphragm, twitchings of the thoracic muscles, and myoclonic move- 
ments of the abdominal muscles which we were able to film. They resemble 
in every way the pictures taken by Reisch (11) in his case of post-vaccinal 
encephalitis. This similarity suggests that this sixth case also has an organic 
origin. 

All our cases produced grunting and “ barking ” noises, and in two cases 
these were the only noises produced. One had recently began to mutter and 
to repeat remarks under his breath, this only happening at home. In another 
case (A. S—) we heard only words uttered compulsively with the tic in a low 
voice which was barely audible. They had no intelligible sense, but at home, 
and at school, where the boy was teased, irrelevant obscenities were overheard. 
In another case (M. S—), names of patients who happened to be present, or 
meaningless words, were produced with the tic. In the fifth case (A. Sh—) the 
connection was especially striking. The patient developed “ St. Vitus’ Dance” 
after being knocked over by a dog. The abnormal movements varied in 
severity and were described as occurring in attacks, but she was probably never 
entirely free from tic-like movements thereafter. They involved mainly the face 
and shoulder, and were accompanied by grunts and sniffs. At 24 she became 
illegitimately pregnant, and during a septic illness following delivery her 
movements were, for the first time, accompanied by coprolalic utterances 
bearing an unmistakable sexual connotation. 

Comparing our cases, we see how the identical motor impulse is filled with 
contents depending on the actual situation. Osler (12), as long ago as 1894, 
described a similar sequence of events in the case of a child who first showed 
spasmodic movements, later meaningless utterances, and eventually compulsive 
utterances of an obscene kind, which later disappeared. Straus has rightly 
pointed to the analogy with the swearing of normal people, where the motor 
verbal eruption is the essential thing. The words used are unimportant: 
they may be mutilated and deprived of their proper sense, but the motor design. 
the motor Gestalt as it were, the rhythm and the pitch, remain. In contrast 
to Straus’s assumption, we did not find that the struggle against the forced 
movements affords the emotional impetus for the coprolalia. Our cases 
tolerated the hyperkinesias surprisingly well, as do many patients with chorea. 
They experienced the utterances, however, as something involuntary, unfamiliar, 
and as if forced upon them. 

Mcige and Feindel (13) have said that “ the frequency with which obses- 
sions, or at least a proclivity for them, and tics are associated cannot be a simple 
coincidence ’’. These authors are, therefore, inclined to derive one symptom 
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from the other, to conceive of either the tic as the motor reaction to an obses- 
sional idea, or the obsession as an answer to the tic. Modern writers, Wilder 
and Silbermann (14) for example, observing the coincidence of the above 
symptoms in chorea and encephalitis, have given more attention to the com- 
plicated interaction of psychic and physical factors. In this connection we 
would refer again to Straus, who saw in the motor impulse the essential source 
of the compulsive utterances. 

In the cases which Meige and Feindel have in mind, permanent obsessive 
features are reported in tiqueurs rather than attacks of obsessive-compulsive 
phenomena. It is only since observations have been made on encephalitis 
that attention has been focussed on the paroxysmal character of such obsessive- 
compulsive phenomena. 

Oculogyric crises are ranged alongside the tics by some authors. In doing 
so, one particular difference stands out among the many similarities ; the cases 
with oculogyric crises tend to have obsessional thoughts, the respiratory tics 
tend to have compulsive utterances. That this connection is regularly observed 
suggests an internal relation. Kleist (15) and others have observed disturbances 
of eye movements associated with disturbances of attention. Calling the 
oculogyric crises “ spasms of attention ’ gives a hint as to their significance. 

The only instance given by Meige and Feinde! of a paroxysmal obsession 
was in a case compelled to count three while performing her tic, which con- 
sisted in having to look up to the curtains in a corner of a window. Here, in 
fact, we see just such an instance of a compulsive eye movement, associated 
with a recurrent obsessional thought. This gives rise to a working hypothesis, 
requiring much further observation and corroboration, to the effect that the 
groups of muscles affected by the tic may determine the nature of the accom- 
panving psychic phenomena. 

The cases of chorea which tend to persist or go on to tic seem to show some 
differences from more typical Sydenham’s chorea at quite an early stage. 
Among such differences may be a preponderance of involuntary choreiform 
movements in the region of the face, especially the mouth, and for the muscles 
of respiration, phonation and articulation to be involved—a type of chorea 
first singled out by Oppenheim—thus laying the track, or facilitating the later 
symptom of vocalized tics. Further, some of the cases of chorea reported in 
this connection show signs of deterioration suggestive of widespread organic 
involvement. This may constitute a genuine maladie des tics, around which 
are grouped the divergent symptomatic forms. 

We have to acknowledge our thanks to Dr. Mapother, Medical Superin- 
tendent of the Maudsley Hospital, for permission to publish these cases. 


Case RECORDS. 


CasE 1.—G. R—, a man, æt. 22, had chorea at the age of 7. His childhood 
was otherwise uneventful. He left school from Standard VII, and obtained work as 
a packer. Later he enlisted in the Royal Marines and saw active service in China, 
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He was invalided out with a second attack of chorea which occurred after being 
in a bombardment. A third attack occurred eighteen months before admission, 
during a period of unemployment. He is said to have been discharged from hıs 
last place of work because of his abnormality. On admission he showed jerking 
movements of his face and head, with a grunting respiratory tic. These movements 
were spasmodic, and were more in evidence when he was embarrassed. He 
improved during his stay in the ward. 


CasE 2.—A. V—, a boy, xt. 15, of average intelligence, showed spasmodic 
movements of face, limbs and respiratory muscles, resulting in meaningless 
noises, but no verbalized utterances. The movements vary, gradually decrease 
during an interview, may cease entirely before strangers, but tend to increase on 
first changing into new surroundings. Face, lips and tongue move irregularly, 
with a brisk, tic-like quality, and expiratory grunts occur as the patient attempts 
to check these movements. His mood is usually cheerful and irresponsible. Some 
degree of motor instability is suggested by the marked spread of associated move- 
ments, and Gordon’s phenomenon is present. The movements can for a time be 
controlled by the patient, but screening showed irregular contractions of both 
diaphragm and thoracic muscles. Some grunting occurred without corresponding 
movements of diaphragm or chest. No compulsive features were elicited. 

The duration of these symptoms was six years. The family history is negative, 
and his previous health has been good except for several ‘‘ attacks’’ of chorea, 
the first when 8 years old. When 13 he spent six months at Queen Mary's Hospital, 
Carshalton, sent in as a case of chorea, but regarded there as mainly unstable and 
debilitated. The movements were present at first, but ceased during his stay. At 
that time no vocalized tics were noticed, and there have been no rheumatic sequele. 


CaSE 3.—A. S—, an intelligent boy, æt. 10, had for a month shown movements 
resembling chorea, mainly affecting face and shoulders, following a sore 
throat. Recently he is said to have muttered and repeated remarks under his 
breath. The family history is positive, one elder sister having had two attacks 
of chorea, both observed by one of us, while another sister had a period of timidity 
accompanied by involuntary movements. In this boy rheumatic #tiology is 
suggested by a history of pain in the shins, and the onset after tonsillitis. When 
seen, in addition to movements of the face, tongue and shoulders resembling chorea 
he showed certain regular twitchings of the face and shoulder resembling a tic. 
No ‘‘ muttering ’’ was observed, but the history was probably reliable. Recovery 
appeared to coincide with the exhibition of salicylates and a short period away 
from school; there has been no recurrence on return there. 


CasE 4.—M. S—, a girl, æt. 23, is now a voluntary patient in a county mental 
hospital. Her present symptoms are slight ; sometimes she is restless or fidgety, 
calls out names or words without knowing why, and she has impulses to distigure 
bedding or clothes, especially with soot or blacklead. She is never incontinent, 
and there is no serious dementia, but she remains unambitious and does not resent 
her present surroundings. The previous history includes attacks of chorea at 3 
and 11 years old. She was always a nervous, shy child, but was regarded as of 
normal mentality. The family history is negative and there is no evidence of 
rheumatism. 

When she was 18 she attended the Maudsley Hospital Out-Patient Department. 
Choreiform movements were then present, with spasmodic grunting noises, also 
the compulsive features of having to soil or destroy clothes. Her intelligence at 
that time was normal, on a Burt revision of the Binet-Simon test. . 

This is now seen as a slowly progressive case, the gradual onset of present 
symptoms dating from when she left school. 


CASE 5.—A. Sh—, a single woman, et. 32, with a tic involving face, shoulder 
and limbs. Jerky spasmodic contractions are accompanied by occasional grunts 
or sniffs, and sudden voluntary movements, such as flinging her hand behind her 
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back. The left arm and leg are more affected than the right. The movements 
never entirely cease, but the frequency and severity are variable. 

The onset of abnormal movements was at I3 years, when, after being knocked 
over by a dog while running, she lcst consciousness. This was followed by ‘ St. 
Vitus’ Dance ”, varying in severity, but apparently continuing until she was 16 
vears. She was never entirely free from movements thereafter. When she was 
27 she became ilegitimately pregnant, went to full term, and had septicemia 
after delivery. Movements had practically ceased during the second half of her 
pregnancy, but recurred severely during the septic illness, accompanied for the first 
time by compulsive utterances of an obscene kind. She improved, and there was 
a subjective sense of lessening in severity of tic, though little change was noted 
by observers. Now her mood is euphoric, notably in her delight in achieving 
a pregnancy. She is inclined to posture and attitudinize, apparently without 
self-consciousness relating to her obvious and severe tic. 


Case 6.—D. C—, a boy, xt. 10, has had choreiform movements of varying 
severity for five years. For the last five months only he has been noticed to 
mutter irrelevant obscenities as if compelled to do so. Movements are mainly 
of the face and lips, with irregular respiration, grunts and “‘ clucking ” noises 
with hps and tongue; there is some tic-like grimacing, regular and repetitive. 
That the patient is unaware of some of the movements is suggested by the choreic 
position of extended hands, fine movements of the fingers, and an exaggerated 
spread of associated movements, while X-ray screening showed, as in Case 2, 
irregular contractions of the diaphragm. Many neurotic features are present, 
such as anxiety, incontinence, fear of the dark, and nail-biting. 

The onset was at 5 vears, two months after a shock, when he was attacked and 
mauled by a dog. He has missed much school, and is, therefore, backward. He 
has often complained of pains in the joints, and is looked on as being delicate. 
There are no signs of active rheumatism at the present time, and the family history 
is negative. 
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SOME RECENT INVESTIGATIONS INTO THE HEMATOLOGY 
OF THE PSYCHOSES.* 


By H. C. BeccrE, M.B., M.R.C.P., D.P.M., 


Assistant Medical Officer, Springtield Mental Hospital. 


FOR many years past, much research has been undertaken into the structure 
and functions of the blood-cell elements with a view to ascertaining whether 
there are any regular quantitative and qualitative changes in the cells, which 
would prove of diagnostic and prognostic value in the psychoses. 

The possibilities of the Schilling and Arneth indices in particular have been 
fully explored, and investigations have been made into the physiological 
variations of the leucocyte during mental work. By the Congo Red absorption 
method evidence of severe damage to the reticulo-endothelial system in the 
major psychoses has been found. 

In general, we may say that general disruption of the psycho-physical state 
is reflected in no uncertain manner in the character of the blood picture. With 
regard to simple blood-counts, however, I must confess that having examined 
literally hundreds of differential counts in psychotic patients, I have been 
unable to obtain any orderly or sequential information except in cases 
complicated by known physical disease. Discussing this subject with some of 
my colleagues, I find that there is a general agreement as to the very limited 
value of the ordinary differential count from the point of view of diagnosis 
and prognosis, mainly on account of the extreme lability of the myeloid system. 

At Springficld Mental Hospital we have been carrying out hematological 
investigations on rather different lines. Changes in the protoplasm and 
alterations in the staining reactions of the protoplasmic granules present in 
the neutrophile cell have been known for some considerable time, but the 
nature of these granules is still a matter for speculation. Two types of granules 
have been examined—those first described by Cesaris Demel, and those referred 
to by Naegeli and others as toxic or toxic-infectious granules. The former are 
lipoid globules and stain a vivid orange with Sudan III, and the latter stain 
a bluish colour with either Giemsa or Leishman. There is a general consensus 
of opinion that these granulations are pathological productions, and that in 
particular the toxic bodies are indicative of cell damage and destruction. With 
regard to the Sudanophile granules, it has not yet definitely been established 
whether they are manifestations of endogenous leucocyte damage, or whether 
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they are true inclusion substances resulting from phagocytosis of tissue-cells. 
Jonescu, working under the direction of Hirschfeld, investigated 80 cases of 
various acute, subacute and chronic diseases, and found that in a large pro- 
portion of his patients, the number of granules of both varieties followed more 
or less closely the course of the disease. He came to the conclusion that a 
quantitative estimation of Sudanophile and toxic granules was of diagnostic 
import, and, when determined at intervals during the course of the sickness, 
gave valuable prognostic information. It occurred to me that this research 
might prove of some value when applied to the course of the psychoses. In 
general, it may be confidently stated that the higher the granule count, the 
more severe is the infection or disease. As the patient recovers, the estimation 
falls to that which can safely be regarded as normal. 

The following technique was employed : With regard to the toxic granula- 
tions, an ordinary Leishman stain on simple blood-smears sufficed. One hundred 
cells were counted, and the percentage of polymorphonuclear cells showing 
the bluish toxic bodies was calculated. The Sudanophile preparations needed 
a more delicate method of manipulation. A modification of Cesaris Demel’s 
supravital stain was employed, and we found in practice that owing to variations 
in the quality of the materials, the best mixture of dyes was one composed of 
equal parts of absolute alcohol and saturated alcoholic solutions of Azur II 
and Sudan III. A few drops of this mixture are allowed to run along a glass 
slide, making a broad smear of stain, which dries rapidly. A small drop of 
blood on the margin of a scrupulously clean cover-slip is allowed to fall gently 
on the slide, when the blood-smear will spread, and, if managed carefully, 
should occupy about two-thirds of the area of the cover-slip, not quite, there- 
fore, reaching its margins. The preparation is then ringed round with paraffin, 
and after about two hours or so the slide is examined with an oil-immersion 
lens. This method ensures that each of the separate structures composing the 
granulocyte picks up that colouring for which it has an afhnity. In 
consequence, the nucleus becomes dyed a deep blue and the lipoid granules 
take on a vivid orange hue. 

Examinations on the lines I have described were commenced in my series 
of patients soon after they were admitted to hospital, and were carried out at 
more or less regular intervals. In addition, full erythrocyte and differential 
counts were performed, together with estimations of the sedimentation rate 
in each case. At the same time, the temperature was taken prior to each 
test in order to exclude the possibility of intercurrent infection. In all, 20 
acute and subacute cases were investigated, 15 normal people, including 
members of the nursing staff, were examined, and ro chronic cases were likewise 
submitted to these tests. Obviously the total number of cases under con- 
sideration is far too small for any definite deductions to be drawn from the 
results obtained. One requires, for example, many more normal controls, 
and also it is necessary to assess the effects, if any, of normal phasic events. 
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These observations I hope to make as the research progresses. However, 
certain facts emerge from the införmation already to hand. In the first 
place, the toxic granules are found in much greater profusion than the Sudano- 
phile bodies, the highest percentages in my series of cases being 88 and 55 
respectively. Secondly, whilst there is no close quantitative relationship 
between the two varieties of granules, there appears to be a serial continuity 
between each series of estimations taken separately. I shall endeavour to 
illustrate my meaning more clearly later. 

Before proceeding to an analysis of my results, I must deal with the question 
which arises at once as to whether these bodies, the pathological nature of 
which is not disputed by any of the authorities, occur normally. Jonescu 
maintains unequivocally that at any rate Sudanophile granules should never 
appear in the polymorphonuclear leucocytes under normal conditions. He 
quotes, however, the work of Carminati (without giving the exact reference}, 
who states positively that, using a rather different technique, he finds that it ıs 
possible to discover a Sudanophilia up to 5% in healthy persons. To Jonescu 
the presence of this phenomenon is indicative of chronic and possibly latent 
infection. I cannot confirm this statement, but I am prepared to believe 
that this test may be so sensitive as to reveal the presence of the minutest of 
infections or toxemias. This possibility must, of course, be constantly borne 
in mind in view of the dicta of the public health authorities, who so often 
impress upon us that the truly normal person is, indeed, a rarity. I am dis- 
posed to believe, on analysing my controls, that a toxic granule count of 9°, 
and a Sudanophilia up to 5% may be regarded as normal. These average 


TABLE I.—Recovered Cases. 


Case No Age Diagnosis. 

3,6 - 37 - Schizophrenia . T.. 25 . 46 . I5 . 20 . I2 
Secs IE e S = Am oe. “3 
5,8 . 32 . Acute confusion . T.. 76 . 81 . 56 . 44 . 28 
So «20: 2 TI. 10.54 9% J 
6,56 . 25 . Acute mania fee 2-45 5I 34 27 24 
S.. 30 13 II II . 9 
8,2 . 39 . Schizophrenia; . T.. 52 82 29 34 30 
paranoid type Sa. 4 3 2 o o 

10,6 . IQ . Schizophrenia .T.. 28 47 20 18 

(adolescent S.. 36 I2 34 II 


instability) 


II, 6 27 . Schizophrenia . T. 44 . 35 . 42 . 28 . IQ 
Sie 20 a 27 s ME Qa -5 

18, 6 32 a me rae 37 «4 AB « 5. 6 ks 
S. 20 . IO . 3 . 0 


T. = Toxic granules. S. = Sudanophile granules. 
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TABLE H. 
Case No. Age. Diagnosis. 
4,6 - 57 - Manic-depressive T.. 38 . 54. 20 . 28 . Not improving 
insanity 9.8 Pa O Oa Oy mentally. 
73:2 109, % Schizophrenia; . T. . 45 . 45 . 32. 24. Ditto. 
old T.B. spine 9... 42 AO 4208S FE & 
9, 2. 22 Puerperal T. . 60.71 . 76. 48 5 
confusion ; 9: O 5 I I 
schizophrenia 
12.5 E ee Confusional T 62. Q. II 15. Confused at 
Insanity S 2.4: <2 2. 2. time of last 
examination. 
13, Ẹ . 3I Schizophrenia . T.. 31.21.18. 8. ? 
Dr 3.02 I 2 2 
TU cay Involutional sTo e Bge IE a y G I Improving 
state S. A: Be cg: “Bes slowly. 
15 & . 36. Manic-depressive . T. . 72 . 57 . 52. 40. Not improving 
insanity S. 8 4 4 yet. 
16, 5 . 63. ii . T.. 34. 36. 30. 28. Improving 
5. Bik Te eo slowly. 
17,5 - 42. Acute mania a Te 2s: S34 40 40 At peak of 
S.. 4. 8. 5. 6. psychosis with 
gluteal sepsis. 
19, 5 . 44.  Manic-depressive . T. . 37 . 46.52.2343. Improving 
insanity © NS at TE fe: Ca slowly. 
20, 5 . 36 . Mixed psychosis; T.. 45 . 44 - 434 - 46 . Not improving. 
mainly depressive 9, 4. 0O. 5.9. 
T = Toxic granules. S + Sudanophile granules. 


figures are a trifle on the high side, since they include the results of the tests 
on one male nurse with a chronic suppurative condition of his left parotid 
gland, and those on another nurse with chronic tonsillar sepsis. Apart from 
these two cases, whose septic conditions were not revealed until after the 
tests were made, 60°, of volunteers manifested a Sudanophile count of 1°%. 
Dealing next with the chronic cases of mental disorder, a series of estimations 
gave an average of approximately 14°, of toxic and 9°, of Sudanophile 
granules, therefore much above the normal limits. 

I am now in a position to describe the results obtained in my group of 20 
psychotic patients who were examined in the acute stages of their disorder. 
I find that in a fashion similar to that which I have indicated as occurring in 
general disease, there appears to be a fairly close correlation between the 
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intensity of the psychosis and the percentage of Sudanophile and toxic granu- 
lations, high figures being characteristic of severe disability, whilst the lower 
counts clearly demonstrate an abatement of acute symptoms. It would take 


CHART I, 
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Case 1.—L. N—, 9, wt. 34. Schizophrenic reaction type. % toxic granules ===» , 


é 


°%, Sudanophile granules ------ . Blood count: R.B.C., 4,720,000 ; H.B., 89 % ; 
C.1., 0°95. Ditferential: S.L., 31; L.L., 5; L.M., 6; P. 58; E.,0; B., 0. 


up too much time to explore each case individually, but I should 
like to illustrate my remarks with some examples. Here, for instance, is 
Case I, a female, schizophrenic reaction type, et. 34. The curves indicate 
clearly that with the improvement in her mental condition, the granule count 
has fallen from 74 and 46 to 32 and 4, speaking in terms of toxic and Sudano- 
phile bodies expressed in percentages. It is interesting to note, too, that 
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there was a moderately high sedimentation rate and total white count, the 
improvement in which is also noticeable. Case 2 represents a female manic- 
depressive, zt. 36, admitted in a state of acute excitement, who is likewise 
improving, but who is still far from well. She also exhibits a gradual better- 


CuartT Il. 
Sedimentation 
rate: 36 22 18 17 Io 8 
Total white 
count: 10,500 10,100 7,000 5,600 7,900 6,000 


50 100 


90 


go 80 


70 


30 60 


50 


20 40 


30 


Io 20 


Io 


Dates of tests 17/4/35 24/4/35 13/5/35 29/5/35 11/6/35 25/6/35 


Case 2.—L. B. D—, 9, æt. 36. Manic-depressive psychosis. % toxic granules ==., 
05, Sudanophile granules -- ---- . Blood count: R.B.C., 4,260,000. Differential: 
S.L., 36; L.L., 4; LM 05 P.,57; E., 3; H.B., 80% ; C.L, 95- 


ment in the sedimentation rate and white cell count. Both these patients 
have been apyrexial throughout the course of their illnesses. Next, I have to 
show you a group of recovered cases, 7 in all. The difficulty arose with several 
of these patients, that I was not able to retain them in hospital as long 
as I should have desired. This was brought about largely on account of the 
importunities of over-anxious relatives and the impatient attitude of employers. 
I am endeavouring to follow up all the cases that were discharged under such 
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circumstances. However, even with the limited number of tests that I was 
able to carry out, it is clear that the gradual improvement is reflected in the 
diminution of the granule counts. This is particularly well demonstrated 
in Cases 3 and 18, patients who both passed through an acute schizophrenic 
episode. 

Of the remaining II cases, No. 14, a toxic menopausal psychosis, is slowly 
making headway, and No. 16 is making a fair recovery after his fourth attack 
of acute excitement. His relatively flat curve appears to me to be indicative 
of damage, which may possibly prove permanent. No. 13 defies the general 
inference since, following a state of confusion, a schizophrenic psychosis is 
emerging. I am afraid that I have no explanation for this abnormal 
finding. I was able, in No. 12, probably over-confidently, to forecast a relapse. 
This man emerged very rapidly from an acute confusional condition and 
remained quite well for a short time. On the strength of the increased toxic 
granule count, it was possible at any rate to anticipate some abnormal 
occurrence. He sank into confusion a few days later and is still very unwell 
mentally. 

It now becomes possible to draw some general conclusions. In brief, it is 
at this stage safe to say that— 

(I) The toxic and Sudanophile granule estimations appear to follow the 
course of the psychosis, varying directly as the intensity of the disorder. 

(2) The gradual improvement in the counts observed in recovering cases 
must be ascribed in part to the general detoxication which is instituted in 
each patient soon after admission. 

(3) It would be rash to infer from the results of so few examinations that 
these estimations have definite diagnostic and prognostic value, but quite 
tentatively I venture to suggest that from these aspects, toxic and Sudanophile 
granule content may prove of not inconsiderable assistance. 


I am greatly indebted to Dr. R. Worth, O.B.E., for permission to use and 
describe these cases. My thanks are likewise due to Dr. Jerram, Pathologist 
to Springfield Mental Hospital, and to Mr. Lavington, Technical Assistant, for 
their great help and co-operation. 
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Discussion. 


Dr. RusBy O. STERN said she would like to congratulate Dr. Beccle on an 
extremely good and very interesting piece of original work. It had been truthfully 
said that all the great discoveries were made by clinicians working in laboratories, 
and she was of opinion that Dr. Beccle’s work would prove to be of very great 
value. 

There were one or two questions she would like to put, and suggestions to 
offer. 

In the first place, she wondered whether Dr. Beccle had tested the lipoid 
content, and if so, whether it had any relation to cholesterol metabolism. In 
schizophrenia the cholesterol in the blood-serum in some instances was very low ; 
she had investigated a considerable series in that respect. Was it possible that 
this lipoid got into the neutrophiles ? She suggested that Dr. Beccle should 
try cholesterol estimations on his patients, to ascertain whether there was any 
correlation. 

She would be glad to know whether diet had any effect. A number of these 
patients were fed on milk. She wondered whether there was any correlation 
between diet and the occurrence of these bodies. She presumed Dr. Beccle’s 
controls were all tested at the same time of day, because variations in blood 
pictures at different times in the day were puzzling and often disconcerting. She 
agreed with Dr. Beccle that an ordinary differential count was of practically no 
value in mental disorders, but she hoped it would not become customary to omit 
that routine count in the laboratory, as mental patients suffered from physical 
diseases, and, as had been pointed out, these patients might be physically ill 
without showing many symptoms, and certainly without complaining, and routine 
blood-counts might show the presence of some grossly septic condition. She 
well remembered three cases of pyelitis, and one case of pyemia, which were 
practically diagnosed on the blood-count which was done in respect of every 
patient. Therefore she contended that a differential blood-count should be carried 
out as a routine, even though it could not throw light on the mental disorder of 
the patient. 

She repeated her congratulations to Dr. Beccle, and hoped he would continue 
his inv estigations. 

Dr. BEcCLE, in reply, thanked Dr. Stern for the kindly way in which she spoke 
of the piece of work set out in this paper. With regard to the lipoid content, 
he was aware of the cholesterol estimations in the blood of schizophrenics, and 
would endeavour to obtain estimations of the blood cholesterol at the same time 
that he took the tests. 

He chose the middle afternoon as the best time to carry out the blood-counts, 
in order to avoid the alleged tides which were said to occur in the system. He 
had been very careful to rule out the presence of blood infection as far as possible. 
Where there was intercurrent disease or disorder these patients were not examined 
for the moment ; he had endeavoured to adhere strictly to the psychosis. 
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ON THE VALUE OF THE RORSCHACH TEST. 


By ARTHUR GUIRDHAM, M.A., D.M.Oxon., D.P.M.Lond., 


Resident Physician, Bailbrook House, Bath’; late Medical Ofticer, Brentwood Mental 
Hospital, Essex. 


My aim in abstracting the material for this article from experiments with 
upwards of 350 subjects has been to offer a few additions to the deductions 
it is possible to make from the Rorschach test, and to criticize and evaluate 
its general aims. The number of subjects studied approached that from which 
Rorschach derived the conclusions embodied in his monograph Psvchodiagnostik. 
Among these is a group of 100 normals, the investigation of which should afford 
an interesting combination with the findings obtained by P. E. Vernon from 
an equal number of similar subjects. 


DESCRIPTION OF THE TEST. 


The test consists in noting the responses of the subject to ten accidental 
shapes produced by ink-blots, some black and white, some coloured. The 
mode of apperception, 1.e., the relative preference of the subject for answers 
describing the whole, a detail or a small detail of the blots is noted. This 
factor, known as the Erfassungstypus, provides information as to the type of 
intelligence ; for instance, a predominance of whole over detail answers indi- 
cates a theoretical and abstract mentality ; an accentuation of small detail 
answers reveals an over-meticulous and fussy personality Answers to whole 
blots, to details and to small details are referred to as G, D and Dd answers 
respectively. Other varieties of answer classified according to the area of the 
blot interpreted are the oligophrene (Do) and the Zwischendetatl (Dzu') responses. 
The former are those where the subject merely interprets a part where normally 
a whole would be described, e.g., a head or a leg when the normal subject 
would describe a whole body. Answers of this type are indicative of retarda- 
tion of association due to depression or mental defect. The Dzw answers are 
those where, instead of a dark area being interpreted in relation to a white 
background, the reverse occurs. The responses represent a negative tendency, 
the manifestation of which depends on the directions of the subject's affectivity, 
e.g., in extratensives* they represent pugnacity and obstinacy, and in intro- 
versives self-mistrust. 


* See later. 
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Answers of a variety called secondary whole answers exist. The symbol 
for them is DG, since they are whole answers derived from a detail. DG 
confabulatory answers are those where, after following the interpretation of a 
detail, the subject assumes it to be the component of a whole, and describes 
the whole blot accordingly. DG combinatory answers are those where two 
or more details are similarly utilized. Secondary whole answers derived 
from one detail show, as a rule, a poor coincidence with considerations of form. 
Derived largely by confabulation, they are found associated with affective 
lability, as in maniacal conditions, and in subjects where associative data are 
limited, as in mental defect. The combinatory answers, involving the utiliza- 
tion of more associative connections, are indicative of imaginative propensities. 

The order of interpretation, i.e., the degree to which the subject adheres to 
the optimal sequence of offering first responses to the whole blot, then to a 
detail and next to a small detail is noted. This factor is called the Sukzession. 
It throws light on the powers of attention and association. Five varieties 
exist. These are the strictly ordered, where the above-mentioned sequence 
is adhered to in every table; the optimally ordered, where it applies as a 
general rule ; the loose, where the method of interpretation is irregular ; very 
loose, an advanced degree of the former condition; and reversed, where 
small details are offered first, and whole answers last. 

Possibly the most important fact to be elicited is the extent to which the 
answers are stimulated by considerations of form, colour or movement. The 
first-named are those where form alone is responsible for evoking the answer. 
Colour answers, referred to in the test as Farbantworten, or Fb answers, are 
of three varieties, FFb, FbF and primary Fb, depending on the degree of 
dependence on form. The colour answers are an index of externally-directed 
affectivity, the FbF and primary Fb varieties representing egocentric and 
impulsive tendencies. The movement or kinesthetic (B) answers are those 
where movement is of instant, primary importance in determining the response. 
They indicate introversive trends and “ inner creativity °”. The colour and 
movement answers determine, in their varying relative incidence, the different 
personality types, as will be explained shortly. 

Special mention must be made of the chiaroscuro (Ch) answers, which are 
those where the grey shading of the pictures determines the answer from the 
standpoint of colour. These, according to Rorschach, are indicative of “ an 
anxious cautious unfree ” type of affectivity. My experience leads me to believe 
that these answers have, in many cases, a more special significance. In this 
paper I merely dea! with the incidence of subvarieties detined according to 
the criteria laid down for the Fb answers. 

Each answer can also be further classified, firstly as to degree of originality. 
The usual symbolism is to describe as original (O) answers, those given by no 
more than I in 100 normal subjects. Vulgar (V) answers, according to the 
most recent standards, are those offered by more than I in 6 normal subjects. 
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Other authors grade every answer offered, and express its degree of frequency 
according to a mathematical scale. The subdivision of responses according 
to content varies with different authors. The more common practice is to 
give a special notation to those descriptive of animals, either wholes or parts, 
and to responses indicative of the human body or its component parts. These 
answers are called Titer- and Mensch-antworten respectively. They will be 
referred to subsequently as T and M answers, and responses dealing with 
details of animals or humans as Td and Md. The animal answers are indicative 
of stereotypy. A preoccupation with parts of the human body is said to 
reveal hypochondria. 

The final tabulation of the many factors described above is called the 
psychogram. This includes three percentages. The first of these, the F+°,, 
expresses the proportion of form answers which are of good quality, i.e., those 
most coincident with the shape of the blots. The O and T percentages express 
the proportion of these types of answers to the whole number of answers 
offered by the individual. 

The most important single factor is the Erlebnistvpus, which expresses 
the experiencing capacity of the individual. There is no word in English 
reflecting the meaning of the German verb erleben. The Erlebnistvpus does 
not claim to offer an autobiographical description of the patient's psvche, but 
to record his potential reactive capacity. Tacitly expressed, it is the relation 
between the movement (B) and colour (Fb) elements in the patient’s psvcho- 
gram.* Varying relationships express different types of personality. Five 
are described, the coarted, the coartative, introversive, extratensive and ambi- 
equal. Each type of personality, defined by the Erlebnistvpus, has its charac- 
teristic psychogram, e.g., the coarted category, which includes the pedantic 
and affectively sterile, have, according to Rorschach, an F°% of 90-100, high 
T and V scores, and a low O°,, which factors are indicative of stereotypy. 
In addition it is claimed that the different mental disorders can be classified 
‘with different varieties of Erlebnistypus. Melancholia, where there is a com- 
plete suppression of the B and Fb elements, is a coarted condition. Cases of 
delusional insanity show a preponderance of B over Fb answers and occupy 
the introversive category. It should be pointed out that the terms “ introver- 
sive’’ and “extratensive,” as used by Rorschach, differ to some extent from 
the corresponding terms of ‘ introverted ” and “ extraverted ” as employed by 
Jung. The distinction is fully argued by Rorschach. Here it must sutfice to 
say that Rorschach’s conception is more of constantly operating tendencies 
and Jung’s of accomplished conditions. 

The test investigates the intellectual as well as the emotional life of the 


14 


individual. For intelligence the /+° % should be high, but not to the extent 


/ 


present in the coarted, the O°% should be optimal, i.e., 20-30°,, with a high 


* For comparison within the Erlebnistypus the colour score (EFb) is computed mathematically 
by a single numeral, according to the scheme: FFb= 4, FOF = 1, primary F» -= rf. 
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percentage of plus answers, which usually means those showing the greatest 
coincidence with the form of the blots, and the T and V scores should be low. 

The foregoing explanatory remarks are to be regarded as no more than the 
barest outline of the test. By far the best source of reference is Rorschach’s 
original monograph. In English the descriptions of Vernon and MacCalman 
are the most useful. The previous remarks must seem, tersely stated, to be 
rather bald, but the literature connected with the derivation of each factor 
is very extensive, and reference to items mentioned in the bibliography 1s 
essential for a full understanding of the test. 

The ensuing pages are devoted to the discussion of some of Rorschach’s 
more fundamental claims for his method, and to the enunciation of further 
knowledge elicited in the present investigation. 


THE ERLEBNISTYPUS. 


In studying this, the most important individual factor to be elucidated 
from the test, one inclines to the view that each kinesthetic answer has a 
greater quantitative significance than each colour answer. Certainly Rorschach 
utilizes the numerical coincidence of these two types of response as indicative 
of his ambi-equal category, but the fact remains that the B answers seem to 
have a greater propulsive significance in determining the Erlebnistvpus than 
the Fb answers. My researches lead to the conclusion that an avowed and 
clinically demonstrated extratensive lability may involve a very variable 
number of colour answers in subjects presenting close clinical similarities. On 
the other hand, an appreciable increase in kinesthetic answers seems always 
correlated with a far more tangible degree of introversion. 

Again, subjects who offer a large number of Fb answers and no B answers 
are, While uncommon, of undoubted and appreciable occurrence, but the con- 
verse, a large number of B answers and no Fb answers, is extremely rare, in 
fact practically non-existent. I obtained no such case as this latter in 100 
normal subjects, and there was one example of this phenomenon in 132 epi- 
leptic patients. It may be possible later to derive some scale which better 
indicates ambi-equality than the mere numerical coincidence of the B and 
Fb answers. For the present one must be content with saving that each 
kinesthetic response seems to possess a greater determining significance than 
each [Fb unit. 


+ 


SOME ADDITIONS TO THE VIEWS ON THE SIGNIFICANCE OF THE B ANSWERS. 


(1) The B answers seem to represent some mental factor necessary for the 
initiation and maintenance of interpretation, apart from perception pure and 
simple. They are of meagre development in those who offer purely descriptive 
answers* and other types of response where a genuine interpretation of the 


* These are where the blot is merely described, without any similarities it displays being 
commented on. 
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tables is not being manifested. Only three normal subjects gave descriptive 
answers. They gave an average B score of -33, as compared with the normal 
average of 1-63. The findings from 17 epileptics who proffered descriptive 
answers were most illuminating. It was a striking fact that, among these 
patients, while 8 were of the lowest intelligence, expressed both by the Rorschach 
criteria and clinical diagnosis, the remaining g included the highest inteli- 
gences encountered in the epileptic group, there being included here 4 subjects 
under no form of certificate. Yet in both categories the B answers were of 
negligible incidence. Below are expressed the factors of the Erlebnistvpus, 
with the main indicators of intelligence, in these two subgroups I and II. 


TABLE I. 
Average number Average Average Average number Average YFh 
Ds (descriptive) ae 
- F+%. 0° B answers. score. 
answers. 
I ; 6 . 1461 . 3064—— -. ‘12 > I 


II 4 . 7753 . 2990F . -22 . 2°83 


Group I is composed entirely of subjects showing gross intellectual impair- 
ment, either from oligophrenia, or dementia supervening on epileptic insanity. 
Were this group alone to be considered it might be inferred that the paucity 
of B answers was always part and parcel of a general intellectual deficiency, 
but the F+°%% in Group II is 18-86%, above the average F°% estimated over 
132 epileptics. It is only 2-995°%% below the average for normals of 80-825°». 

The kinesthetic elements here are remarkably diminished. The average 
B score over 132 epileptic subjects is -87. The average in Group I is little 
more than one-eighth of this, and in Group IT it 1s one-quarter of the average. 
The B score is even more unmistakably diminished in comparison with the 
normal B average of 1-63. 

There occurs, in depressed subjects who give descriptive answers, a negligible 
development of B responses. In 20 such persons who gave descriptive answers, 
the development of kinesthetic factors is very meagre, being only a quarter 
of the average B score for the normal individual. Below are given the average 
scores for the relevant factors in these 20 cases. 


TABLE 11.— Erlebnis Factors in Depressed Cases giving Descriptive Answers. 
# 
Number of : 
-o Numberof Number > a xi Reaction- 
ID an ner. DE Ps ee í ate time. 


answers. 


165 . I8 . 595 . S105 . IŅOIE* . 3 . 325 . r37 


The effect of an unadapted extratensive preponderance, as evidenced by a 
high proportion of FbF and Fb forms, in facilitating simple description, rather 
than interpretation, of the tables is well known. The figures quoted above 


* E indicates equality of + and — forms. 
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show that this factor does not operate in this case. A deficiency in associative 
data can have a similar effect, but such an explanation is not to be offered 
in the case of Group II of the epileptic subjects, nor with the depressed patients 
expressed in the immediately foregoing figures, because of the high F+%, 
and the high 0°4, which, though not of optimal quality, reveals an associative 
variability not too vitiated by confabulatory and fantastic elements. One 
cannot escape the conclusion that the phenomenon is related to the absence 
of B answers. It might be argued that in coartation, where there is a maximal 
interpretation of F+ forms, there is also an absence of B answers. But the 
coarted are a class who, as well as the defective and those of unadapted 
emotional lability, tend to give descriptive answers. It is only feasible that 
when the intrapsychic effort for interpretation is so great it should fail some- 
times. In the 20 depressed patients investigated above, Io were coarted and 
S coartative. We are justified, therefore, in assuming that the kinesthetic 
element represents some factor necessary for the initiation of interpretation. 
So far as its maintenance is concerned, there is evidence that in subjects who 
give descriptive answers, and in whom the F+°% is high, the total number of 
responses offered is small, as though the available intrapsychic effort necessary 
for continuation was diminished. Rorschach laid down that 15-30 answers 
was an average number for normal subjects. There is abundant evidence 
that these limits are too wide. Munz’s average is 33:3, and my figures for this 
factor show an almost exact coincidence (33:36). Vernon’s figures are also 
higher than those of Rorschach. The average number of answers in the 
depressed patients whose responses are quoted above was only I8. 

A study of the reaction-time also affords eloquent indications of the difh- 
culty of maintaining interpretation, and of how small is the quantitative 
expression of interpretation as compared with the degree of effort expended on 
it. The reaction-time in the depressed group is 1:37 min., and in the second 
group of epileptics giving descriptive answers no less than 1-64 min., and for 
the 100 normal subjects 1-026 min. 

There is a group of epileptics who proffer what I have called geometric 
responses. This is a response wherein the sense of position is the only imme- 
diate fact which determines the response. One commonly recurring example 
is where, the whole plate being regarded as the body, the inferior extremities 
of the blots are called legs and a point in the centre the abdomen. There 1s 
a further variety of this type of answer in which the answers are not determined 
by position, but in which the patient gives some constantly repeated and 
confabulated interpretation which, however, he invariably places in some fixed 
position in the tables. It would be difficult to find answers less dependent 
on the interpretation of form than these. In 12 subjects offering these geo- 
metric answers there was not a single B response. This, I think, can be 
regarded as confirmatory evidence that the kinesthetic factor is of paramount 
importance in the initiation of form-perception. 
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In this connection it is interesting to note Rorschach’s statement that, 
apart from the coarted group, the F+°4 rises in proportion with the number 
of B answers. These two factors were studied for 100 normal subjects with the 
following results. The Fb and O scores are also included in order to indicate 
the presence, or otherwise, of signs of coartation. 


TABLE III.—Relation of B Answers and F+% in Normals. 


F_®% Number of B average per YFb average per O°, average per 
= patients. person. person. person. 
99100 - 8. 5 63 . 0 Tra 
90-95 . 4 2 25 ; 2-5 . 1844 
85-90 . 35 . 14 ; 2:8 f 26-97 ++ 
80-85 IQ ; 1-41 ; 2:65 ; 2044+ 
75-80 ; I3 ; 2°83 . 475 . 25:50E* 
70-75 . 7 ; 3:28 ; 3:28 A 26.4 
60-70 : 10 2:0 : 2:6 . 47:557 
-a ae 22 © I 43757 
Below 50 2 2 5 I SF 


It will be seen from the above table that though there is no even equivalent 
rise in the B and F+% factors up to the incidence of signs of coartation, 
percentages of 60 and below are accompanied by a definite and unmistakable 
paucity of B elements. These results show some variance to those of Ror- 
schach. It would seem that a high development of B answers is not in any 
sense a necessary accompaniment of the higher F+ scores, but the results 
outlined above do bear out the supposition that a minimal development of B 
answers is found in association with impoverished powers of form perception. 

(2) There is evidence that the B factor is concerned not only in the initiation 
and continuance of form perception, but that it has also a presiding effect on 
the maintenance of any co-ordinated mental function. 

There is certainly much evidence for the above view in considering the 
Erlebnistypus in different disorders. In the extratensive preponderance which 
is found in maniacal conditions there is an absence of B answers, accompanied 
by a complete distractability of attention and a form of thinking not presided 
over by any aim and determined by Klang Assoziation. In schizophrenia, in 
those subjects whose false beliefs are co-ordinated so that the delusional 
system has a definite productive behaviourist influence, the number of B 
answers is far greater than in those patients in whom dissociation is more 
complete, and the delusions outlandish and disconnected. In those rare cases 
where there are a great number of B answers and the Fb answers are absent 
or quite inconsiderable, the patient is dedicated entirely to a fantastic world 
of his own creation, but it is a continuing and attentive devotion. 

(3) There is considerable evidence that the B answers indicate an element 
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which, even if not definitely antagonistic to repressive factors, at any rate 
acts so as to minimize their influence. The facts on which such a view is 
founded are given below. 

The phenomenon of colour shock is held by Rorschach to be a manifestation 
of repression. This finding is most typically that in which, on beholding a 
coloured table after a preceding black and white one, there is a cessation in 
the flow of interpretation, which is only resumed after a varying latent period. 
The proffering of descriptive answers, by the more intelligent epileptic patients 
in Group II (Table I), has obvious affinities with the phenomenon of colour 
shock. These descriptive answers occur practically always at the outset of 
the investigation, when the tables are first presented to the patient. There 
is, as in colour shock, a block offered to interpretation. There are the same 
signs that the phenomenon is not due to a lack of the necessary raw material 
of interpretation (e.g., a high F+°%, and optimally high O+%, etc.). But 
more important than these merely presumptive indications is the fact that 
the psychogram factors of colour shock subjects, and this particular group of 
epileptics who give descriptive answers, show some striking similarities, so. 
close, indeed, that I have come to regard this particular combination of 
descriptive answers with a high F+% and a favourable 0°, with a long 
reaction-time and an extratensive Erlebnistybus (these epileptic subjects did 
not reveal the overwhelming preponderance of coarted and coartative signs 
shown by the depressives who gave Ds answers), as indicative of repressive 
tendencies. It is significant that these epileptics under present consideration 
were mostly young subjects in their teens, uncertified as to insanity or mental 
defect, and of the highest intelligence among the whole epileptic group. They 
were subjects in whom their disease had not revealed its grosser effects in 
adversely affecting their social adaptiveness, and who possessed sufficient 
intelligence to appreciate its painful characteristics. The factors which show 
a similarity, in the colour-shock normals, and in the group of more intelligent 
epileptics who give descriptive answers, are outlined in Table IV. 


TABLE IV. 
F+. 0°; B. EFFb. Dzw. ICH. Reaction-time, 
Colour-shock normals 80°47 . 35'13E ee DE u DT EI FI ae Ra? 
Epileptics with Ds 
answers ; . 77°53 . 29907 . %22 . 283 . 25 . 75 . 1'64 


When one considers: that the average reaction-time for normals and epi- 
leptics* respectively is 1-026 min. and 1-124 min., that the average ZCH values 
for the two groups are 1-12 and 1:105, and the average Dzw values are 2:12 
and I-I, we see that the two classes of subject show a striking coincidence 
in the following respects : 

(a) A negligible development of B answers. 

(b) The same extratensive preponderance in each. (.V.B.—AIl the subjects 


* Estimated for roo and 132 subjects respectively. 
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demonstrating colour shock proceeded to offer colour answers either in later 
tables, or after a very evident and disproportionate delay.) 

(c) A stressing, above the normal, of Dzw and SCH elements. 

(d) There was, in each group, the same high F+°% and the same optimally 
high 0°%. 

(e) There was a marked lengthening of the reaction-time in each case. 

We have stated that colour shock is due to repression, and outlined its 
close similarity to the presented phenomena associated with these cases of 
descriptive answers. The most unmistakable factors common to both of 
these is a gross diminution of B answers. It is, then, reasonable to assume that 
repression and whatever is represented by the B factor tend to be mutually 
exclusive. 

© Not only are the kinesthetic responses practically absent in the subjects 
mentioned above, but they are also not present in melancholics and the coarted, 
who show marked repression. Again, in schizophrenia, in the dissociated 
varieties where the mind has become a divisible and patchwork battleground, 
where each army of complexes scatters its separate ruin, there is a diminution 
of B answers, whereas in the more systematized varieties, where the effects 
of sublimation have sidetracked the repressive censorship, there is a rising 
score of B answers. 

There is nothing illogical in the view that the B factor, representing intro- 
versive tendencies, should be absent in repression. Most repressions and 
obsessive tendencies are the results of an impaired objectivation. It might 
be argued that it is this impairment of externalization of the libido which 
essentially constitutes the condition of introversion. But this is a confusion 
of etiology and consequence. There are conditions of internal preoccupation 
which are enforced, and others which are inherent. These latter are those 
expressed, in the Rorschach test, by the B answers. It seems that these have 
definitely an antagonistic effect to repressive tendencies. It 1s by no means 
illogical that the insignia of introversion should oppose repression, for the 
censorship induced by the latter is, after all, the accretion of social forces 
and herd requirements—a sort of watch committee of extraversion. It would 
be a cardinal error to regard repressions and obsessive ideas as essentially 


introversively toned, merely because these processes are in their genesis 
secretive and internal. 


DIAGNOSIS OF REPRESSIVE TENDENCIES. 


Consideration of the immediately foregoing facts relating to colour shock 
and descriptive answer subjects leads us to another sign to be derived from 
the investigation. Where the reaction-time is considerably above the normal, 
in subjects with an F +4-°4 of So or over, in the absence of coarted tendencies, 
neurotic tendencies and signs of repression should be inferred, particularly 
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where the Dzw and (CH) elements are emphasized, and where extratensive 
qualities are accentuated. A reaction-time above the normal by 25% is 
suspicious, and with a greater increase than this the supposition of neurotic 
tendencies becomes even more justified. 


THE CoLouR ANSWERS (Fb). 


The average colour score for normals was 1-96 in my group of 100 subjects. 
Rorschach assessed such a value at X} to 22}. Vernon and Munz’s figures 
are both nearer 4. Such discrepancies as these are data for legitimate criticism 
of the test, and as such will be referred to later. At present it is proposed to 
express some reflections on the interpretation of those answers derived from 
experience of the large number of subjects I have uséd for this test. 

(1) The first point to be raised concerns Rorschach’s statement that primary 
Fb answers should not occur in normal individuals. This was not my experi- 
ence. They do not, however, occur in the absence of FFb or FbF answers. 
Oeser mentions a group of subjects with primary Fb answers who are not 
irritable, impulsive or manic. Neither are some of my normal subjects who 
give primary colour answers, although they are often emotionally labile persons 
with a tendency to elation. 

(2) I am sure that Rorschach’s dictum that primary descriptive Fb answers 
(i.e., those in which the colours are named) are nearly specific for epileptics, 
particularly demented epileptics, is a definite over-statement. I have found 
them in epileptics, with stable affects, who were good form perceivers, with a 
high F+°,, and who showed no signs of dementia. They occur also in normal 
subjects and even melancholics, who, apart from these descriptive answers, 
betray, in their orthodox interpretations, no trace of any responses determined, 
in any degree, by considerations of colour. The indiscriminate crediting of 
descriptive colour answers with an Fb score of [Fb = 1} is a considerable 
source of error. In a test which established itself by careful clinical correla- 
tions it seems highly unjustifiable to credit profound melancholics with the 
most marked affective suppression, in none of whose genuine interpretations 
is there any trace of a colour element with responses indicative of an extreme 
affective lability. This isnot a case of modifying data to fit hypotheses. I 
question in its entirety the statement that primary descriptive colour answers 
have the same significance as primary colour answers as a whole. They occur 
very commonly in subjects whose psychogram is elsewhere unmistakably 
stamped with evidences of coartation. The descriptive colour answers are very 
often merely part of a general descriptive, as opposed to interpretative, 
tendency. The scoring of these descriptive answers should, I think, be dependent 
to some degree on the general assessment of the patient’s psychogram, particu- 
larly the #+°% and those factors which depend largely on the same qualities 
as give rise to the F+°,, e.g., the Erfassungstypus, Sukzession, etc., together 
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with the indications of affectivity to be derived from a study of the Erlebnis- 
typus. Where the F+°% is low, the Sukzession loose, and where the indica- 
tions of an unadapted affectivity, such as a high proportion of FbF to FFb 
responses, or a paucity of B in relation to colour answers, are present, it is 
probably justifiable to score these descriptive answers as primary Fb answers. 
In converse cases such a procedure is likely to give too high a XFb value. 
How exactly the method of scoring, in this particular instance, can be 
modified it is difficult to suggest, but it does seem at present to constitute a 
source of fallacy. 

I propose to deal in another paper with the epileptic response, but it 1s profit- 
able to mention here the very great discrepancy between the number of colour 
answers obtained from epileptics by Rorschach and myself. I am inclined to 
think, bearing in mind higvery definite statements as to the incidence of primary 
descriptive anwers in epileptics, that this type of response was largely respon- 
sible for his high colour values. It is of significance that he tested only one-sixth 
of the number of epileptics employed in the investigation from which the 
results quoted in this paper were derived. Dr. Morgenthaler, of Berne, who 
wrote the introduction to Rorschach’s book, indicates that his results are 
largely in agreement with my own. 

(3) Before leaving this question of colour answers it is well to mention 
certain artistic pictorial answers, proffered by cultured persons, which appear 
occasionally in the course of this investigation. Such a response as that offered 
to the supero-lateral yellow tinged area of Table IX, “ A Turner sunset, 
orange fading into greenish yellow ’’, might at first sight be thought to fall 
justifiably into the primary Fb category. But I think that this type of answer 
should be scored as FbF, because in subjects familiar with artistic technique, 
the spatial relationships of colour are at least of equal importance to the nature 
of the colours themselves, and to them the intensities of colour are expressed 
by their diffusion in-space. In these responses there would surely seem to be 
a form factor in the relationship of the colours. 

It might be argued that such treatment of an individual response is too 
subjective, but these responses are not common, and in all cases they should 
be scored only after consideration of the type of other colour answers proffered 
by the same subject. 


THE CHIAROSCURO RESPONSE, 


These answers, where the shading acts as a determinant of the colour 
element in a response, were, though minimally expressed in Rorschach’s 
original monograph, apparently considered of paramount importance by the 
investigator and his colleague Oberholzer in their paper, “ Zur Auswertung 
des Formdeutversuchs für die Psychoanalyse ”. One gets the impression, 
on reading this paper, that the presence of these answers in any degree was 
held, by these authors, to be significant. These chiaroscuro responses seem 
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certainly to have had a higher incidence in my cases. The average figure 
over the Ioo normal subjects, the different types of response being estimated 
numerically, as recommended by Vernon, on lines analogous to the arithmetic 
assessment of the true colour answers, was I-I2, as compared with Vernon 
and Munz’s average values of 1-3 and 1-4 respectively. The Swiss pioneers 
did not specifically recommend the numerical scoring of the different varieties 
of chiaroscuro response. Vernon proposed this, and I strongly concur in this 
suggestion, if only on the grounds that there is a remarkable similarity to that 
of the true colour answers in the distribution of these chiaroscuro responses. 
It was found that, in the colour answers, the FFb, FbF and Fb responses were 
distributed in different proportions in normals and epileptics. This peculiarity 
of relative distribution is also reflected in the chiaroscuro responses. The 
table below expresses the frequency of the different types of chiaroscuro 
response : 


TABLE V.—Incidence of the Different Types of Chiaroscuro Responses. 


Epileptics 
Normals (100). (expressed per 
100 patients). 
F(CH} ; 157 ; 97 
(CH)F : 29 : 37 
(CH) | : 3 . 18 


As in the true colour answers, there is, in epileptics as compared with 
normals, the same increased proportion of answers as we progress towards 
those least dependent on consideration of form. This is better expressed in 
the table below, where is displayed the proportion of the individual types of 
colour answers to the total of such responses, a similar calculation being made 
for each type of chiaroscuro response. 


TaBLE VI.—Comparative Incidence of Chiaroscuro and Fb Answers. 


Normals. Epileptics. 
FFb : 59:4% : 42:08% 
F(CH) . 83:07% ; 63:78% 
FbF ; 33:6% ; 34:39% 
(CH)F . 148%, 24°49% 
Fb i a . 23:53% 
(CH) 2:13% : 11:73% 


Because of this parallelism in the incidence of the different types of colour 
and chiaroscuro answers, it was considered justifiable to afford to the latter 
an analogous scoring system. 
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THE ORIGINAL ANSWERS. 


Vernon and Beck have pointed out how variable are the types of response 
classified as original answers when different groups of subjects are examined. 
Not only this, but the statistics showing the average for normal groups show 
no coincidence. The relevant available figures are as follows: Rorschach, 
0-20 ; Munz, 19-5; Löpfe, 25; Oeser, 11; Vernon, 25; the author, 24-73. 

Vernon and Meltzer suggest, in place of the enumeration of O and V per- 
centages, as recommended by Rorschach, some measure incorporating the 
relative frequency of all the responses offered. Meltzer’s O-P index is a 
modification of this nature. He attaches numerical symbols in accordance 
with each degree of frequency, and claims for his method considerable advan- 
tages. In addition to these there is also the fact to be considered that such 
an index does deal with degrees of originality. Rorschach recommends that 
answers of the rarest incidence be recorded as “ individual ’’ answers, yet he 
does not make provision for these in the final summary, which he calls the 
psychogram. Again, it is often difficult to decide whether a particular 
answer should be scored as an O response, when interpretations generically 
the same but specifically different are offered by different patients to the 
same part of the blot, as often happens with the T and Td responses. Some- 
times a detail is interpreted as an animal, yet the type described may be so 
unique, and of a likeness so much more striking than the average, that there is 
also an element of originality in the answer. Rorschach’s statement that 
responses may be both O and V answers must be quoted here, but such a 
method of enumeration seems rather clumsy. 


THE 0% IN THE HYPER-INTELLIGENT. 


A limiting figure of even 30°, of original forms, with a majority of 0+ 
scores, may be too low a figure in dealing with really intelligent and cultured 
persons. Similarly, a limiting figure of F+ = 90%, separating intelligent 
normals from the stereotyped and the pedantic, may be too low. 
Normal subjects were discovered in this investigation with F+ and O per- 
centages over go and 30 respectively, who could not be regarded on the one 
hand as coarted, whether from depressive causes or from pedantry, or, on the 
other, as persons of an undue associational variability and preoccupied with 
phantasy. There is absolutely no difficulty in separating such subjects from 
the melancholics and those of formal, hypercritical preoccupations. They are 
distinguished by the dilation of the Erlebnistypus and the high percentage ol 
O— answers. Similarly they can be demarcated from the phantasy lovers and 
those in whom the stability of the associational processes is impaired by their 
high F-+ percentages, and their not too loose Sukzession. 
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THE VULGAR ANSWERS. 


These require no further note save that my experience confirms that of 
‘Vernon, who followed the practice of Löpfe and Loosli-Usteri, in applying a 
standard of incidence of ı in 6, rather than of I in 3, as a criterion of what is 
meant by a V answer. A standard of 1 in 3 is so low as to exclude many 
undoubted manifestations of stereotypy. 


FURTHER INDICATIONS OF STEREOTYPY (J AND M RESPONSES.) 


It is logical to follow consideration of the vulgar answers with a study of 
other responses which are held to be an index of stereotypy. Under this 
heading we are dealing primarily with the 7, or animal answers. For these 
Rorschach postulates, in normals of average intelligence, a percentage of 
35-50, in the less intelligent, the stereotyped and those in a mood of depression, 
50-70°,, and in the markedly stereotyped and pedantic, 70-100°%,. The T°, 
for the normal group I investigated was 44-964, which shows a close coincidence 
with the figures for Rorschach’s most average subjects. Furthermore, the 
coarted and coartative gave figures of 60-51°% and 54:17°% respectively. The 
first figure is much lower than Rorschach’s 70-100%,. Here again we are 
faced with the difficulty of comparing different types of normal subject. More 
than once in the investigation it seemed that my subjects were of greater 
potential and more varied intelligence than Rorschach’s Bernese Hausfrauen. 
Again, the fact that the majority of my normal subjects were persons who had 
undergone a training in anatomy and physiology indicates that they would, 
of necessity, reveal a greater preoccupation with human anatomical details 
than is usually the case. 

There are some interesting points with regard to the M answers which 
arise from my investigation. Rorschach states that in hypochondriacal 
subjects there is a marked preoccupation with interpretations involving the 
human body. It should be stated most emphatically that we are dealing 
here with answers involving parts of the human body rather than with the 
whole body. Many of the B answers have also an M designation, for the most 
common variety of B answer is that in which human figures are seen perform- 
ing different kinds of action. Besides, B answers are to be considered at an 
opposite pole to stereotypy, of which a preoccupation with the human figure 
answers may be considered a manifestation. Furthermore, an M symbol is 
given to many answers of a type I call confabulated movement and confabu- 
lated pictorial responses where, quite negligent of considerations of form, the 
subject sees human beings performing the most complicated and fantastic 
movements, or partaking in scenic effects which have no basis in the table 
proffered. To assess such answers as these as indicative of anatomical pre- 
occupation would be, to say the least, misleading. For these reasons I 
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consider that in studying stereotypy and hypochondria, only answers concerne! 
with parts of the human body (Md) should be considered. 


ADDITIONS TO THE SYMBOLISM OF THE TEST. 
(1) The Incorporation Answer. 


It is essential in the test to give attention to one or two types of answer 
which I consider of special significance, and to which I have allotted a special 
designation. These are what I call incorporation (J) answers. They are those 
responses in which different-coloured sections of the table are combined to 
produce a form answer. I have subdivided these into two sections according as 
to whether in the first instance black or white or in the second, the other 
colours, are utilized in producing the responses. 

Beck, in dealing with the basic factors in his article on the organ- 
ization of personality, lays great stress on this compounding of black and 
white into a form perception, regarding it as a very superior variety of that 
process of abstraction which, outside the limits of the test, enables the subject 
to formulate rapidly and efficiently adequate working principles from the 
multitudinous perceptive data which he meets. Beck encountered this test 
finding only in his normal subjects of most superior intelligence. 

Herewith is submitted the proof of the high intelligence and the wide 
reactive capabilities of the individuals manifesting this type of answer. Below 
are given the averages of the relevant psychogram factors in normal subjects 
proffering these answers. The total number of responses is reduced to 34. 
in order to compare the results with Rorschach’s average Erfassungstvpus 
for normal subjects : 

Number, yo F— °}. 0%, Dw. SFb. B. SCH. 
answers. 


34 - 7 . S669 . 3167 . 4 . 31 . 2 . 373 


Rorschach’s G score is 8, but a score of 7 does not materially preclude the 
richness of the Evfassungsty pus. 

Over four-fifths of the O answers were scored as O+. 

The high Dzw and (CH) scores must be very significant, indeed Rorschach 
regards the presence of even a single response of each variety as very significant. 
In view of the diagnostic significance of the Dzw and (CH) answers, it is probable 
that in these incorporation answers we are dealing with not only a high capacity 
for abstractive organization, but with a type of abstraction so individual in 
function that its novel perceptions are those formed in opposition to, and in 
advance of, accepted social principles. The wish-fulfilments of these subjects 
may be directed to a satisfaction more individual than generic. The slight 
tendency to looseness and to a reversed sequence in the Sukzession is such as 
often occurs in subjects of an imaginative type. An interesting proof that 
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this incorporation phenomenon represents a high power of organization is 
that the single epileptic subject in which it occurred was of far higher potential 
intelligence than his fellows, the F+, being 79-78 (ie., Ig-II®, above 
the epileptic average), the O°, 36:51E, and the B score being 5, a score of 
considerable significance in view of the inconsiderable development of these 
answers in epileptics. As in normals, the chiaroscuro and Dzw element were 
accentuated, the former to the extent of 8 responses. 


(2) The Essential Quality (EQ) Answers. 


The variety of answers referred to above has not, so far as I know, ever 
received specific mention. In it is added, to a form perception, a descrip- 
tion of certain intrinsic properties. These answers fall into two groups. The 
first of these seems to have an astereognostic essence. A good example of the 
type is the answer to Table IV, “It looks heavy’’. This type of answer 
includes perceptions of weight and solidity. In general, it deals essentially 
with three-dimensional properties. The symbol selected for these is EQa. 
These answers shghtly resemble chiaroscuro responses, which are to some 
degree dimensional, though in no sense three-dimensional. 

There occurs in subjects giving these types of answer not only a high 
F--°,, but also a high O {-°¢, and a high proportion of G answers, indicating 
a high power of abstractive synthesis. These subjects are markedly extra- 
tensive, with a predominance of FbF and Fb answers, indicating an egocentric 
and unadapted affectivity. They also reveal a marked chiaroscuro response, 
which includes (CH)F forms. It seems that their capacity for the formulation 
of new principles 1s accompanied by a considerable degree of anxious affect, 
possibly because these said principles involve an originality antagonistic to 
accepted standards, and recognized as such by the individual because of his 
strong extratensive properties. In these answers it is as though the subject 
has projected his own hesitant and unresolved state by offering interpretations 
more tangible and solid than those of his fellows. 

These £Qa answers are applied to inanimate objects — the patient who said 
that Table IV looked heavy said afterwards that he thought it was an old and 
rustv anchor. 


EOe ANSWERS. 


The second type of EY answers is offered as an appendage to forms described 
as animal or human. The amplifying element conveys here some attribute 
of mien which expresses the essential emotional circumstances in which the 
animal or human form is reacting. An excellent example is “a weird little 
goblin's head, derisive and frightened, hiding his fright.” Such answers are 
only given by subjects of higher intelligence and reactive capabilities, as esti- 
mated by the F+°,, O+°,, number of G’s, regularity of Sukzession, richness 
of the Exfassungstvpus, and dilation of the Erlebnistvpus, etc. The salient 
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feature of the psychograms of subjects giving this variety of response is the 
number of B answers. When one considers that the average number of B 
answers given by normal subjects was 1-63, and in this group no less than 
4:06, the difference will be seen to be of profound significance. 

These EQe answers seem closely allied to the B responses. In the first 
place there is the striking parallelism between their occurrence and the b 
score. Again, some of Rorschach’s B answers approach this type. For 
instance the interpretation of Table II as “ carnival fools” or “ clowns” 
he characterized as a B answer because, from statistical reference to patients 
giving such a type of answer, he was convinced that sensations of movement 
provided a component part, whether or no that movement was expressed 
by the subject. This answer is not far removed from those which have been 
defined as EQe, because the table does not show the figures to be provided 
with anything which could reasonably be mistaken for the customary accoutre- 
ments of clowns, and this interpretation must therefore be derived from the 
intrinsic expressive qualities of the heads depicted. The fact that these 
answers occur to a preponderating degree in gifted and artistic subjects 
indicates their possible connection with those representing inner creativity. 
The table below shows the incidence of these essential quality answers: 


TABLE VII. 
Normals. Epileptics 
(per 100 subjects). 
EQa . f : i 28 i o 
EQe . 16 : o 


ABSTRACT ANSWERS. 


Rorschach offers no specific criterion for the definition of these answers, 
but in the latter part of his book, where he is interpreting psycho-analvticallv 
the responses given by a psycho-neurotic patient, he gives the following as 
an example of this variety: “ It looks as though the red thing in the middle 
would be a power which inhibits the others from meeting together and lets 
them jump away from each other.” In normals there appear answers which 
suggest an addition to the interpretation of influences affectively derived 
within the patient. It is not proposed to discuss at any length answers so 
elusive of definition as these. In actual practice their separation is not very 
difficult. 

In normal subjects the answers are intrinsically, and often intensely, 
personal. They indicate some individual expenence, or outline some personal 
attitude. In making these interpretations the subject often refers to his 
dreams. Secondly, they are interpreted affectively, with feelings of pleasure 
or revulsion. Where an individual experience is specifically indicated, these 
feelings are even more evident. In contradistinction to this, epileptic abstract 
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answers have little autobiographical content. They are delivered with a 
sense of effort, and without affective demonstrativeness. 

Abstract answers, in normal subjects, are usually determined to some extent 
by the principles governing form perception. They may be later additions to 
an F response. At any rate there is generally a recognition of form elements. 
(It is of interest, though the subject is deferred in this paper, to note that 
abstract answers in epileptics are derived more from considerations of colour, 
by what seems to be a confabulatory process.) 

The proffering of abstract answers is associated with— 

(1) An accentuation of B answers, averaging for these subjects 
4, 1.e., twice the normal value. 

(2) An over-development of chiaroscuro answers—the average ZCH 
value is 3-875, i.e., nearly four times the average of 1-1 for the whole 
normal group. This indicates an over-development of a cautious, 
unfree type of affect. 

(3) A remarkable over-development of answers of a sexual content. 
(These subjects offer twelve times the average value for these responses.) 

In connection with this last finding, it may be said that one can be too 
precipitate in assessing these sexual answers as too directly significant of sexual 
preoccupation. In the above case, however, their over-development 1s 
remarkable. Furthermore, in these subjects there was also a high incidence 
of veiled sexual references, expressed in the symbolizations of Jung and Freud. 
It need hardly be added that these latter remained unassessed, it being con- 
sidered inadvisable to introduce anything in the nature of psycho-analytical 
data into a summary, the components of which were enumerated from per- 
ceptive data. 

It is seen from the above that a bias towards the abstract, in this investi- 
gation, is accompanied by a preoccupation with answers of a sexual content, 
and by the considerable development of anxious affect. It is extremely 
tempting to theorize on the implications of such a result. It must suffice 
here to emphasize the unmistakable association of these three tendencies. 


ANSWERS OF A SEXUAL CONTENT. 


Rorschach stressed the importance of such responses as the above, together 
with those referring specially to the subject interpreting them, as when parts 
of the body are described as belonging to the subject describing them. (These 
latter will, for convenience, be referred to subsequently as ego responses.) 
Rorschach does not appear ever to have actually enumerated these answers. 

To argue that the well-defined occurrence of ego and S answers means 
necessarily the accentuated development of egotistical or sexual tendencies 
seems completely fallacious. Surely the presence in normal subjects of 
unusually developed egotistical or sexual tendencies would lead to these being 
deliberately inhibited as a colouring of the responses. Such repressive 
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mechanisms would tend to exclude still further such responses in neurotic and 
psychasthenic conditions. Many other conditions might be enumerated 
where such factors would operate. 

Again, in less inhibited normals, professional associations might raise the 
S and R scores, as in clerics, doctors, nurses, etc. 

Answers of the ego and S varieties might be expected in inhibited subjects 
of labile affects, such as in mania or certain cases of dementia. But here also 
too ready deductions would be fallacious. The offering of this kind of answer 
is probably influenced far more by the removal of inhibition than by an unusual 
development of the underlying tendencies. Too much stress can be łaid on 
the enumeration of answers related to tendencies so diffused and side-tracked 
in their various sublimations and compensations. 

The number of answers of a sexual content in the whole normal group was 
such as to suggest a rigid suppression of such factors, being a ridiculously 
low figure considering the large percentage who had undergone an anatomical 
training. Only in the cases of subjects offering abstract responses was the 
number of sexual answers considered significant, because of the striking over- 
development of these latter. 


THE CONSTANCY OF THE TEST FINDINGS. 


Vernon, in studying the constancy of the test findings in the results of 
different investigators, expresses some dissatisfaction at the degree of corre- 
lation. Bełow is appended a comparative table of the findings, for normal 
subjects, of Rorschach and the present writer: 


TABLE VIII. 
Rorschach. A.G. 

A. G. D. Dd. Dzw. Do. A. G. D. Dd. Diw. Do. 
Erfassungstv pus . 34 8 23 210 . 34 9 20 2} 2 O 
+4, . . Average | 

intelligence, 70-80 +  80:525°%. 

Intelligent, 80-100 | 
B . : : . 2-4 . 1°63. 
arD . ; . $-2} - 1-96. 
SCH . Not available; pro- . 1-12. 


bably compara- 
tively small 


O°... . 0-20 . 24°73 (504 plus forms out 
of 882). 
Ts : . Not available - 14:36 
T . : ; . Average intelligence, . 44-694. 
35-50 


Reaction-time . . I5 min. . 1-026 min. 
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While several of the factors show, in the two investigations, a close 
correlation, in certain instances there is a definite diversity. These differences 
are summarized below. In the present investigation there is— 


(a) A much more emphatic development of the Dzw and ZCH elements. 
(b) The 0° is higher than in Rorschach’s subjects. 

(c) There is a more meagre development of B answers. 

(d) The reaction-time is much shorter. 


| Correlations between different investigations of normal subjects can be 
vitiated by: 

(1) Differences of intelligence. 

(2) Differences of personality type. 

(3) Other factors. 


It is difficult to correct for the first-mentioned source of divergence. 
Description of the degrees of intelligence associated with percentages of certain 
factors is not enough. The general social and educational bias of the group 
under consideration must give widely different meanings to the terms of 
“average”, “high”, and “low” intelligence. Rorschach’s cases were 
mostly Bernese householders, Vernon's were Yale undergraduates, and mine 
nurses. The only hope of adjustment lies in comparison with numerical 
standards of intelligence, achieved by the same subjects, in the psychometric 
tests more specifically directed to the study of intelligence. So far Vernon 
claims only the most moderate correlations with the Binet-Simon scale, when 
studying those factors in the Rorschach test which indicate intelligence. 

The varying percentage of different personality types in the different 
normal groups is also a source oferror. The argument that different personality 
types must attain to varying degrees of development in the different normal 
groups, and that differences in the B and SFO values obtained from whole 
groups are of no account, omits to observe that Rorschach derived his meaning 
of the Erlebnistvpus factors from subjects who gave different B and =Fb 
averages to those obtained by subsequent workers. Hence, the finer 
arithmetic implications, though not the general indicative values, are, theoreti- 
cally at any rate, a source of fallacy when applied to other normal groups. 
It is such an argument as this that I have employed in proposing a greater 
significance for the B than the Fb factor in my group of normals. 

Of most paramount consideration, under the heading of other factors, is 
the question of the subject’s occupation. Because of the large percentage of 
nurses in my normal group it would be utterly fallacious to use the Md% asa 
general average figure. This, admittedly, is an extreme case, but where is 
the perfectly average group of normals to be obtained ? Rorschach’s house- 
holders reflect too little the reactions of the educated, and Vernon’s group of 
undergraduates cannot be regarded as typical. 

The discrepancies referred to above are of more moment when we consider 
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those observed by other workers. For instance, Vernon and Munz both find 
the value of XFb to be nearly 4, i.e., twice as much as in my subjects. 

One has come to the conclusion that the factors bearing most directly on 
the intellectual equipment of the subject are the most fallacious. Of these the 
F+°% is the most reliable. The O percentage, as mentioned previously, is 
subject to considerable fluctuations in the different groups. The elements 
dealing with the numerical assessment of the affective side of the personality 
also show divergences in different groups of normal subjects, but actually the 
correlation between the varying properties of B and Fb answers, and the 
psychological conditions Rorschach held them to represent, is extraordinarily 
close. In general, it is in its broader claims that the investigation is most 
justified. Take, for example, the statement that the colour answers are 
reduced in depressive conditions. Without selection, from the first 50 psycho- 
grams of depressed patients encountered, the number of colour answers was 
estimated, with che following results : 


F Fob. FOF. Fb. 
29 A II o 


This gives for each subject average values of— 


FFb. FbF. Fb. YF. 
58 i '22 O f ‘51 


When one considers that the average for normals is 1-96, for the group 
used in this investigation, and that the patients above were not by any means 
a group of true melancholics, in whom the maximal diminution of colour 
answers occurs, but a rather heterogeneous group of depressed dements, 
paranoids, cases of dementia pr&cox, as well as manic depressives, such a 
claim as quoted above must be considered justified. 

The finding that the kinesthetic elements are reduced in depressive con- 
ditions is also abundantly confirmed in the investigation from which this 
material is derived. From a similar heterogeneous group of depressives 
there was obtained, from 105 subjects, a total of 36 B answers, an average 
value of -34, as compared with the figure of 1-63 for normals, which latter 
figure is, in addition, the smallest average value extant for the kinzsthetic 
factor in normals. . 

Such instances of the clinical correlations of the affectively-determined 
answers could be considerably multiplied. The broader analogies between 
reaction-types and the factors indicating intellectual potentialities associated 
with them (e.g., the F+°,, 0% and V% in coartation) have been repeatedly 
confirmed by the writer. 

Allowing for the fact that the factors indicative of intellectual potentialities 
are the most fallible, even here Rorschach’s broader and more basic claims 
find ample support, and, possibly, in one instance, most striking confirmation. 
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The close relationship between his average normal Erfassungstvpus, and that 
obtained in my own investigation, is quite remarkable: ` 


A. G. D. Dd. Dzw. Do. 
Rorschach . s Ba 28 2 2 2-2 a I «+6 
A.G. . ; - 34 - Ọ a 2ok . 2. 2 . O 


My results are expressed in terms of 34, which was the average number of 
whole answers obtained by Rorschach. Actually the readjustment necessary 
was of the most trifling degree, because the number of whole answers in this 
investigation showed a most striking coincidence with those of Rorschach, 
there being 3,336 per 100 subjects, i.e., an average of 33-36. 

My greatest criticism of Rorschach’s claims is concerned with his Erfassungs- 
tvpus findings. The Erfassungstvpus associated with different psychological 
states seemed often less constant than Rorschach laid down. For instance, 
a far higher proportion of G answers was found in depressed subjects of all 
types than ought to be the case according to the formula of Rorschach. 

Criticism of the validity of the test will be seen to be concerned mostly with 
variations in the average values of different factors, and much of it loses 
significance in the light of Rorschach’s dictum that no single factor should be 
regarded as of individual significance apart from those with which it is related. 

The nature of most criticisms of the test is to be explained largely by the 
fact that it is prompted by a desire for what Vernon calls “ objective validity ”’, 
wherein is implied the necessity that it be adjusted according to the most 
rigid and discriminating mathematical systems of the psychometrists. The 
test, so far as Rorschach carried it, was something evolved subjectively, to 
give a broad, schematic outline to the personality. As Kretschmer states, 
it deals widely and deeply with the aspects of personality. The test is in a 
state of metamorphosis. Rorschach himself provides the clue, and the objective 
mathematical justification will no doubt emerge when are provided all those 
statistical comparative tables the necessity for which he felt so keenly, and 
laboured to provide so painstakingly, during his all too brief existence. 

In conclusion, it may be said that an additional application of the Ror- 
schach test is in establishing the diagnosis in cases where the clinical picture 
is equivocal. Herein is being considered particularly the diagnosis in those 
subjects where depression may occur either in the manic-depressive psychosis 
or associated with schizophrenic conditions. This is work in which the author 
is engaged at present, in the aims of which he believes, and for the proof of 
which he hopes soon to adduce sufficient data. 
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THE RORSCHACH TEST IN EPILEPTICS.* 
By ARTHUR GUIRDHAM, M.A., D.M.Oxon., D.P.M.Lond., 


Resident Physician, Bailbrook House, Bath; late Medical Officer, Brentwood 
Mental Hospital, Essex. 

THE application of the above test to epileptics is a useful subject for an 
article, firstly because Rorschach’s findings for epileptics were established from 
a very small number of patients ; secondly, there was, in his investigations, 
no subdivision of epileptics into mental categories other than those of “ early ” 
and “ late’’ demented ; thirdly, the references in literature to the application 
of this test to epileptics are so meagre ; and fourthly, the results obtained in 
this particular investigation show a considerable diversity from those of 
Rorschach. 

The material for this test consisted of 132 epileptics and 100 control normals. 
Of the epileptics 32 were uncertified, though in an institution run largely on 
an occupational basis, and the remaining 100 comprised cases of epilepsv 
associated with mental defect, insanity and epileptic dementia. 

It is proposed to deal first with inferences to be drawn from the epileptic 
group as a whole. The modifications incidental to mental status will be dealt 
with later. 


THE ERLEBNISTYPUS. 


It must be stated at the outset that those seeking to discover, in the test 
findings, a specific epileptic reaction type, are foredoomed to disappointment. 
This need prove troublesome only to such as believe that each epileptic displays 
the epileptic personality. The occurrence of the different personality types, 
with the related normal figures, are given below. In both cases the figures 
are expressed per 100 subjects : 


TABLE I. 
Normals. Epileptics. 
Coarted . . ; : A 13 : 32 
Coartative : i j : 32 ; 30 
Introversive . . ; : 17 ; Io 
Extratensive . : : i 25 f 20 
Ambiequal : : i ; 13 8 


The above findings are of importance in that they are in contradistinction 
to those of Rorschach, who placed his epileptics, whom he classified as cases 
of “early ” and “late ” dementia, and mentally defective epileptics, in the 
extratensive category, with the exception of those in an “ epileptoid ” group— 
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defined apparently according to the dicta of E. Bleuler—who were found to be 
ambiequal. Rorschach, however, investigated only a small number of epileptic 
subjects (20). These appear to have been defective types—a fact which might 
tend to raise the number of extratensive subjects. In addition, he appears to 
have derived a high colour score from a marked development of primary 
descriptive colour answers, which he held to be almost specific for epileptics. 
The assessment of answers of this type as 2Fb = 14 is questionable, as has 
been argued in the preceding paper. 

In marked contrast to the findings of Rorschach, who discovered no con- 
stricted types of any description, in this investigation no fewer than 62% 
had reaction types of this nature, as compared with 45°% in the normal control 
group. Such findings as this do not in any way invalidate Rorschach’s general 
claims for the constancy of the Erlebnistvpus in different pathological categories. 
The author has obtained striking confirmation of the truth of these in other 
mental conditions, particularly in melancholia, and depressive states generally. 
The variability of the Rorschach reaction types is merely in accordance with 
the existence of epileptic subtypes derived from clinical observation. 

Subjects showing sufficient development of the classical described traits 
to merit the designation of epileptic character are found in the extratensive 
and ambiequal categories. Even more striking is the occurrence in these 
categories of cases in which impulsiveness and violence are the most salient 
features. 

The constricted epileptic types fall into four categories : 

(a) A subgroup in which coartation is imposed by a recognizable and 
concomitant depression. This may be either a habitual melancholic tinge 
or a depressive mood consequent on the occurrence of the fits. 

(b) There are a number of subjects in whom coartation, or coartativeness, 
1s accompanied by responses of a confabulatory type, and by the phenomenon 
of perseveration (to be described later), which involves confabulatory pro- 
cesses. It seems that here perseveration may operate to limit the capacity 
for experience expressed in the Erlebnistvpus, which effect would seem to be an 
example of the general tendency of perseveration to limit the epileptic reaction 
to a lower teleological plane. The constriction of the Erlebnistvpus in these 
subjects shows also that, in epileptics, confabulatory processes and a pre- 
occupation with phantasy are not necessarily associated with a capacity for 
inner creativity, the number of kinesthetic answers associated with which 
would expand the Erlebnistvpus beyond the limits of coartation and 
coartativeness. 

(c) There is also a subgroup in which mental defect is very marked—a 
finding contradictory to that of Rorschach. It is of interest that here we 
have a type of oligophrenia which shows not only the intellectual paralysis and 
unproductiveness associated with oligophrenia in general, but also well-marked 
affective sterility. 
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(d) This sub-group contains those in whom the signs of coartation approxi- 
mate most closely with those occurring in normal subjects. The usual 
concomitants of a coartated Erlebnistvpus, i.e., a high F+%, a compulsivelv 
ordered sequence, are not marked, though the F+%, the Sukzession and the 
Erfassungstypus, are the most favourable of the epileptic group. This section 
is largely composed of the uncertified epileptics. Of 32 of these latter subjects 
28 were found in the coarted and coartative groups. 


INTROVERSIVE AND EXTRATENSIVE CATEGORIES. 


Epileptics, as a whole, show far less development of introversive tendencies 
than normals. Of 3,332 responses, 115 B answers are given by 132 of the 
former subjects, as against 163 out of 3,336 answers by 100 normals. Extra- 
tensive tendencies are diffused fairly evenly through both groups, until we 
reach the category of a marked preponderance of Fb over B answers—an 
occurrence far more common in the epileptic group. 


Fb (Colour) Answers. 


These are present, in the normal and epileptic groups, in the proportion 
shown in the table below : 


TABLE I].—Incidence of Colour Answers. 


In roo normals. Per roo epilepties. 


Total colour responses ; A 266 170 
Total FFb responses ; 158 72 
Total FbF responses ; : ; go : 58 
Total Fb responses . ; é : 18 A 40 


This works out at a ZFb average per individual of 1-96 for normals and 
1:52 for epileptics. 

Rorschach specifically insists that epileptics give an unusually high number 
of colour answers. It can only be reiterated that this indicates agaın the 
necessity of subdividing epileptics according to mental status and other factors. 
There seems to have been a high development of mental defectives ın Ror- 
schach’s small epileptic group. Patients such as these give, above all others, 
that high number of primary descriptive colour answers, the numcrical assess- 
ment of which, I am convinced, is far too large. Dr. Morgenthaler, who 
wrote the preface to Rorschach’s book, states, in a personal communication, 
that his findings are largely in agreement with those offered in this investi- 
gation, and that he considers that individual varieties, and, above all, the 
momentary mental status of the individual, play a great part in determining 
the result. 
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A most emphatic difference, in the normal and epileptic response, is revealed 
in the above table. This is the disproportionately high percentage of FOF 
and Fb forms in the latter group. In normals the FFb answers account for 
59:4% of the total colour answers, and in epileptics for 42-35°%. 

Most significant is the behaviour of the primary colour (Fb) responses. 
In normals they amount to no more than 6-77°, of the total answers. In 
epileptics they provide 23:53°% of the total. 

The higher incidence of FOF and Fb forms in epileptics indicates a greater 
development in them of an unadapted, labile and egocentric affectivity, the 
development of primary Fb forms pointing to irritability and impulsiveness. 
The B answers have a stabilizing influence on the colour answers. Of these 
latter, the FFb answer is the most normal type, representing an adapted 
affectivity. The FbF and Fb answers, representing different degrees of 
unadapted affectivity, are accompanied by B answers to a far less degree in 
epileptics than normals. The number of normal subjects in whom an excess 
of FbF plus Fb answers over FFb forms was accompanied by B answers was 
13 as against 5:3 per 100 epileptics. The number of subjects with an extreme 
development of colour elements in the absence of B answers, i.e., scores of 
O B, SFb 4 or more, was more than twice as common in epileptics. 

The factors underlying the perception of form have also a stabilizing effect 
on those factors represented by the colour answers. Study of the F+% in 
subjects giving an excess of the unadapted (FOF and Fb) types of colour answer 
is instructive. The average F+ percentage for those with FbF in excess of 
FFb answers were 83:02 and 66-39 in normals and epileptics respectively. 
This indicates that even in its transgression beyond the adaptation required 
by the FFb group, the affectivity in normals ıs still potentially more adaptable 
than that of epileptics. As the colour element becomes more prepotent as a 
determinant of responses, the subject’s F+°, diminishes, until, in the most 
extreme cases, such as occur only in the epileptic group, it is no more than 
20-30%. 

The above factors indicate a far more labile and unadapted affectivity in 
epileptics than in normal subjects. 


THE PsyCHOGRAM FACTORS. 


We will now deal with the findings for the most important psychogram 
factors as they apply generally in the epileptic group. Comparisons alluded 
to refer always to the 100 normal subjects investigated in this experiment. 


The Erfassungstv pus. 


This is more contaminated with poorer apperception types than the normal. 
There is a greater frequency of D-Dd types, D-Dd-Do types, and related varieties 
not present, or in absolutely minimal development, in normals. 
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A study of the incidence of poorer apperception types gives the following 
results : 


TABLE III.—Poor Apperception Types. 


Normals. Epileptics. 
D : ; o I 
D-Dd . 4 I0 
D-Dd-Dzw . 5 8 
D-Dd-Do o 5 
Total : 9 24 


(out of 100) = 9% (out of 132) = 18-32°%. 


A definite over-developm:nt of poorer apperception types in epileptics is 
to be noted. 


Whole and Detail Answers. 


The incidence of these is briefly demonstrated by a study of the average 
Erfassungstypus. for the normal and the epileptic group: 
STUNTA ie. D. Dà. Di. Do. 
answers. e 
Normals . . . 34 . 9 . 20 . 23.2 .o 
Epileptics . . . 34 . 8 . I% . 4h . rij . o 


The accentuation in the epileptics of the small detail answers at the 
expense of the detail answers is obvious. 

In addition, it must be pointed out that in epileptics many of the G answers 
are repetitive, and determined by the process of perseveration (see later), 
whereby subsequent whole answers are dictated by the persistence of an inter- 
pretation offered for an earlier table. 


The Sukzession. 


The sequence in epileptics is far less regulated than in normals. Loose, 
reversed and irregular types are overwhelmingly more common. The table 
below shows this relationship. In it is excluded from consideration 
32 epileptics, which equalizes the number of subjects to be compared in the 
two groups. (An omission of 32 out of 132 subjects in considering the 
Erfassungstvpus may seem surprisingly large, but this factor, above all others, 
can only be assessed fairly from a tangible number of answers. In addition, 
the whole tendency in the rejected group, though not utilized as data for the 
table, is confirmation of its findings.) 

It will be seen that the optimally ordered sequence, 1.e., the regulated 
sequence, is present in 7I°, normals and 50°, epileptics, and the last figure is 
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TABLE IV.— The Sukzession. 


Normals. Epileptics. 
Compulsive . ; : ; 9 : I 
Regulated . : 71 : 50 
Reversed . ‘ ; : 4 j 17 
Loose . A : ; : 16 : 30 
Irregular f : ; : O : 2 


probably too high, owing to the preponderance of tendencies to a loose 
sequence in the rejected group. 

The potential value of an ordered sequence depends on the richness or 
otherw.se of the Erfassungstvpus. In epileptics the latent value of the ordered 
Sukzession is much more vitiated by the coincidence of poorer types of 
apperception. Ä 


TABLE V.—Table showing Relation of Ordered Sukzession to Erfassungstypus. 


Number of subjects Number of subjects Number of subjects Percentage of 


with ordered with rich with poor subjects with rich 

Sukzession.* Erfassungstypus. Erfassungstiypus. Erfassungstypus. 
Normals f 50... 69 : II : 86:25 
Epileptics . 51 33 a 8 . 64-12 


It may be concluded from the foregoing statistics that there is, in epi- 
leptics, a deficiency in the process of abstractive synthesis. This is shown by 
the greater number of concrete and over-meticulous types of intelligence, as 
revealed by the accentuation of D-Dd and its allied comprehension types. 
Where the type of intelligence would seem to be wider and richer (as indicated 
by G and G-D types) there is often no real capacity for regular and competent 
abstraction. In these cases the proffering of whole answers 1s largely deter- 
mined by perseveration (see later). By this process, a detail in the first plate, 
more or less resembling a part of the human body, is amplified by confabulation 
till the whole plate is regarded as depicting the human body, or a larger 
anatomical unit than that at first perceived. Not only this, but the rest of 
the plates are regarded as similar interpretations. Such a procedure borrows 
minimally from the associational processes, and cannot be regarded as indicative 
of organizing abstractive powers. 

It is interesting that some epileptics reveal this power of abstractive 
synthesis in an abortive form which seems quite characteristic of them, and 
involves the confabulation of D answers from a single small detail, by a process 
analogous with, but not proceeding to the extent of, the production of a DG 
answer. 

(The incidence of subjects with an abstract, theorizing type of intelligence 


is small.) 
* Regulated and compulsive. 
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This deficiency in the powers of abstraction implies an inability to elaborate 
from perception any generalizing or simplifying hypotheses. This is possibly 
of great importance in the genesis of the epileptic temperament. 

From the nature of the Sukzession in epileptics we may infer in them, as 
compared with normals, impaired powers of attention and a lack of precision 
and definition in the associative processes. 


THE POTENTIAL INTELLIGENCE. 


The above paragraphs deal more directly with types of intelligence. It is 
now necessary to discuss the general potentiality we call intelligence. This 
is considerably less in epileptics, the low F-+°%, being possibly the most salient 
indication. 

Rorschach’s criteria of intelligence were a high percentage of well-perceived 
forms, a high proportion of B answers, a high proportion of G answers, a rich 
Erfassungstvpus, i.e., G, G-D, G-D-Dd, an optimally ordered Sukzesston, i.e., 
avoiding compulsive, loose, or reversed sequences, a low T percentage, and 
an optimally high O percentage. 


TABLE VI.—The Factors Determining Intelligence. 


Epileptics. Normals. 
26°, l ; , . 58-67 . 80525 
Average B score . i ; ‘S7 ; 1-63 
Average G/A ratio : A 81:34 ; 9: 34 
% Poor Erfassungsty pus : ; 18-32 \ 9 
oo Optimal Sukzession . . 50 ; 71 
To > à . . . -30374 4409064 
Oe a Bo o o o o aoo s Be 247i 


The near equivalence of the G/A ratio* in epileptics and in normals is more 
apparent than real, due to the effects of perseveration. 

From the above table the general intellectual deficiency in epileptic subjects 
will be appreciated. This, it must be understood, is an expression of the 
intellectual potentiality of the whole group, no selective significance being 
given to cases of oligophrenia and dementia. So far as comparisons from any 
single factor are concerned, the difference in the potential intelligence of 
normals and epileptics is shown most strikingly by the relative scores of 80-525 
and 58-67 for the +). 

Additional proof of the poorer weai intelligence in epileptics is given 
by the greater occurrence in them of oligophrene (Do) answers, 18 as compared 
to 5, per 100 subjects. 


* The ratio of the number of whole answers to the total number of responses of any deseniptien. 
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Stereoty py. 


Briefly, the epileptics show less indications of stereotypy than normals. 
Their F and T percentages are smaller and their O percentage higher. (The 
O°, will be discussed more fully in connection with the imagination.) 


The Original Answers. 


These are numerically greater in epileptics than in normals. They con- 
stitute almost one third of the whole answers given, there being 1,111 O 
answers out of a total of 3,332 answers, whereas of 3,336 answers given by the 
normal group, only 882 were O answers. 

There is a striking difference in the quality of these answers in the two 
groups. Only 199 of the epileptic answers are plus scores, i.e., 17-91% of | 
the total O score, whereas the corresponding figure in the normal group is 
504 out of 882, or 57-14%. 


The Vulgar Answers. 


These are of smaller development in the epileptic group, constituting 
11°375°, as against 14:36°, for the normal subjects. 


The T Response. 


This factor (T and Td) combined is smaller in epileptics than in normals, 
the appropriate figures being 36-374°, and 44:964°% 9. 


Ihe M Response. 


The M element is approximately coincident in both types of subject, but 
the Md element is more developed in epileptics, the figures for the two types 
of subject being 16-69, and 13-2°5. 

Rorschach stated that epileptics show a rather specific form of stereotypy, 
i.e., a preoccupation with parts of the human body rather than with animal 
forms. As has been pointed out above, the 1/d°, is greater in-epileptics than 
normals. The difference must actually be greater than that expressed by the 
above figures, because a large proportion of the normal controls had received 
an anatomical education. But Rorschach’s statement that this is a mani- 
festation of stereotypy must be examined more closely, because a large pro- 
portion of the Md answers are given bv patients exhibiting perseveration, the 
most typical form of which, described previously, gives rise to numerous bad 
form perceptions. Stereotypy is a phenomenon usually associated with F-+ 
forms and a diminution in O answers. These findings are not presented here. 
Certainly stereotypy and perseveration are associated clinical symptoms in 
certain conditions, such as katatonic dementia precox. Within the more 
specialized definitions of these investigations the two meanings are not In any 
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sense synonymous. Rorschach’s statement that the epileptic preoccupation 
with Md responses is a form of stereotypy is, then, open to question. 


IMAGINATION IN EPILEPTICS. 


It is beyond the scope of this paper to discuss the distinction between what 
Rorschach meant by productive and confabulant types of imagination. He 
laid down the following as definitive criteria of genuine imagination : 

(a) A high number of G answers. 

(b) A high number of Fb answers. 

(c) A high number of B answers. 

(d) A tendency to combinatory G answers. 

(e) A high percentage of original answers (of BOY quality). 
(f) A high F+ percentage. 

(zg) A low percentage of T answers. 

Previously quoted figures show, in epileptics, a deficiency in all the above 
factors except in (d) and (g). In the latter case it has been shown that the 
lower T°% is not necessarily an indication of a higher facility of the associational 
processes, because it is associated, if not with a true stereotypy, at any rate 
with another form of preoccupation, i.e., with Md forms. In the case of (d) 
a general equality is shown in the two groups, the figures being: normals 19, 
epileptics 23 (per 100 subjects). But it was very evident throughout this test 
that the DG combinatory answers in epileptics do not indicate, as they do in 
normals, a power of unusual synthesis in constructing well-perceived details 
into novel but acceptable totalities. They do not reveal, in comparison with 
the DG (confabulatory) responses, an imagination more disciplined, vivid and 
real, as one would expect from the fact of their being derived by a more 
complex process of summation through various associative links. They are, 
in fact, little different in nature from the DG (confabulatory) answers, of which 
they may be considered a variation. 

Though, as has been seen above, the indications of a productive imagina- 
tion are less evident than in normals, the existence of confabulatory processes 
is most strikingly over-emphasized. In making such a statement, considera- 
tion is being given not only to such signs of confabulatory processes as are 
shown in the DG (confabulatory) answers and in the production of an extremely 
high percentage of O forms, but also to the incidence of confabulatory answers 
so strikingly developed in epileptics as compared with normals that it was 
considered necessary to give responses of this nature a special designation. 
Answers of this type referred to here are called confabulatory kinesthetic 
(CB) and confabulatory pictorial (CP) answers. The former are those involv- 
ing an interpretation of movement entirely independent of any element of 
form perception, while the latter constitute fantastic and confabulated scenic 
responses, never offered as interpretations in the normal group. 
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In the table below are set out those factors indicative of confabulatory 
processes. The over-emphasis of these in epileptics is very apparent. 


TABLE VII. 
In roo normals. In 100 epileptics. 
Confabulatory kinesthetic (CB) A : I : 39 
Confabulatory pictorial (CP) . ‘ ‘ : o ; 55 
DG (confabulatory) ; l ; 3 j 16 - 32-3 
©, of — forms in total O score. ; ; ; 42:86 i 82-09 


Such factors as the above show that, so far as the apparent diminution of 
stereotypy in epileptics is concerned, their avoidance of such a condition 
involves no genuine originality of thought, but an undue, unproductive and 
pathological variability of the associational processes, which shows itself in 
phantasy preoccupations. 


THE CHIAROSCURO RESPONSE. 


Since anxiety as a precipitant, a sequel, or an accompaniment of the con- 
vulsions, has been postulated by so many different authors, it has been deemed 
advisable to include a section on this type of response, because it indicates, 
more than all others, an anxious affectivity. 

The incidence of these responses is expressed below. 


TABLE VIII.—Incidence of Types of Chiaroscuro Response. 


Normals. Per 100 epileptics. 
F(CH) ; : j ß 157 ; 97 
(CH)F. ; ; : : 29 ; 37 
(CH) . : : ‘ : 3 R 18 


These figures show, in their distribution, a remarkable similarity to that 
of the true colour answers. There is, in epileptics, the same higher develop- 
ment of responses more independent of form perception. This parallelism 
is expressed below. 


TABLE IX.—Relation of Chiaroscuro and Colour Response. 


Normals. Epileptics. Normals. Epileptics. Normals. Epileptics. 
FFb 59,4% 4208% . FBF 336% 34,39% . Fb 7% 23°53% 
F(CH) 8307% 63-78%» (CH)F 148% 249%. (CH) 213% 1173% 


The (CH)F and (CH) factors seem of particular significance, because of 
their frequent occurrence in those epileptics who reveal most characteristically 
the classical epileptic traits. 
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These chiaroscuro answers, in epileptics, are found mostly in those subjects 
with an extratensive preponderance. 


Relation of the Chiaroscuro Response to the Different Mental Categories. 


The above is revealed in the following table: 


TABLE X. 


Oligophrenia. Dementia. ee E 
Number of chiaroscuro 

answers. 52 % 16. . 43 ; 76 
Number of subjects . : 47 : 25 : 30 ; 20 


Average per subject . ; III . ‘O04 i I-43 2-92 


The above figures show that the incidence of chiaroscuro elements is greatlv 
diminished where there ıs evident intellectual impairment. There is an 
inescapable over-development of these factors in cases of epilepsy with insanity. 
This is of interest because the genuine epileptic traits were exhibited most 
commonly by cases of epileptic insanity, being of highest incidence in those 
with the highest F+ and O+ percentages, and, in addition, being very meagre 
in those with congenital intellectual impoverishment. In addition, the 
average (CH) score in the cases of oligophrenia was considerably raised by 4 cases 
whose (CH) score was greatly in excess of that of their fellows, and who, 
peculiarly enough, showed far more than others in their group those 
characteristics we describe as epileptic. 

It cannot be argued that the nearer one approaches the normal the more 
anxious is the affectivity. It would be an enticing hypothesis to assume that 
anxiety developed in parallel with the subject’s acute sense of his position. 
But the group of patients under no form of certification have a chiaroscuro 
score of less than half that given by the insane epileptics. This is of significance 
in stressing the anxious affectivity as causative of, rather than resultant on, 
the factors which constitute the epileptic personality. It seems to indicate 
that the relative absence of the classical traits in the uncertified, as compared 
with the insane, group, is due to the lesser development of this type of affect 
in the former group. 


Chiaroscuro Responses and Convulsions. 


There is absolutely no proportionality between the number of fits, the 
type of fit, and the chiaroscuro response. 


Chiaroscuro Reponse and Age. 


The table subjoined demonstrates the above relationship. Subjects who 
showed signs of oligophrenia of any variety were excluded : 


1935.] BY ARTHUR GUIRDHAM, D.M. 881 


TABLE XI. 
Age: Number of cH Gscuto Number of Average per 

answers, subjects. subject. 
Up to 20 4I ; 30 ; I-37 
20-30 . . 33 8 . 4:125 
30-40 . ; 22 ; 16 : 1:375 
40-50 . ; II . 6 ; 1.833 
50-60 . ; . 2I ; 13 ; 1-615 
Over 60 ; 5 a 7 ; 714 


It will be seen that the chiaroscuro response is very markedly accentuated, 
relative to other age-periods, in the years between 20 and 30. The only other 
striking factor is the fall in the value beyond the age of 60. . These figures are 
` of great interest, because the epileptic character traits are most obvious 
clinically from 20 to 30 years of age, and, to a less degree, in the subsequent 
decade. 

The figures for epileptic oligophrenics are quite analogous, there being a 
similar more than three-fold accentuation of these elements from 20 to 30 as 
compared with the age-period up to 20. 


FURTHER TYPES OF RESPONSE. 


There was an absence, in epileptics, of certain types of answer regarded as 
representing the power of organizing new perceptions. These included 
responses, called incorporation answers, where areas of different colour were 
combined to produce a single form answer. There were also responses called 
essential quality answers, of the astereognostic variety (symbol EQa), where 
astereognostic perceptions were regarded as determining the response. A 
further type of essential quality answer, of the emotional variety called EQe, 
held to show close affinities in content and meaning to the B answers, was also 
absent in epileptics.* 

The following table shows the relative incidence of these types of answer : 


TABLE XII. 
Normals. Epileptics. 
Incorporation answers . ; 14 : I 
EQa . A A ; : 28 : O 
EQe : é : ; : 16 ; O 


Answers allied to EQe answers, but demonstrating, not definitely emotional, 
but intrinsic attributes of mien so well marked as to be determining factors 
in producing the responses, are present in epileptics. These responses show 
a marked preoccupation with the pathological. Examples are, “ It is obviously 


* For fuller description of these answers see previous paper. 
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decayed ’’, ““‘ It looks dead ’’, ‘‘ There’s no life in it’’. Answers such as these 
are only given by epileptics with well-marked epileptic characterological 
peculiarities. They seem to represent the preoccupation with, and the 
insistent, though unrecognized desire for, unconsciousness, which is present 
in epileptics. Such a view as this gains support from the perseverative 
tendencies of epileptics. Elsewhere in the investigation we find epileptics 
preoccupied with the essential basis factors of their disease, with cuts, wounds. 
and men who have fallen in fits. Further support for this opinion is the fact 
that projection is, in epileptics, a process of minimal development. 


Non-tnterpretation Responses in Epileptics. 


These include descriptive responses, where the tables are merely described, 
and what I have called geometric answers, which latter were described but 
given no special designation by Rorschach, and which are answers determined 
solely by position, e.g., where the whole plate is regarded as the body, a point 
in the centre being referred to as the abdomen. 

The subjects giving descriptive answers are divisible into two categories 
according to the degree of form-perception present. (Consideration of cases 
with a high F+% will be postponed for the present.) The average psycho- 
gram, and other factors, for 8 patients giving descriptive answers with a low 
F-+9,, are as follows: 

Number of 


descriptive 
answers. 


6 ; 23 . 6 . I4O6I . 3064— . "12 . -3I 


Total number Number of > 5 
of answers. G’s. FE ax 0% B. 


All these were cases with gross intellectual impairment, either epileptic 
oligophrenics, or cases of epileptic deterioration. 

The offering of descriptive answers is obviously not due to an affective 
lability. The low F+%, and the high percentage of O— forms, point to an 
impoverishment of genuine associational processes. 

The average main factors for IO patients giving geometric answers are as 
below : 


Number of geo- F x %, 0%, B. SEa ` Mde.. 
metric answers. 
87 : 30°4 . 3659-—— . O : 15 : 43°37 


The figures here indicate also that in general the offering of geometric 
answers is determined by inadequate associational data. Furthermore, signs 
of confabulation are very marked. 

Number of Number of CB 

DG answers. and CP answers. 
Average for geometric group . : 2:2 Ig 
Average for whole epileptic group . 55 . -93 
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The accentuation of the Wd°,, 43:37 against average figures ior the whole 
normal and epileptic groups of 13:31 and 16:59, is very striking. 

Nine out of these 10 patients show the phenomenon of perseveration. 

The most striking feature of this group is the number of cases who demon- 
Strate a perseveration of the human body in all ten tables, and in whom the 
process is initiated by the amplification, in Table I, of a human body detail, 
so that the whole table is regarded as the human body. Characteristic of 
these cases is the extremely high Md°, of 78-73, and a higher proportion of 
G answers in the Erfassungstvpus. The explanation appears to be that in 
these latter cases we are dealing with a tendency to the comprehension of 
whole forms. The inherent tendency to abstractive synthesis is present, but 
the associative material is too poor, and confabulatory elements supply the 
deficiency. It seems, too, that perseveration is connected with this abstractive 
process, because in its most common and striking form it seems to be dedicated 
to the production of whole answers. Perseveration appears capable of acting 
as a substitution phenomenon for association, and of initiating confabulatory 
elements for its functioning. 


SIGNS OF NEUROSIS IN THE INVESTIGATION. 


Average values of various factors for the group with a high F-+°, who 
gave descriptive answers are given below: 


Number Total Nuinber 

of Ds number of of G F--%. 09: B. =Fo. 
answers. answers. answers. 

4 . 28 . 507 . 7753 - 29907 . 22 . 217 


This group contained the patients with the highest intelligences in the 
epileptic group; 36:4% of them were under no form of certification, and the 
majority of the others were cases of epileptic insanity with no noticeable 
intellectual deterioration. 

These patients first respond by a laboured offering of a few descriptive 
answers, which is obviously, from the figures above, not due to an associational 
impoverishment, following which there is a ready flow of answers of a good 
F+ quality. There seems first a block to, and than a facility in, the process 
of interpretation. The phenomenon has obvious affinities with colour shock. 
The responses of these subjects, and colour-shock normals, show many close 
similarities. There is the same negligible development of B answers, the 
same extratensive preponderance,* and a stressing above the normal of Dzw 
and (CH) factors, and, most striking of all, the lengthening of the reaction 
time, from 1-026 to 1-27 minutes in colour-shock cases, and from 1-124 to 1-64 
in these epileptics. 


* The subjects exhibiting colour-shock all proceeded subsequently to the production of 
colour answers. 


LXXXI. 58 
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The early exhibition of descriptive answers by epileptics of this degree of 
intelligence seems indicative of repressive tendencies. 


Abstract Answers. 

Responses of the above type are difficult of actual definition. For examples, 
Psychodiagnostik and Rorschach and Oberholzer’s monograph should first be 
consulted. Relevant factors, for those who offer abstract answers, are given 
below in their average values : 


B. Fb. F+%. 0%. ECH. 
Normal . ‘ . 4 . 553 . 8rT13 . 35:02E* . 3°85 
Epileptic . ; . 2 . 398 . 5642 . 280I-— . 2:31 


In both types of subject the chiaroscuro value is well over three times that 
for the whole group. 

Colour details largely provide the basis for abstract answers in epileptics. 
Details, usually interpreted as to form, more commonly stimulate the pro- 
duction of such answers in normal subjects. Whereas in normals, some 
personal experience, very commonly a dream, is incorporated in the abstract 
answers, in epileptics the response seems dictated by a disproportionate 
degree of symbolism, often derived from a colour in the table. The inter- 
pretation, in Table VIII, of the central white area as “a part ready for holy 
purity ’’, is characteristic of this, the response being a symbolic derivation 
from the colour of the detail. The primary colours serve also as stimuli for 
these answers. Answers of this nature seem to involve a mental process 
similar to that employed in the production of DG confabulatory answers. 

It is permissible to theorize that in epileptics the abstract answer is a con- 
fabulated goal for an unadapted affective tendency, and that in normals it is 
an imaginative addition to some already well-adapted basis. Certainly 
epileptics giving these answers are relatively far more extratensive than their 
normal counterparts, while their lower F+%, and the nature of their 0°%, 
indicate a much lower degree of adaptation. In this connection it is interesting 
to note how often in epileptics the form of the answer seems expressive of a 
wish, an example of this tendency being, “ They are saying farewell with new 
hope in their minds ’’, etc., whereas in normals the abstract answers are often 
derived from what has happened before, and often seem to reveal the operations 
of an erupting complex. 

Whereas in normal subjects it seems that a preoccupation with abstract 
answers is determined by sexual factors, there is insufficient evidence that this 
is the case in epileptics. 


Sex and Religious Answers and those of a Personal Implication. 


The latter of the above-mentioned responses, referred to, for convenience, 
as ego answers, are those in which interpretations are referred to as belonging 


* E indicates equality of + and — forms. 
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to the subject interpreting them, a type of response sometimes offered to human 
body interpretations. The incidence of these responses is as given below : 


Ego. Religious. Sex. 
Normals . : ; 3 : o A 7 ; I2 
Epileptics (per 100 subjects) . IO ; 17 ; 88 


Classifications as to content of answers must be pursued with the utmost 
circumspection. In the above cases any direct inference as to the relative 
strength of different tendencies from the numbers of answers associated with 
each would be fallacious. In two cases, i.e., the ego and sex answers, in most 
varieties of subject at any rate, the tendency would be to suppression. 

The very much greater number of S answers in epileptics cannot alone be 
taken to indicate a greater sexual preoccupation. But the score of S answers 
was obtained from a small number of subjects, most of whom revealed a com- 
plete, or almost complete, perseveration for human anatomical interpretations, 
and in whom the Md? was necessarily very high. The majority of these had 
a constricted Erlebnistypus, with a strong development of answers of a con- 
fabulatory type; 80% of these subjects were young persons undergoing 
rapid epileptic deterioration. In this type there is, associated with a restric- 
tion of the subject’s experiencing capacity, a preoccupation with the anatomical 
self, the sexual apparatus being the main element of interest. Concomitant 
affectivity is inconsiderably marked—there are few colour answers in these 
subjects. The preoccupation involves a perseverative tendency, a definite 
inertia—in the sense used by Edwards—centred about the body in general 
and the sexual apparatus in particular. The chiaroscuro response, indicating 
anxious affectivity, diminishes steadily with the degree of dementia displayed 
by the subject. Ego answers are found in these patients, the highest number 
in those in whom the chiaroscuro response is absent, indicating a location of the 
residual personality in its own sexual structure. 

The above indicates, in epileptics, a largely intellectual sexual preoccupation 
accompanied, far less than usual, by affective factors. It seems only a further 
stage in the largely “intellectual ” hypochondria wherein, in concentrating 
his attention on his body, the epileptic is demonstrating the increasing 
constriction of his interest. 

The higher development of ego answers in epileptics is very significant, 
but, as a matter of scientific principle, its implied conclusions are best left 
undrawn. 


The Relation of Kinesthetic with Confabulated Kinesthetic Answers. 


Answers of the latter variety, i.e., secondary movement* (B,) and con- 
fabulated movement answers, seem particularly developed in epileptics. The 
relationship of these is demonstrated in Table XIII. 


* Responses primarily determined by form, wherein expressions of movement are added 
afterwards as a confabulated addition. 
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The following conclusions may be drawn from this table : 

(a) Subjects offering movement answers where confabulation plays a part 
(e.g., B, and CB answers) are characterized by— 

(1) Other confabulatory answers, e.g., CP, DG. 
(2) Perseveration. 
(3) Psychomotility. 
(4) A general extratensive predominance, involving an unadapted 
egocentric extratension. | 

The frequency of association of these answers with psychomotility is shown 
by the fact that only 13 epileptics demonstrate this phenomenon, 9 of whom 
are among the Ig patients constituting this group. 

(b) The table bears out Rorschach’s contention that obvious psycho- 
motility occurs in those deficient in introversive elements. Seven of these 9 
subjects had no B answers. In the other 2 the true B answers were equalled 
or exceeded by secondary B or confabulated B answers. 

(c) A deficiency in true kinesthetic sensation is accompanied by a pre- 
occupation with confabulated movement. The highest number of these latter 
elements is associated with a complete absence of B answers. 

(d) As a general rule, confabulatory answers, chiefly of the movement 
variety, are not associated with psychomotility unless accompanied by a 
favourable development of colour answers. 

Of the 19 patients in this group, 11 showed hypochondria of the epileptic 
variety. This is a large proportion in my cases, in which, in a total of 132, 
not more than 23 displayed this symptom-complex. In this group where the 
confabulated movement answers were present, not a single subject revealed 
symptoms of agitation in association with his hypochondria, and such psycho- 
motility as was demonstrated could not be described as due to anxietv. 

The connection between hypochondria and movement confabulation 1s 
not clear, but certainly whatever the latter represents seems to absorb the 
tension associated with the former. Another interesting observation was that 
where, in a hypochondriacal subject, the confabulated kinesthetic element was 
expressed in movement of the bodily organs, there was no overt motility of 
any description. 


THE EFFECT OF OLIGOPHRENIA AND DEMENTIA IN THE TEST RESPONSE. 


This is an important question to decide, because institutional epilepsy is 
commonly associated with conspicuous intellectual deficiency, either with 
oligophrenia or dementia. The incipient intellectual degeneration implied in the 
epileptic psychosis, involving so marked a withdrawal of interest from the 
environment, cannot, of course, be assessed. | 

The effect of both these factors is to lower the form perception. In oligo- 
phrenics the O percentage is mostly reduced, whereas in dements there is a high 
score of O— forms. The O— forms are produced firstly by perseveration, since 
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the later answers in a sequence bear no resemblance to the tables, and secondly, 
by elaborate .confabulation, the latter process being of greater consequence 
in dements. It may be concluded that in epileptic oligophrenics there is a 
greater bias towards stereotypy, whereas, in permeates there is a disruptive 
facility of the association processes. 

The Evfassungstv pus is richer in dements than in oligophrenics, in whom there 
is a disproportionate attention to trivial detail, and a further contamination 
by oligophrene answers. 

There is a considerable development of confabulated movement answers 
in dements. 

A sharply delineated affect in oligophrenia or dementia would be worthier of 
consideration if these conditions were confined to one variety of Erlebnistvpus. 
Rorschach indicated that, with the exception of arteriosclerotic dementia, 
these conditions were to be found in the extratensive category. Studv of the 
table below will show findings quite at variance with those of Rorschach : 


TABLE XIV.—Number of Subjects in cach Erlebnistvpus. 


Oligophrenia. Dementia. 
Coarted . f . I2 : 12 
Coartative . : : f 5 3 
Introversive ; ; i 2 2 
Extratensive a ; : II j 4 
Ambi-equal f : ; 2 I 
32 22 


Only 34:375°% of epileptic oligophrenics, and 18-18°, dements, are a 
tensive. The percentage of constricted types, 53:125 in the former and 68-18 in 
the latter, is very striking. This finding is quite logical when one er 
the affective atrophy coincident with the restriction of interest which is the sign, 
par excellence, of epileptic deterioration. While this explanation is more 
directly applicable to the demented group, there is no reason why the same 
degenerative process should not be postulated in epileptic oligophrenia, wherein 
a considerable degree of deterioration is often inextricably interwoven. 


PERSEVERATION. 


This is possibly the most characteristic finding for the epileptic group. 
It is the persistence, through several tables, of a single response, the later 
answers being such as are not proffered by normal subjects. Where the first 
interpretation is permissible, as that of “ butterfly ” or “ bat” for Table T, 
only a recurrence through at least eight tables is considered as exemplifving 
perseveration. This, while almost certainly too stringent a standard, precludes, 
at any rate, phenomena better regarded as indicative of stereotypy. 
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This phenomenon merits at least a paper to itself. Here, reference to it 
must be brief. 

The commonest variety is the type referred to previously, where a human 
figure detail in Table I 1s so amplified that the table is regarded as the whole 
body, and this idea persists throughout the test. In other subjects there are 
perseverations of performance, interpretations of histrionic rites being repeated. 
Cases like this afford the nearest approach to the kinesthetic perseveration 
referred to by Rorschach as characterizing epileptics. It must be emphasized 
that in this investigation only confabulated kinesthetic perseveration is 
referred to. A preoccupation with catastrophic sequel: of fits is very noticeable. 

It is to be noted that the intelligence (estimated by the Rorschach criteria, 
F-+°%, 0%, etc.) rises in proportion to the degree to which the subject is 
devoted to detail (see Table XV). 


TABLE XV. 
F+%. 0%. 
Perseveration of DG whole answers ; : 35°17 , 43:16 — 
v of primary whole answers : 40'07 ; 44°56 — 
ss of detail answers . : ; 48:94 3104 + 
= of fine detail answers ; ; 67:74 ; 34-857 


There is, in association with perseveration, a very considerable develop- 
ment of answers of a confabulatory type, i.e., DG (confabulatory), CB, CP, 
O—, etc. This is important in view of the function postulated for perseveration 
in connection with abstractive synthesis. 

Perseveration occurs in 43 subjects. Of these only 4 are introversive. 
There is also a general deficiency of kinzsthetic elements in this group, as 
shown by the subjacent average figures for different apperception types of 
perseveration. 


TABLE XVI. 
B. YFb. 
Subjects with perseveration of DG (confabulatory) answers -I4 . 1:29 
7 ʻi Fe of primary G answers . . ‘56 . 1-22 
3 és z of detail answers . À . 115 . 173 
5 j en of fine detail answers . - "4 . i 


These results are interesting because the general conclusions of the work done 
on perseveration and non-perseveration types indicate an identification of 
perseveration with introverted types. It seems that in epileptics perseveration 
is a peculiar and specific property, rather than the evidence of a characteristic 
type contained within the epileptic genus. 


PERSEVERATION AND STEREOTYPY. 


It must be pointed out that the above phenomena possess quite different 
criteria in the investigation. A preoccupation with faces and heads, animal 
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and human, might seem to belong equally to either phenomenon. This is a 
misconception. The tables lend themselves readily to the interpretation of 
particular heads and faces, which receive an F+, and sometimes a V desig- 
nation. Such responses are offered most generally by those in whom other 
indications of stereotypy exist. The preoccupation with faces which is a real 
perseveration involves the production of F— and O— scores. Though casual 
consideration might lead to suppositions as to the similarity of the two pro- 
cesses, their psychogram factors are completely different, stereotypy being 
associated with a high F+° and a low O°%%, and the converse being almost 
always true for perseveration. 


VARIETIES OF PERSEVERATION. 


Perseveration seems divisible, from one standpoint, into two varleties. 
The first is that in which a confabulation of the human body arises from a 
single anatomical detail. This type, with its persisting tendency towards 
abstractive synthesis, appears to involve a genuine ideational perseveration. 
The second type is found in subjects of a more concrete intelligence, as shown 
by the occurrence of a D-Dd Erfassungstvpus, and of a higher potential intelli- 
gence, and includes a small subgroup where an unusually fine detail, exception- 
ally well perceived as to form, is sought for in subsequent tables, leading to the 
discovery of details of similar fineness and content, scored often as F+ and 
sometimes as O+. In this second group signs of confabulation are far less 
evident. The interpretation, initiating perseveration, seems to persist and 
exclude all others from notice. It must be considered possible that this type 
is a perceptional perseveration. 

The fact that perseveration occurs in subjects of every Erlehbnistvpus, 
Erfassungstvpus, degree of intelligence and clinical mental category indicates 
its importance as an epileptic phenomenon. 


““ STACCATO ” PHENOMENON, 


Attention must be drawn to this peculiarity in the mode of interpretation 
displayed by some epileptics. This involves a waxing and waning of the flow 
of interpretations, independent of the effects of inattention from progressive 
fatigue, since it is noted in the earlier tables, and not specifically connected 
with the relative difficulty of interpretation of the different tables, since 
cessation often occurs after the patient has offered a satisfactory number of 
responses, and often at a table like V, which lends itself to the production 
of a stereoptvped whole answer. It is almost as if interpretation were followed 
by a negative phase during which the faculty of association is inaccessible to 
further stimuli. 

The interest of this finding lies in the fact that an uneven and staccato 
nature of the mental processes 1s regarded by E. Bleuler as one of the salient 
features of the epileptic character. 
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CONCLUSIONS. 


The information, statistical and otherwise, derived from this investigation 
is so extensive that this article of itself partakes of the nature of a summary. 

The new nomenclature evolved is not regarded as a transgression of 
Itorschach's dictum that it is the type, rather than the content, of the answer 
which is of most importance. These symbols are merely a convenient method 
of recording answers of such overwhelming incidence in epileptics, as compared 
with the normal group, that to fail to assess them would be a definitelv 
unscientific procedure. 

A full summary of the epileptic response to this test would include so many 
subtvpes that it would expand beyond the limits of its definition. Regarding 
the epileptic group as a whole, the following three findings, translated into 
ordinary psychological terminology, are the most striking; the deficiency of 
abstractive synthesis, the association of extratensive factors with strong 
indications of confabulation, and the process of perseveration. The value of 
elucidating three such factors as the above lies in the fact that they are 
experimentally determined and are more or less primary psychological data. 
As such, they are possibly of greater scientific value than the complexly 
derived so-called epileptic characterological traits, the degrees of which fnust 
necessarily be assessed differently by different authors. 

In epilepsy, there is no such constant Rorschach reaction type, as is 
found in other mental disorders. This is to be expected, for epilepsy seems less 
a disease than a particular mode of response on a lower teleological plane. 
It can be said, however, that subjects showing the classically described epi- 
leptic character show well-marked extratensive, chiaroscuro and confabulant 
tendencies in their response, and are found most commonly in the extratensive, 
but sometimes in the ambi-equal, category. These cases constitute a minority 
in the present group. 
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psychiatric problems raised in the text is considered to be too wide for quotation. 
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consulted in relation to the last article. 

Additional literature on the Rorschach test may be obtained by consulting 
Vernon’s articles in the British Journal of Medical Psychology in 1933, vide supra, 
and in this number of the Journal of Mental Science. 
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* RECENT WORK ON THE RORSCHACH TEST. 


By P. E. Vernon, M.A., Ph.D., 


Pinsent-Darwin Student in Mental Pathology, The Maudsley Hospital, London. 


I. INTRODUCTION. 


ALTHOUGH a number of useful general surveys of the Rorschach inkblot 
test have been published, and many psychiatrists and psychologists have 
some acquaintance with its value in psycho-diagnosis, yet the experimental 
and theoretical literature on the test (which is very extensive) is not easily 
accessible to the majority of investigators. The following paper, therefore, 
like the German Sammelreferat, is an attempt to review systematically the 
contributions which have appeared since the publication of a general account 
by the present writer in 1933 (66).* 

Two of the best surveys are those of Monnier (50) in French and Man- 
dowsky (48) in German. Salas’s article (58) in Spanish may also be mentioned ; 
it is an outline for a future detailed monograph. Hertz has published an 
extensive review of experimental work (33). Among a large number of 
briefer accounts which do not include important original contributions, the 
following may be cited: Boven (13), Bumke (14), Claparéde (20), Giehm (27), 
Kretschmer (38), Kronfeld (39), Linares Maza (41), Maller (47), Römer (54), 
Ruiz-Mava (56), Zulliger (68). A popular outline has even been broadcast 
from the B.B.C. (61). 

For those who are unfamiliar with the test, the introduction to Guirdham’s 
first article provides a useful description of the significance claimed for the 
various types or categories of response, and a glossary of the German terms 
and abbreviations which are employed below. 


II. MATTERS OF TECHNIQUE. 


A pplication.—Most investigators have followed Rorschach in trying to 
obtain from their patients or subjects as many spontaneous responses to the 
inkblots as possible, in a natural and unconstrained situation. In an attempt 


* Grateful acknowledgments are due to the following, who provided the writer with infor- 
mation about unpublished work: Dr. S. J. Beck, Mrs. M. Elvin, Dr. A. Guirdham, Dr. E. 
Guttmann, Miss M. Kerr, Dr. D. R. MacCalman and Dr. E. Miller. 

ft Apart from the descriptions of her own experiments, Hertz's paper contains little that was 
not included in the present writer’s previous artieles, or in an unpublished appendix which he 
distributed in 1033. Its value is diminished also by the many inaccuracies in its bibhoyraphy. 
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to standardize the procedure, however, Hertz allowed her subjects only two 
minutes for each blot (32). This may be legitimate when it is desired to treat 
the results of normal subjects statistically, but it would be most hampering 
-in the testing of mental patients, and would render detailed individual diagnosis 
impossible. When her experimental results are quoted below, this alteration 
in the method of collecting data must be borne in mind. 

Scoring.—The scoring or classification of the subject’s responses is very 
uncertain and subjective (cf. 66, pp. 98-114). Meltzer (49), indeed, claims 
that different experimenters who scored the same sets of responses obtained 
very different results,* though this is dented by Levy (3), Dubitscher (22) and 
Kerr (34), who also compared independent scorings. The best solution of 
this dithculty would seem to be the preparation of a table of all the responses 
of a large and representative group of subjects, each response being fully 
classified as nearly as possible as Rorschach would have classified it. Certain 
further recommendations fur improving the accuracy of scoring, made by 
the present writer (loc. cif.), would then be unnecessary, since any subject's 
responses could be scored suthciently objectively by reference to this table. 
Linares Maza (42) and Salas (59) have already published such lists for Spanish 
children and adults, and Beck is preparing one for Americans. Hertz used a 
list of 11,000 responses (not published), and found that two persons who applied 
it independently in scoring a number of protocols achieved 93°, agreement 
in their results. Hertz and Meltzer also show that some of the difficulties in 
decisions to be made by the scorer may be reduced by the application of 
statistical treatment to such a table. For instance, if a certain part of a blot 
is utilized once, or more often, in every twenty-two responses to that blot, 
then it may be called D (ordinary detail), and if its frequency of occurrence is 
below this standard it may be called Dd (rare detail). The distinction between 
sharp and vague form responses, F + and F-, may be similarly clarified. 
In determining the originality of responses their procedure coincided with 
that suggested by the present writer. Hertz based her classification of O + 
and O-— on the qualitative ratings of several judges; and Meltzer gave a 
mark to every response, ranging from I to 5 according to its commonality 
or originality, instead of classifying only a few responses as very original (Q) 
or very common (V). 

Reliability —Although too great a mechanization of the scoring procedure 
is to be deprecated, yet some degree of standardization may have the great 
advantage of increasing the reliability of the test. The present writer found 


* Meltzer eventually got one person who was at least self-consistent to do the scoring of 
all his protocols. It is obvious, however, that the scoring and interpretation should be carried 
out by the experimenter who gives the test, since so many of the deductions are affected bv 
observations of the subject's manner and other cues, which are only meanjngful to the person 
who notes them. A set of Rorschach protocols are very different from, say, a set of group 
intelligence tests which can be mechanically scored (cf. below, Section 1N). 

+ This list, when available, will not be immediately applicable to British testees. The 
originality and commonality classifications are sure to be ditferent in a ditferent social and 
cultural environment, and the F- , F— and D, Dd distinctions may require revision. 
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TABLE I. —Rorstihr Ä 


Investigator. Kerr.! Elvin.? 


: Normal English children. | 
Number and m ae een... 75 Child 100 mental | 41 delinquent 
description Guidance defectives boys aged 
cf subjects. | 40 aged 7-8. | 194 aged 9-12. 30 aged 15-16. | Clinic cases. | aged 11-14. ı15$-ı0}. 


154 aged 13-14. 


Total 25°6 29°5 28-4 219 
responses 
G . f 2°5 5'2 6-0 7°3 | 
D . 1) 
- 21°9 23°6 21°7 14°3 
Dd I 
Dzu® 1-2 0'7 0'7 0° 3 i 
F+-% — — — — 
B . 1'0 1'7 2:3 2:3 
Fb . : 0°05 O°04 0°oI 0°03 
FoF 0°74 0:44 | 0:26 0°20 
FFb . 0°37 0:35. 0:29 0° 33 
Zrob ‘ 1°00 0:67 0'42 O° 41 
F(Fb) . 0°2 0°4 | 0° 26 0° 33 | 
| 
——— Ss | 
Yo 54°3 58-1 i 56:2 52:9 54°5 53°3 52-5 
j (68-30! 
M% . 11°6 I3'I | 13:2 14°8 | 12°7 12-5 10:0 
(15-5) 
0O% + — 12:6 10°8 15°6 | — — — 
| 
ron 18:4 234,0 248 270 | 15°5 17°9 — 


< n a—— m_m ee 


1 Kerr’s published results (34) for 7-13-year children have been combined with unpublished figures tor 
228 boys and girls of 10-17 years. 

2 Unpublished results. Upper and lower quartiles are given below the averages. 

3 Cf. Guirdham (29, 30). The epileptics included 47 cases of oligophrenia, 25 with dementia, 26 of epileptic 
insanity and 34 uncertified. In this table the epileptic G, D, etc. responses have been raised proportionatciv 
to a total of 34, so as to compare with the normal subjects. 

4 Cf. Linares Maza (42). The majority of these children were aged 11-12 years. 

5 Cf. Ganz and Loosli-Usteri (26). These figures are medians (not averages) ; quartiles are given below. 

6 Cf. Meltzer (49). The majority of these children were aged 11-12 years. Upper and lower quartiies 
are given below the averages. Many of the responses were considered too vague or lacking in content to be 
classified, hence the sum of G+ D+ . . . etc. is less than 46-6. 
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est Norms. 


Ganz and 


Loosli-Usteri.§ Meltzer.® Beck.? Skalweit.® 


Guirdham .3 Linares Maza.* 


100 normal + 132 adult aged 8-15. 43 boys, mental children 39 superior 90 chronic 
| 


Normal Spanish children 64 stuttering 
British epileptic defectives nn adults ' schizophrenic 
adults. patients. aged 11-14. a (American). | adults. 
50 boys. so girls 8 j 
33°4 25°*2 18°6 | 13°7 29 46-6 56-6 = 
(36-18) 
9 8} 5:0 3°6 6 l 7.0 12:7 7 
(8-4) (8-4) (10-5) 
20} 19} 11°7 8-9 16 | 23°6 — — 
(25-10) , (31-13) 
24 44 1:8 0:8 3 51 — — 
(7-1) (7-1) 
2 I$ O's 04 | I I°2 — I'O 
| | (2-0) (2-0) (2-0) 
80:5 58:7 74°2 77°7 64 | 57°7 75°2 58-6 
(72-57) (68-48) (75-45) 
1°63 o: 87 1:2 0'9 o 15 8-1 1°05 
(1-9) | (2-1) (1-0) 
o 18 | 0°40 0°04 0:04 o | 1:6 = I* 39 
(1-0) | (2-1) (2-0) 
0:90 | 0°58 0,4 0°25 o 1:6 — 221 
i (1-0) (2-1) (4-1) 
1°58 0°72 0:9 o'g I 2 — 0°79 
(2-0) (2-1) (1-0) 
1:96 1°52 0'9 0'7 13 3°9 | 7°3 = 
| (3-43) | (5-3 
1:89 1-52 O°4 O°4 I I°3 = == 
(1-0) (2-1) 
j i 
| 450 36:4 52°7 70°0 55 53°8 28-3 39.8 
(68-36) (68-39) (55-25) 
20°8 25'I 25°2 I7°1 10 — — — 
(18-5) ; 
24°7 33:37 11-8 10:6 = 9° 6 33°0 58:77 


7 Cf. Beck (1, 9) and Meltzer (40). The latter article also gives a few of Beck’s results with a contrasted 
group of adult prisoners, who were generally much more constricted. 

8 Cf. Skalweit (63). Quartiles are given below the averages. In addition 23 cases of acute schizophrenia 
were tested; thev were generally similar but for higher F=- °, and B scores and lower O-° scores. 

® Dew includes Gzw and Ddzw responses. Do responses are included under Dd. 

10 (Fb) includes chiaroscuro responses of all types, equally weighted, since none of these investigators, 
except Ganz and Loosli-Usteri, followed Binder’s classification (cf. below, Section VI). 

n A V response is one given by r in 3 subjects (Meltzer), r in 5 (Linares Maza), r in 6 (Kerr, Guirdham, 
Ganz and Loosli-Usteri). 


| (11-3) (75-45) 
14'4 II'4 32-8 341 18 14°3 2 2a 
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(by the split half reliability method) that if an alternative form of the test 
could be applied to the same subjects, their two sets of scores would probably 
show very poor agreement, represented by an average correlation coefticient 
of only + 0-54 (66, pp. 181-4). Kerr (35) has recently retested a group of 
fifty children after a year; her correlations are closely similar, showing that 
the results obtained on the second occasion often differ considerably from those 
obtained at the first testing. The method of inter-correlating the scores on 
the separate categories is, admittedly, an unfair one, and it is particularly 
inappropriate because ordinary correlation methods always assume normal 
frequency distributions, while Meltzer has shown that none of the separate 
Rorschach scores conform to this type of distribution. Nevertheless, Hertz 
(32) claims that the scores which are obtained by her standardized procedure 
almost all yield reliability coefficients of about + 0-80 +024. Even a category 
such as the oligophrenic details (Do), none at all of which are given bv 50°, 
or more of normal subjects, attains a coefficient of + o-813.* She also con- 
firms some of the inter-relationships between different categories which 
Rorschach postulated, but which the present writer failed to find in the results 
of his own subjects. 

Norms.—A number of additional norms have been collected for various 
groups of adults and children; these are listed in Table I. Guirdham’s, 
Kerr’s and Elvin’s results should be especially useful to British investigators. 
The majority of Guirdham’s normal adults were nurses, hence they are pro- 
bably somewhat superior to the hypothetical average. In particular, as he 
points out, their M°% score is likely to be unusually high owing to their 
vocation ; 15% would be a safer average. Kerr’s children, aged 9-14 years, 
probably constitute a representative sample. 

Dubitscher (22, 23) has published results for various groups of diverse 
adult psychopathic patients, normal and abnormal children. These are not 
included in Table I, since he does not give exact averages or ranges, only the 
approximate ranges of scores among the majority of patients in any one 
group.f Moreover, his subgroups, belonging to the different psychopathic 
types, are mostly so small that their scores cannot be reliable. Nevertheless 
the characteristic psychograms of these subgroups are of considerable assist- 
ance to investigators engaged in differential diagnosis at a mental hospital. 
They are therefore indicated roughly in Table II in the form of deviations 
above or below the averages, either of the total psychopathic adult scores, 
or of the total normal children’s scores. 

On the whole, the agreement of the figures in Table I with one another and 

* The difference between these results may not be wholly due to Hertz’s better standardiza- 
tion of procedure. She may have used a more heterogeneous group of subjects, and her division 
of the blots into an odd and even numbered series (the scores on which were then inter-correlated) 
may be more appropriate than the writer’s attempted division into two equivalent series. 

+ In his paper on normal children, Dubitscher only gives graphs of the scores at ditterent 


ages, although his groups are far too small for age-group differences to be reliable. The nzures 
quoted in Table Il have been read off approximately from these graphs. 
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with previously published results is not very good, even when quite similar 
groups are compared. One reason for this is the divergence in the scoring 
standards used by different experimenters ; for instance, Kerr includes moving 
animals as B responses ; hence her B averages are higher than those of most 
investigators. A fundamental difficulty is the irregular manner in which 
the separate categories depend on the total number of responses. For example, 
one normal adult might give 5 G (whole) responses out of a total of 16; a second 
who possessed an exactly equivalent G tendency might give about 12 G 
responses out of a total of 60. The absolute number tends to increase with 
an increasing total, but the relative number or percentage G score tends to 
decrease. In order to establish really effective norms it would be necessary 
to tabulate different averages for each of the chief levels of total responses ; 
different tables should be prepared, say, for those who give 15, 25, 40, 60 and 
go responses. . 

Age differences.—Meltzer, Kerr, Linares Maza and Dubitscher note certain 
changes with age. Meltzer claims that extratensiveness increases with age 
from 6 to 14; but his tabulated results show the exact opposite, all his 6-7- 
year children and only 29°, of his 14-15-year children being extratensive. 
This finding is confirmed by the other three investigators. Owing to her 
large numbers, Kerr's data on the decrease in extratensiveness (see Table I) 
probably possess considerable statistical significance. Kerr’s figures also 
indicate a rise in G responses, in M% and percentage of anatomical responses, 
and (at least from Io to 16 years) a decrease in 7%. She does not score 
F + °,, but both Dubitscher and Linares Maza find that it increases fairly 
regularly with age. 

Sex differences —Such data on sex differences as can be extracted from 
Linares Maza’s and Kerr’s investigations confirm Rorschach’s and Behn- 
Eschenburg’s statements,* in showing that girls give relatively fewer whole 
and more detail responses; and that they tend more to extratensiveness, 
since they produce more FFb and F(Fb) responses. Though no reliable 
data are available at present, similar differences probably hold between women 


and men. 


III. SuBJEcT’s MANNER AND ATTITUDE TO THE TEST. 


Attitude to the test-—Stress has been laid in recent work on the subject’s 
manner or attitude, not only to the test as a whole, but also to individual 
responses (cf. 67). Binder (Ir) and M. Bleuler (12) admit that it is impossible 
to make many valid deductions about a subject if full co-operation is not 
obtained, and if he does not give his “ imagination ”’ free rein. An unexpected 
conclusion, to which several workers in child-guidance clinics have come, is 
that such rapport is less easily established with children than with adults, 


* Behn-Eschenburg, H., Psychische Schüleruntersuchungen mit dem Formdeutversuch. Bern: 
Bircher, 1921. Pp. 69. 
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even among children who are entirely co-operative at most tests. Other 
media of self-expression seem to provide better material for detailed inter- 
pretations of their emotional make-up. Loosli-Usteri (44) makes the interest- 
ing suggestion that young children do not readily grasp the notion that the 
shape of an inkblot is fortuitous. They think that the experimenter has made up 
the material in such a way that each blot, or each part of a blot, must represent 
just one animal, human being, or object, etc. This theory should be con- 
sidered in conjunction with Piaget’s work on the development of children’s 
mentalities. Grifhths also observed this attitude in 5-year-old children ; but 
she used a larger number of much simpler blots, not the Rorschach series, 
and showed only 3 blots a day to each child for 20 days, with very fruitful 
results.* 

Speed of response.—A useful index of the subject’s freedom of self-expres- 
sion, or of inhibition (conscious or subconscious), 1s the speed of response—that 
is, the total time taken over the test divided by the total number of responses. 
In adults the average specd is close to one minute a response, in children rather 
less. Oeser’s superior group of University graduates and undergraduates 
took 41 seconds,t and Guirdham obtained an average of 614 seconds among 
his 100 normal subjects, the more constricted subjects being slower. Kerr 
lists the average time taken over the first response to each blot by normal 
children. Nos. II and IV seem to be the most difficult (28 and 27 seconds), 
and Nos. VIII and V the easiest (11 and 14 seconds). As a general rule one 
can seldom hope for a satisfactory or revelatory psychogram from subjects 
who take much more than 14 minutes to respond. Big deviations above a 
subject's own average are highly significant, as in Jung’s word-association 
method ; they suggest the repression of a complex which has been stimulated 
by the blot. Such repression in the face of a coloured blot, e.g., No. VIII 
which Rorschach calls colour-shock, is highly symptomatic of neurosis. 
Guirdham’s “ staccato phenomenon ”’ is another type of distortion of the flow. 

Refusals.—Inability or refusal to give any response to one or more blots 
primarily indicates lack of rapport in the test situation, but it may also be 
interpreted as a sign of constriction, and probably of maladjustment of per- 
sonality. Table II shows that it occurred frequently in many of Dubitscher’s 
psvchopathic groups. The number was unusually high, also, among Elvin’s 
delinquents—an average of 1-05 per subject. But 20 of her subjects with 
introversive, extratensive or ambiequal Erlebnistvpen gave an average of only 
0-30, while the other 21 with constricted Erlebnistvpus averaged 1-76. 

Criticisms.—Fraenkel and Benjamin (25) have discussed the significance 
of criticisms offered by the subject, either of his own responses, or of the 
test material. Subjectkritik or self-criticism usually depends on a good 
intellectual level, but may sometimes show anxiety and inferiority feelings. 


* Griffiths, R., /magination in Larly Childhood. Fondon: Kegan Paul, 1935. Pp. 367. 
+ Oeser, ©. A., “ Some Experiments on the Abstraction of Form and Colour. Part IT: 
Rorschach Tests ”, Brit. Journ. Psychol., 1932, XXil, PP. 287-323. 
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Objectkritik or criticism of the blots is rather a sign of unimaginativeness 
and intellectual weakness. Criticisms of colour—e.g., a response to blot 
VIII: “ These are two animals; they might be bears but that they are pink ”’ 
—is a form of reaction to, or else a repression of colour and akin to colour- 
shock. Zsthetic appraisal of the blots, however, is more likely to occur 
‘among artistic subjects. Guirdham notes that subjects who say, “ All the 
blots look like parts of the body ”, or, “ They might all be flying creatures ”’, 
are of superior intelligence ; but this does not apply to subjects who frequently 
give identical responses to successive blots without any apology. Those who 
comment on the symmetry of all the figures are generally constricted. 

Subject’s manner.—The overt expression of feelings of pleasure or dis- 
pleasure, and prominent psychomotor activity such as illustrative gestures 
or poses seem to be characteristic of extratensive or ambiequal subjects ; 
they seldom appear among introversive or constricted persons. The manner 
of approach to each blot may supplement the indications derived from the 
Erfassungstypus and Sukzession ; e.g., the “ hare-brained ” and the systematic 
subjects will differ in the amount of time they will look at any particular portion ; 
the unintelligent have to be reminded that they can turn the blot upside down 
or sideways, and so on. Guirdham finds that subjects who closely scrutinize 
a portion of a black-grey blot several times from slightly different angles are 
looking for, and are likely to produce considerable numbers of chiaroscuro 
responses. Finally, the style of speech and vocabulary in giving the responses 
(as in any interview or test situation) throws some light on the subject’s 
intellectual level and other characteristics. 


IV. ERFASSUNGSTYPUS AND F+%. 


Organization responses —The most important addition to our knowledge 
of the significance of Erfassungstvpus (mode of apperception) is a study by 
Beck (1). He noted that several varieties of organization or synthesis of the 
inkblot material were possible besides the ordinary G responses to the blot 
as a whole, and he lists the frequency of each variety in each blot. For instance, 
adjacent details may be combined into a response, or details separated by a 
white space, or the white spaces themselves and the solid portions, or details 
of different colours, may be synthesized. Often such organizations of parts 
occur less frequently, and are therefore presumably more difficult to accom- 
plish, than G responses. For example, a G response to blot No. V is the 
easiest one to give; breaking up the whole and resynthesizing some of its 
parts probably requires much more mental effort. 

Several wnters have evinced dissatisfaction with G responses as an index 
of mental powers. Though Kerr found a positive correlation between their 
number and Binet I.Q. in one investigation, the agreement with a group test 
of intelligence was zero in a later study. In similar experiments Hertz found 
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a low positive, Meltzer a low negative agreement. Meltzer noted that many 
of the G responses were very vague, lacking any definite concrete content 
and therefore involving no real organization. Similarly Ganz and Loosli- 
Usteri discovered as many, or more, G responses in defective as in normal 
boys, but observed that a large proportion of those given by the former group 
corresponded poorly to the shape of the blot, i.e., were GF — responses.* Again, 
Guirdham found almost as large a proportion of G’s in epileptic patients 
(many of whom were oligophrenics, or showed gross mental deterioration) as in 
normal subjects, but such responses were often very inferior in quality. Only 
about half of the G responses of Skalweit’s schizophrenic patients were of the 
primary, good quality, kind. 

We may conclude, then, that ordinary G responses which are frequently 
given, particularly GV responses, are no criterion of a subject’s power of 
organizing ; nor are GF— O-— reponses, nor the confabulatory G responses 
characteristic of psychotics. But GF+O-+ and most combinatory DG 
responses are significant, as also are any of the unusual types of syntheses of 
details described by Beck. It is not easy to present any definite standards 
for classifying such “ good organization ” responses, since their sharpness of 
form and their originality or unusualness have to be taken into consideration, 
as well as their apperceptive features. The present writer’s practice is to 
add the symbol “ g’’ when classifying a response which seems to conform to 
these conditions. Among subjects of average intelligence, about 10% of all 
the responses are so designated, in a superior University group about 20%. 
It is probable that these “g ” responses may yield a considerable corre- 
Jation with intelligence when they are more strictly defined (e.g., by means of 
the above-mentioned table of responses) and more carefully recorded in a large 
group of subjects. Guirdham also discusses the relation of some of Beck’s 
detail-synthesis responses (which he calls “incorporation responses”) to 
intelligence. 

Dd, Do, Dzw.—The Dd, or unusual detail, responses are probably more 
frequent in subjects of low intelligence. Hertz and Meltzer report small 
negative correlations with I.Q., and Guirdham finds that they constitute some 
13°, of all the responses of epileptics as contrasted with about 74°, among his 
normal subjects. The evidence with regard to Do (oligophrene details) is 
conflicting ; Hertz obtains the expected negative correlation with intelligence, 
Meltzer fails to; Dubitscher claims that they are much more common in 
defective than normal children ; Ganz and Loosh-Usteri find no difference, and 
state that if they signify anything it is “inhibition of thought processes ”’ 
rather than feeble-mindedness. Some other investigators have given up 


* Reference mav be made here to Lewin’s discussion of the defective mentality in the light 
of Gestalt psychology (40). He also does not accept the bald fact, * X tends to perceive wholes 
in greater degree than Y ” as a sign of X's greater intelligence. 
l Reymert and Hartmann (53) report no correlation between the Knox cube test of practical 
intelligence and undefined scores on the Rorschach test. 
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recording them separately from Dd responses. Both Dd and Do are related 
to neurotic tendencies and emotional instability, according to Hertz’s experi- 
ments. The significance of Dzw responses (oppositional or white-space 
details) is also rather obscure. Their incidence is no higher than normal in 
such anti-social groups as Elvin’s delinquents or Guirdham’s epileptics. Among 
113 chronic or acute schizophrenic patients Skalweit obtained an average of 
only 1-02. They did, however, occur among 80°, of Skalweit’s 19 cases of 
dementia paranoides (average 1-79 per patient), and only among 35°, of his 
37 paraphrenics and hebephrenics (average 0-60). It may be seen, also, 
from Table II that they were most prominent in Dubitscher’s “ sthenic ” 
psychopathic types. Both Meltzer and Hertz provide some slight evidence 
of their relationship to negativism and maladjustment. 

I'+°.—In spite of the difficulties of scoring, the proportion of good forms 
seems to give the most consistent correlations with intelligence tests. Hertz 
finds the unusually high multiple correlation coefficient of + 0-556 + -03 
between a group intelligence test and a battery of Rorschach scores, #+°,, 
D, Do and 0+%, of which F+°% is the chief component. Meltzer also 
obtains positive results, and Ganz and Loosli-Usteri show that the chief 
respect in which mentally defective children’s psychograms differ from those 
of normal children is in 7+%. Similar differences between psychotic patients 
and normals are reported by Levy and Beck, Guirdham and Skalweit. Though 
the production of good form responses is said to represent precision and 
definiteness of mental processes, it should not be forgotten that their significance 
is dependent also on the richness of the psychogram as a whole. High intelli- 
gence should only be inferred from high F+° when B and O+°, are high, 
the Zrfassungstvpus well balanced, and the contents of the responses unstereo- 
typed. A similar rich psychogram with moderately low #+°% indicates an 
artistic rather than an intellectual mentality, since F°,+ correlates negatively 
with artistic inclinations (cf. 66). But a high F+°, associated with con- 
stricted Erlebnistvpus and a preponderance of unoriginal detail responses 
shows pedantry and meticulousness. Thus we should expect, as we actually 
find, the correlation of F+°% with intelligence to be positive but rather small. 


The estimation of intelligence, and qualitative features of intellect—Although 
all the separate categories of response yield poor correlations with intelligence 
tests, it is possible to make fairly accurate estimates from the Rorschach test 
considered as a whole. In six published investigations the average correlation 
of separate scores (namely G, B, F+°, and O°,) was only + 0:25. If they 
were combined by the multiple correlation technique, they would still only 
predict intelligence to the extent of a correlation of about + 0:40. The 
present writer, however, attempted to estimate the I.O.'s of children from their 
Rorschach results and their manner while taking the test; his judgments 
correlated + 0-78 + -062 with independent Binet test results (67). With 


1935.] BY P. E. VERNON, M.A. 905 


more experience a still better figure might be obtained. But it should be 
pointed out that the Rorschach test was never meant to give quantitative 
measures of any particular capacities or abilities, and that it certainly cannot 
replace standardized aptitude or intelligence tests. The Erfassungstypus, 
F +°% and the Sukzession (i.e., the regularity of sequence of responses) should 
be regarded, rather, as an illustration or sample of the characteristic cognitive 
processes of the subject, and of their balance or one-sidedness. From this 
point of view they are a valuable supplement to, not a substitute for objective 
tests. The present writer has shown that several other modes of expression, 
such as drawings, literary style, handwriting, Lowenfeld’s mosaic test, etc., 
may be expected to yield similar qualitative pictures of the intellect ; he is 
engaged on experiments which should demonstrate the. extent of these 
resemblances or inter-consistencies. 

We will turn now to the consideration of the Rorschach test in relation 
to affective and conative factors in personality. 


V. ERLEBNISTYPUS. 


Movement responses.—The origin and significance of B (movement) responses 
has been discussed by several writers, Bustamente (16) (a Spanish psvcho- 
analyst, who follows Furrer*), Binder (11) and Shuey (62). The following is 
an attempted synthesis of their views. B responses are ultimately an expres- 
sion of man’s fundamental psychic dynamism or libido. In primitive man 
the basic sexual energy was freely sublimated into a variety of activities, such 
as display, dancing, artistic creation, fighting, etc. But at a more advanced 
level of civilization such direct psychomotor expression became repressed, 
and there developed coincidently man’s inner phantasy hfe. A B response 
involves a partial identification of the subject with the moving figure which he 
projects on to the blot ; owing to this symbolization mechanism, the dynamic 
impulse escapes censorship on its way up from the unconscious. Thus the 
introversive (who gives many Bs) is a civilized person, characterized by intro- 
spectiveness and artistic creativeness, but 1s deficient in overt expressiveness. 

Certain recent experimental results may be cited which fit in with this 
claim. Although there can only be a small direct correlation between B 
responses and intelligence, yet its incidence is much higher in cultured than 
in uncultured persons ; for instance, Beck obtained averages of 8:13 and 1:35 
in superior adults and prisoners respectively. Introversiveness is also akin 
to Spranger’s spiritual or personally religious type, according to experiments 
by Stromwall with the Allport-Vernon Study of Values test (18). Bailey (6) 


* Furrer, A., “ Ueber die Bedeutung der‘ B’ im Rorschachschen Versuch ”, Imago, 1925, Xi, 


pp. 362 -5. 
For a further discussion of introversivensss see Gutrdham (29). A detailed study of B 


responses Is promised by Fraenkel and Benjamin in the near future. 
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has pointed out an interesting parallel between McDougall’s conception of 
introversion and Rorschach’s introversiveness. McDougall proposed to use 
the speed of fluctuation of reversible perspective figures, i.e., a kind of internal 
psychic motility, as a test of introversion. Though this test fails to correlate 
with the psychometrist’s rather artificial measures of introversion-extra- 
version, yet it does differentiate cases of dementia pr&cox from manic-depres- 
sive psychosis (cf. Guilford, 28). Moreover, among 25 undergraduate subjects 
tested by the present writer, the speed of fluctuation of a “ staircase ’ figure 
correlated + 0-42 with Rorschach’s introversiveness (B°,-ZFb°,), and only 
+ 0-13 with various measures of introversion. Subsequent observations 
confirm this finding,* though the correlation is only moderate; for sensori- 
motor tests never do give consistently high agreement with emotional or 
intellectual traits. 

Colour restonses.—Colour responses, on’ the other hand, signify a less 
sophisticated level of development, where there is an easy and direct relation- 
ship between the individual’s affective life and his social and physical environ- 
ment. The extratensive (in whom colour responses predominate) readily 
expresses himself outwardly, and has less “ inner life”. There can indeed 
be no doubt that ZFb is somehow related to emotional factors; Levy and 
Beck find an average score of 6-7 in 14 manic or hypomanic patients, Guirdham 
an average of 0-51 in 50 depressed cases (taken at random from various types 
of mental disorder). Both Kerr, Ganz and Loosli-Usteri and Dubitscher 
confirm the presence of higher colour scores in defective than in normal children. 
An experimental finding by Hertz is also relevant ; she obtained quite a high 
correlation between colour responses and ascendance or dominance in social 
relationships on the one hand, and between movement responses and sub- 
missiveness or withdrawingness on the other hand.f 

Probably the total colour score is of less importance than the schema of 
the affective life, provided by the proportions of the different types of colour 
responses. Binder, Bleuler and Kretschmer (37) suggest that the more unstable 
varieties (Fb F and Fb) imply egocentricity, and are therefore more often 
introversive than extratensive. The disparity was especially marked in 
Skalweit’s chronic and acute schizophrenic patients, who gave an average 
of 0-83 FFb, but 1-39 Fb and 1:96 FbF responses ; the preponderance of colour 
uncontrolled by form was greatest in the most disintegrated cases. Among 
Guirdham’s epileptics the total colour score was subnormal, but the relative 
number of adaptive FFb responses was especially low. The very high FbF 


* The B scores of 36 subjects, omitting Bal or DaB responses, were compared, not with YF», 
but with the total number of colour responses and the number of extratensive FUP hi responses. 
It was then found that the more introversive half of this group had a fluctuation rate exactly 
double that of the more extratensive half, namely, 15°4 and 7°7 a minute ; the difference between 
the two averages is practically tive times its P.E., and is therefore statistically sienineant. 

+ A similar, though smaller correlation, namely, -- 0°47 + ‘11, was found by the present 
Writer among 25 undergraduate subjects who were given both the Rorschach test and Allport’s 
test for ascendance-submission, = 
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and Fb scores of Meltzer’s group of stutterers (cf. Table I) is also noteworthy, 
though the author has not yet compared them with the scores of a control 
group of normal children. Hertz found that FFb responses were higher in 
subjects who obtained low scores (indicative of stability) on the Woodworth 
Psvchoneurotic Inventory, whereas both FOF, Fb and B responses correlated 
with high scores on this test. 

Erlebnistvpus.—In view of such findings, Binder is distrustful of the 
mechanical calculation of Evlebnistvpus from the total number of B responses 
and the total colour, score. Movement responses which are very commonly 
given (BV) should, he thinks, weigh less than original or uncommon ones. The 
more stable FFb and some of the chiaroscuro F(Fb) responses (to be described 
in the next section) are the best indicators of extratensive adaptation. Regard 
should also be paid to the content of responses, which is closely bound up with 
Erlebnistvpus (cf. Section VII). Two other qualifications are pointed out by 
Guirdham. ‘The production of an elaborate dramatic scene may not be a true 
movement response, but rather an example of the fantastic confabulation to 
which psychotic patients are especially prone. And the naming of colours 
in the blot, although it occurs frequently among psychotics, does not necessarily 
imply a violent affective reaction to colour, as Rorschach assumed, but 
may be merely an unimaginative type of descriptive or definition response. 
Skalweit similarly discounted these responses, which he calls FON. 

An extended discussion of the relationship between Rorschach’s and other 
typologies, such as Jung’s, was given in a previous paper (66, pp. 188-97), 
and there is little fresh material to add. The origins of extratensiveness and 
introversiveness, as traced out above, are very different from the origins of 
extraversion-introversion. Moreover they should not be conceived as opposed 
types of adaptation, since they are so often both present or both absent ; 
rather they represent different levels of personality.. The amount of free 
affect, and its control by intellectual or volitional forces, or by neurotic 
repression, may be quite distinct from the deeper psychomotor impulses which 
emerge in creative phantasies and in movement responses. Guilford (28) 
suggests that Rorschach’s and Jung’s types should be compared experimentally. 
But the present writer's experiments, and some work by Bailey, show that the 
overlap is small (Bailey ascribes this to the inadequacy of questionnaire self- 
rating tests for measuring extraversion). The relationship with Kretschmer’s 
constitutional types has been further studied by Dubitscher and Skalweit. 
The former confirms the earlier findings of Munz and Enke,* but the latter's 
schizophrenic patients showed the opposite trend, since their inkblot responses 
were quite unlike those of normal schizoids or schizothymes (cf. Section VIII). 
The only other recent objective work on the Rorschach test and other typologies 
seems to be that of Kerr (35), who found zero correlations between certain 
scores and motor perseveration tests. 


* A useful summary of these findings is given by Kretschmer (37). 
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VI. CHIAROSCURO. 


Classification of F(Fb) and Hd responses.—Probably the most important 
contribution to the literature of the test since Rorschach’s own publications 
is the lengthy monograph by Binder on Helldunkeldeutungen or chiaroscuro 
responses. It contains far more material on the psychology of inkblot responses 
of every category than can be summarized here ; but in particular it amplifies 
our knowledge of these responses to the shadings of the blots about which 
Rorschach said so little. The chief varieties to be distinguished are, first, 
the true F(Fb) responses which always refer to well-defined detailed lines and 
shadings within the grey (or coloured) areas ; they are highly differentiated, 
and often described minutely by the subject. They are almost always DF + 
or DdF +, not GF —, and since shape is so important, (Fb)F or (Fb) responses 
are never found. Contrasted with these are the Hd responses which are based 
on a more general or diffuse impression of the blot as a whole, or of a major 
part of it; they are generally F —, and they may be subdivided (like colour 
responses) into FHd, HdF or pure Hd responses according to the relative 
importance of the outer shape or the inner shadings. Their content is usually 
taken from nature, or they are abstract (e.g., “ black thunder- clouds approach- 
ing ’’), whereas the contents of F(Fb) responses are generally animal or human 
figures, or detailed landscapes. In Gestalt terminology, the chiaroscuro 
features possess “ figure ’’ properties in the one, “ round ”? properties in the 
other ; or, as Binder puts it, the determining factors are the Farbgualitat 
and the Farbquantitat of the grey.* Binder’s averages, given in Table III, 
show that the one is more frequent in normal subjects, the other in abnormal 
groups. 


TABLE III.—Binder’s Norms for Chiaroscuro Responses. 


Subjects. eae F(b)  FHd.  HdF. Ha. 
51 normals . š . 45I . OF . O*D O-l 0-0 
101 psychopaths . >. 302 u O2 a 32 II O-l 
-58 neurotics f e 424 = 04 a 27 o5 o'I 


Significance of chiaroscuro responses.—From this result Binder concludes 
that they differ greatly in psychological significance. Evidence is ałso derived 
from the inter-variations of the responses with scores on other categories, from 
the study of individual patients, and from clinical exploration of particular 


* The classification of chiaroscuro responses is probably no more difhcult or subjective than 
that of any other category. Certain pseudo-chiaroscuro reactions have to be discounted, 
such as (1) sharply defined black patches within the grey where shape and not shading 1s the 
sole determinant ; (2) the very frequent answers such as bats, animal hides or rehef maps where 
shading may play some part but is not specifically stressed by the subject; (3) intellectual and 
sophisticated references to shading as an afterthought, or as a reminiscence that carries no 
emotional tone ; these generally signify mere striving for originality. 
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chiaroscuro responses, e.g., by free association. In discussing their inter- 
pretation he makes a distinction between “ central ’’ and “ peripheral ’ levels 
of personality. These do not correspond exactly to the “ instinct-intelligence ”’ 
dichotomy, but do coincide closely with protopathic-epicritic. Following up 
some observations of Christoffel (19) on the influence of affective disturbances 
on black-white (scoptopic) as contrasted with colour and form (photopic) 
vision, he suggests that Hd responses resemble scotopic vision and refer to the 
central, and fundamental temperamental dispositions which give rise to 
diffuse, non-directional feelings; whereas F(Fb), like FFb, responses are 
photopic, they are less strongly personal or subjective in tone and refer to the 
‘“ smaller ’’ peripheral, more specific, emotional adjustments. Thus F(Fb) 
responses generally signify good intellectual level with well-developed self- 
control and sense of reality, moderation rather than inhibition, and a flexible 
though mainly “ peripheral ” affective adaptation. Subjects who give several 
of them are open to artistic impressions, but are seldom intensely moved. 
Two sub-groups may sometimes be distinguished: First the “ depressive- 
anxious ’ type of responses (e.g., gloomy landscapes), which imply dysphoric 
moods and a negative, sensitive, anxious type of adaptation ; these generally 
appear in subjects whose FFb responses are chiefly based on the cold blue 
and green colours. Secondly, there are the F(Fb) responses with euphoric, 
pleasant tone (e.g., idyllic landscapes, stately buildings, or sympathetically 
described men and animals) ; these usually accompany FFb responses based 
on warm red and yellow colours, and they signify a tender, delicate, positive 
and empathic adaptation.* 

The true Helldunkeldeulungen are rare in normal subjects; they always 
indicate either Sfimmungslabilität or Verstimmung. These terms are generally 
translated “ lability of mood ” and “ depression ’’, but Binder seems to use 
them in the sense of “ temperamental instability ” and “ temperamental 
abnormality ”. The extent to which these psychopathic or neurotic tendencies 
are under conscious control is indicated by the relative proportions of Hd, HdF 
and FHd responses. Labilitat is to be inferred when such responses are given 
(usually as the first association) to two or more blots which may be far apart 
in the series; whereas Verstimmung generally leads to a greater degree of 
perseveration, several Helldunkeldeutungen of similar content being given to 
the same or to immediately successive blots. A great many minor varieties 
are distinguishable which, when considered in conjunction with other features 
of the psychogram, serve for differential diagnosis of various types of neurosis, 
or of the various psychopathies described by Kahn; but it would take too 
long to discuss them here. 

Other work on chiaroscuro responses.—So far the only investigators who have 
made use of Binder’s discoveries are Ganz and Loosli-Usteri. In a group of 


* The dysphoric F(Fb) responses correspond most Closely to Rorschach and Oberholzer’s 
original interpretation of chiaroscuro; the euphoric correspond most closely to Munz's alterna- 
tive interpretation, 
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normal boys, only 5°, gave any Hd responses, while 21°, of defective boys 
gave some. The present writer has observed them in a large proportion of 
cases at a child guidance clinic. He has found also that they never occur ın 
children who produce patterns out of the white and coloured pieces of the 
Lowenfeld mosaic test, but are fairly common in children whose mosaics 
contain a lot of the depressive black pieces. 

The importance of chiaroscuro was also discovered by Guirdham indepen- 
dently. Unfortunately he did not distinguish between FHd and F(Fb), but 
(following a suggestion made by the present writer) classitied both as FCh: 
HdF responses were called ChF, and Hd were Ch. Clearly his averages among 
normals and epileptics, especially among patients who showed the “ classical " 
epileptic, or neurotic, traits (g.v.), fit in excellently with Binder’s claims: 
and his observations on the susceptibility of such responses to psvcho-analvtic 
interpretation provide valuable confirmation. 


VII. ORIGINALITY AND CONTENT. 


Rorschach himself laid much less emphasis on content of responses than on 
the other categories. The few claims which he made for the significance of 
T°,, M°, anatomical responses, O°, and V° are in general substantiated 
by later work, and in addition more interest has been taken in the qualitative 
analysis A contents. 

O°9, V2a.—The proportion of “ good ” original answers, O--°,, does seem 
to give some correlation with intelligence, according to Hertz and Bleuler. 
But the poorer, more bizarre O— responses are more closely connected with 
unconventionality of mental processes and with poor social adaptation than 
with intellectual factors. The commonplace V responses possess the opposite 
significance. Thus Kerr finds an average V°% of 21-7 in 100 normal children,* 
17-96 in 100 mental defectives, and a still lower average of 15°54 in 75 mal- 
adjusted children at a child-guidance clinic. A similar difference appeared 
among Guirdham’s normals and epileptics ; and the proportion of O- responses 
was extremely high in the latter group and in Skalweit’s chronic schizophrenics. 
Hertz finds that V°% correlates positively with social ascendance, and with 
emotional stability ; whereas O°, correlates with instability, O+ being asso- 
ciated chiefly with “ peculiar ideas and delusions” and O- with “ anti- 
social tendencies ”. It should be noted that cultured and artistic persons 
may also give high 0°, (chiefly O+) and low V°; their mental processes 
may be unconventional without their necessarily being socially maladjusted. 

04, Ma. —T°%o (the proportion of animals) was identified by Rorschach 
with “ stereotypedness ” of mental processes. This is confirmed by Kerr and 
Guirdham, who show that it is highest in persons whose Erlehnistvpus is 
coarted or coartative. Hertz and Meltzer confirm the results of several 


* In a later study, with normal children, Kerr's average was even higher, namely. 27°. . 
Like 1.00sli-Usteri, she found a tendency for the figure to vary with age, the older children being 
more conventionalized, 


1935. ] BY P. E. VERNON, M.A. gII 


previous investigators, who found no correlation between T°% and intelligence, 
and Hertz shows that it tends to correlate positively with social ascendance 
as opposed to submissiveness. Since it implies “ ordinariness ” of personality, 
its lowered incidence in mentally disordered patients such as manics, epi- 
leptics and schizophrenics is also significant. Stereotypy in mental 
disorders is perhaps better shown by the proportion of parts of human figures, 
fd°,, which is especially high in depressive states, in epilepsy and in certain 
tvpes of schizophrenia. For example, a paranoid patient described by 
Prados y Such and Linares Maza (52) gave the record number of 1,722 
responses (in 63 hours), almost all of which were DdF-MdO—. Zulliger (69) 
suggests that when Md°, is higher than M° (whole human figures) among 
children, anxiety or disturbance of social adjustments may be inferred. Kerr 
notes that M°% is higher in introversive than in extratensive or constricted 
children, and that Object? 1s highest in extratensives ; this fits in with the 
claim that introversives are more interested in artistic phantasy, extratensives 
in practical affairs. 

Definition, anatomical, three-dimensional and other contents. —Definitions or 
descriptions of the blots, without any interpretation, are akin to Object 
responses, in that they go with a predominantly extratensive Erlebnistypus, 
according to Guirdham and Elvin. But they are uncommon in normal 
subjects ; they occurred eight times as frequently in epileptics as in normals, 
and their incidence was even higher, namely 3:1°,, among Elvin’s delinquents 
than among Guirdham’s epileptics. Rorschach associated these responses 
with an “intelligence complex "’ ; according to Guirdham they may appear 
both in the grossly deteriorated and in subjects of rather high intelligence. 
In Elvin’s investigation, those delinquents who produced them were, to a 
statistically significant extent, more intelligent than the rest (the average 
Binet M.A.’s were 14:44 and 12-92 years). 

Why anatomical responses (skeletons, dissections, etc.) should also be higher 
in extratensives is not so obvious. Rorschach identified them with hypo- 
chondriacal tendencies ; possibly introversives are less inclined to melancholy 
brooding. Dubitscher states that they occur very frequently in hypochon- 
driacal psychopaths. Hertz finds Anat.°, to be high in children diagnosed 
as emotionally unstable or neurotic by the Woodworth-Mathews questionnaire, 
and the present wnter notes some association with the preference for 
“ depressive ’’ black pieces in the Lowenfeld mosaic test. The increase of 
such responses with age is suggestive ; Kerr obtains 0-4, 2:4, 3:4 and 4:2% in 
7-8-, 9-12-, 13-14- and 15-16-year children, and Elvin’s 16-year delinquents 
gave 5:390- 

Elvin’s data confirms most of the relationships that we have mentioned 
between content and Erlebnistypus, and shows in addition that thıee-dimen- 
sional responses (such as landscapes, relief maps, clouds and architecture) 
are most prominent in introversives. These responses, which are often F(Fb) 


‘ 
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or FHd, do seem to indicate feelings of insecurity and wish fulfilments, as 
Rorschach suggested. No norms are available; but their average incidence 
in Elvin’s delinquent group was 15%, which is probably very high. For the 
proportion was only 12% in 25 of the writer's normal subjects, although this 
group showed a much greater degree of introversiveness than Elvin’s. 

Certain other types of content, not previously systematized, are described 
by Guirdham, which may be of considerable significance even though their 
incidence is small. These include purely abstract answers, geometric and 
pictorial, and characterization or “essential quality ’’ responses. Most of 
these go with a high artistic or intellectual level, and they are otten good 
material for psycho-analytic exploration. 

Qualitative analysis of content—We may conclude that the quantitative 
scores on the various content categories described above reveal little that is 
new about the subject, but that they supplement the indications derived from 
the other categories as to his intellectual, artistic and emotional characteristics. 
In addition they sometimes reflect his chief interests or his vocation. Probably, 
however, the manifest content of a response is far less significant than its 
latent meaning. Guirdham points out that although the epileptic gives more 
sex, ego, religious answers and answers concerned with wounds and fits than 
do normals, yet the influence of his chief preoccupations on his reactions is small, 
the average of all such responses being less than 2 per patient. Thus interests, 
sentiments and complexes are seldom directly expressed; symbolism and 
disguise, witting or unwitting, should be expected as frequently as in dreams. 

In actual practice the deduction of some of the chief mechanisms in the 
personality from the Erfassungstvpus, Erlebnistypus and the quantitative 
content scores is only the beginning of the interpretation of the test results. 
It tells little about the specific emotional situation in the subject or patient. 
Much greater skill and experience is necessary for the next stage, which has to 
be based not only on the content of particular responses, but also on the 
numerous cues provided by the subject’s manner in responding. When there 
is great hesitation or emotional tone, or criticism (cf. Section III), that response 
is probably related to some complex, just as in Jung’s word-association test. 
Binder draws attention also to “ lapses into conventionality ’’; a particu- 
larly significant B, Hd, Fb or F (fb) response is often followed by responses 
of a type poorer than the subject's own average. Still more suggestive is the 
perseveration of a similar content throughout several movement, cclour or 
chiaroscuro responses.* Guirdham gives a full description of the perseveration 
phenomenon in epileptics. It should be noted that perseveration of anatomical 
responses, though certainly abnormal, is not confined to epilepsy ; the present 
writer has obtained it in various types of psychosis and psychoneurosis. Among 
neurotic or psychopathic persons, a fruitful method of attack is to ask for free 


* Griffiths (op. cit.) found that the perseveration of similar contents in the responses of a 
5-year-old child to her inkblots gave an important indication of the child’s chief emotional 
conflict or complex. 
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associations (after the experiment) around these perseverating or other complex- 
determined responses. It is, of course, impossible to summarize any fixed 
principles in this qualitative interpretation; but Rorschach’s posthumous 
article,* together with Furrer’st and Binder’s monographs (both unfortunately 
out of print), are full of illuminating suggestions, which are of the utmost 
value to those who wish to make the greatest possible diagnostic use of the 
Rorschach test. 


VIII. APPLICATIONS OF THE RORSCHACH TEST. 


Applications in clinical practice and guidance—MacCaiman (46) and the 
present writer (67) discuss the uses of the test in clinical practice. They 
conclude, as also does Burt (15), that it is most valuable in the diagnosis of 
neurotic cases, since it provides considerable insight into the underlying 
mechanisms or dynamics of the personality, and so serves to integrate or to 
make more meaningful the scattered data obtained in the ordinary case-history, 
or from objective tests. If applied to cases who are undergoing a detailed 
analysis it may assist in the preliminary exploration, and may sometimes 
open fresh avenues when a stale period is reached. Rorschach recom- 
mended its application later in the treatment, to show whether the initial 
complexes and inhibitions were resolving. But a parallel series of blots is 
badly needed if the test is to be given twice to the same patient. Ina 
mental hospital it is less useful because of the amount of time it takes, and the 
skill required in interpretation. Psychotic patients are often very slow, and 
they all tend to give rather similar results, with the exception of such contrasted 
groups as manic and depressed cases. In some early or mild cases, however, 
where there is little deterioration, it may give considerable help in diagnosis. 

Among children it is likely to be more revealing than verbal analysis, 
but, as we pointed out above, the material is often too difficult for them ; 
when they do take to it readily, it should yield data similar to that obtained 
by play techniques. The present writer finds it particularly useful in voca- 
tional guidance of adolescents, not, of course, as a substitute for aptitude 
tests, but as a means of interpreting the structure of the personality which 
underlies the more objective manifestations. Also it throws light on artistic 
and creative tendencies which are but poorly covered by tests in more general 
use. Biäsch (Io) describes its applicat ons and limitations in vocational 
guidance, classing it with graphology and dream analysis as “ methods of 
insight through expression ’’.{ It is even said to have been of value in a 
battery of selection tests for bar-straighteners, according to Dériaz (21). 

* Rorschach, H., and Oberholzer, E., “ The Application of the Interpretation of Form to 


Psvcho-analysis ”, Journ. Nerv. and Ment. Dis., 1924, 1X, pp. 225, 359. 

t Furrer, A., Der Auffassungsvorgang beim Rorschachschen psychodiagnostischen Versuch. 
Zurich: Buchdruckerei Zur Alten Universitat, 1930. 

t Biäsch sometimes gives it to two children simultaneously, in order to see how far they 


influence one another. This is an interesting extension of Henning’s Zwetpersonen Experimente. 
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Applications in research on personality.*—The Rorschach test has been 
used in a number of investigations of personality and of mental disorders. 
For instance Guttmann employs it in studying the influence of mescaline on 
depersonalization symptoms; considerable changes in the psvchogram, 
inconsistent in direction, are found under conditions of mescaline intoxication.t+ 
Somewhat similarly, the alterations of personality under hypnotic suggestion 
are being investigated by Hackebiis (31). Monnier (50) reports that malanal 
treatment of general paralysis affects a patient’s Rorschach responses in the 
direction of greater stabilization; Levy and Beck (3) quote the results of 
successive applications to patients in acute and hypomanic states, and Skal- 
weit (63) discusses the responses of twenty patients who were given the test 
several times during the development of acute schizophrenia. Such work 
is hampered, however, by the lack of a parallel series of inkblot material. 

That the Rorschach test is an instrument which may throw fresh hght on 
problems of personality and insanity is indicated by Guirdham’s study of the 
epileptic reaction type (30). Skalweit also tested ninety mixed cases of 
chronic schizophrenia, with somewhat surprising results (see Table I). He 
found the typical psychogram to be quite unlike the psychogram of normal 
schizoid subjects tested previously by Munz and Enke, and to disagree in 
some respects from Rorschach’s tables. The chief difference occurred in 
Erlebnistypus, the majority of the patients being ego-centric-extratensive 
instead of introversive. Since early cases of acute schizophrenia showed more 
resemblance to the characteristic schizoid profile, he concludes that 
there is a distinct break or a qualitative difference between the pre- 
psychotic and the disintegrated psychotic personality. Bleuler (12) points 
out that these results are common to most psychotic patients, and even to 
normal persons when drugged or intoxicated. But he criticizes Skalweit's 
conclusions on the grounds that other factors, such as intelligence and race, 
were not controlled, and these might in part account for the differences between 
Skalweit’s and Rorschach's patients or Munz’s subjects ; also because the test 
results depend so largely on the patient's attitude, and changes would occur 
when a patient entered a hospital or institution quite apart from alterations 
in his personality. Skalweit has recently answered these objections (64). 
showing that the most intelligent patients in his group gave much the same 
responses as the less intelligent, and were similarly distributed according to 
type of disorder. A further criticism, that schizophrenia is not a single entity, 
appears to be met by Skalweit’s discussion of the differences between his various 
clinical types. Cases of paraphrenia showed the best F-+°,, B, To, etc. ; 
catatonics gave the most Dd and the poorest Sukzession, hebephrenics the most 


* No special mention need be made of research where the test is not used diagnostically, 
such as Carl’s study of the apprehension of meaning by exposing the inkblots (among other 
material) :tachistoscopically. He found that similar associations were aroused in 2 to 5 
thousandths of a second as in unrestricted time (17). 

+ Personal Communication ; cf. also Discussion of, Mayer-Gross, W., “ On Depersonaliza- 
tion ”, Brit. Journ. Med. Psychol., 1935, XY, p. 124. 
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egocentric colour responses; cases of dementia paranoides were inter- 
mediate. 

The psychology of personality is discussed by Beck in three detailed 
articles (7, 8, 9). He assumes that the whole of personality can be covered 
by the balance or interplay of the four chief categories of inkblot responses— 
form perception (F+°,), organizing energy (G + ‘‘g’’), affective drive (=F), 
and creative activity (B)—together with environmental influences. But his 
conception, in spite of his insistence on the multi-dimensionality of personality, 
hardly seems to do justice to the Rorschach test. It may be true that we can 
deduce a fairly complete picture of an individual’s personality by interpretation 
both of the psychogram as a whole and of the contents of the responses, but 
such deduction certainly cannot be based merely upon a mechanical comparison 
of the four factors which he selects as fundamental. 

Other recent examples of the application of the Rorschach test will be 
briefly mentioned. Loosli-Usteri (43) found that it showed significant 
differences between the personalities of children reared in institutions and 
normal children. Luithlen (45) introduced the Rorschach types in his analysis 
of leadership in children, though he did not actually apply the test. This 
study, together with the peroration of Skalweit’s monograph, suggest that the 
test is in process of accommodation to the contemporary German Weltan- 
schauung. Racial differences might be explored, since the inkblot material 
is less open to the objection of cultural determination (except as regards the 
content category) than most tests. Few comparable results are available at 
present, but Spanish and English children seem to be somewhat more intro- 
versive than Swiss, and French ones more extratensive. Bleuler has tested 
a number of Moroccan Berbers and Arabs (not yet published). It will be 
surprising if data on the Evlebnistypen of Nordics, Jews and negroes are not 
soon forthcoming from Germany and America. 

Further research on problems of heredity has been carried out by Bleuler (2), 
Koehn (36), Saudek (60) and Kerr (35). Koehn used the test in studying 
twins, but quotes no results with it. Saudck found it of value in interpreting 
the personalities of a pair of identical twins reared apart, to whom grapho- 
logical analysis and other more objective tests were applied. Bleuler points 
out that geneticists and psychologists have tended to exaggerate the distinction 
between intellectual and affective functions ; he considers intelligence as an 
abstraction which does not exist in real life, where every reaction of a human 
being is both cognitively and affectively determined. Hence he hopes that 
the Rorschach test will reveal more fundamental variables than the I.O. 
He claims positive results from the study of twins, siblings, orphans, etc. ; 
and Verschuer obtained greater resemblances between the scores of 23 pairs 
of identical twins than between those of 23 pairs of fraternals (5). Kerr, 
however, has failed to substantiate Verschuer’s work ; she found that the 
resemblance in Erlebnistyfus, G responses, V%, etc., was not significantly 


LXXXI. 60 


g16 RECENT WORK ON THE RORSCHACH TEST, [Oct., 


greater among 27 pairs of identicals than among 87 pairs of fraternals, and that 
inter-twin correlations were very low. We will consider some possible reasons 
for this poor result in the next, concluding section. 


IX. CONCLUSIONS. 


We have only to recall the inadequate statistical reliability of the Rorschach 
test, the variations in methods and standards of scoring adopted by different 
investigators (i.e., the dependence of its results upon the investigator), the 
effects of the subject’s temporary attitude and the distorting consequences of 
imperfect co-operation, to realize that it is not a suitable instrument for 
large-scale objective researches. Owing to these defects it is not surprising that 
so much of the would-be scientific work with the test is inconsistent and 
contradictory. Correlations with intelligence or other tests vary greatly in 
different studies; similar groups, normal and abnormal, sometimes obtain 
divergent results; apparently the dependence of the scores on hereditary 
factors is highly inconstant. Thus it is difficult to agree with Beck and with 
many German writers who regard the test as “ empirical ’’. Guirdham points 
out that its use of mathematics (in drawing up the psychogram) does not make 
it so. It is true that the application and scoring could be made almost as 
objective as the corresponding processes in, say, the Binet test, though it 
would be difficult to secure the universal adoption of such a standard in view 
of the test’s cosmopolitan popularity* ; and most users of the test fall much 
below that standard at present. Even then, however, the practical inter- 
pretation of its results would still be largely subjective and personal. If 
treated as an objective method of diagnosis the test reveals scarcely anything 
about a subject which could not be found out more easily and with greater 
certainty by other methods. The only arguments for considering the test as 
empirical are that it usually gives some moderately significant correlations 
with tests of intelligence, of artistic interests and of emotional stability, and 
that certain groups of mental patients usually obtain average scores which 
differ from the averages of other strongly contrasted groups. These rather 
meagre facts are, indeed, the starting-points in individual diagnosis. But 
whenever we wish to find out anything fresh about a personality, or when a 
subtle differential diagnosis is required, fixed rules are apt to be delusive, and 
we have to resort to a large measure of subjective interpretation. 

For these reasons the writer argues elsewhere (67) that the Rorschach 
method should be regarded, not as a test in the usual sense of the word, but 
as a means of obtaining insight into personality which is more closely analogous 
to the play-techniques of child analysis. He points out its resemblances to 
a variety of other methods of exploration which derive from the clinical rather 
than from the psychometric viewpoint ; and claims that it does not set out 


* To the writer's certain knowledge, the test is already used in at least 15 different countries 
and in nearly a dozen different Janguages. 
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to measure traits or aptitudes as does the orthodox psychological test, but only 
to indicate the cognitive and affective types or mechanisms which Rorschach 
considered as basic in personality, mechanisms which cannot be conceived 
quantitatively, nor be defined objectively. From this point of view, the lack 
of reliability and the irregularity of objective results do not matter very much. 
Like any analytic technique, its capacities and its defects depend mainly upon 
the skill and experience of the analyst or experimenter, and the sole dis- 
advantage of such subjectivity is that the experimenter cannot readily com- 
municate the products of his personal ability to others, nor expect others to 
accept as proven any theoretical conclusions at which he arrives. Many 
investigators have published the test results of individual patients, and have 
tried to show verbally that their interpretation of these results throws new 
light upon the cases, or agrees well with independent diagnoses or sketches 
of the personalities* ; but such attempts to establish the worth of the test do 
not constitute scientific evidence. On the other hand, the standard scientific 
and statistical methods of validation, such as Spearman advocates in a recent 
article (65), only seem able to yield a minimum of information about the test’s 
capabilities. Nevertheless it should be possible to devise new techniques 
for treating objectively and quantitatively the products of qualitative investi- 
gation, and one such technique has been tried out by the writer. 

Several experimenters prepared sketches of the personalities of normal 
subjects or patients on the basis of their interpretation of Rorschach test 
results, while others prepared independent sketches from hospital case-notes 
or from personal acquaintanceship. It was then found possible to match or 
identify the two sets of sketches together to an extent represented by a cor- 
relation (contingency) coefficient of 0-833 + :0315. The experiment and its 
‘imitations are described elsewhere, and a much more extensive application 
of the same technique, which has been undertaken by Rosenzweig (55), is 
only just starting. But so far as it goes this result is very promising ; for 
the figure is higher than the validity of any of the objective personality or 
temperament tests with which psychologists are experimenting at present. 
And though there is no question that far more scientifically controlled investi- 
gation of the potentialities of the test is required, yet this suggests that its 
application from a clinical viewpoint is scientifically justifiable. 
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REX v. WALSH AND ALEXANDER. 


Two sisters, Catherine Walsh, æt. 39, and Evelyn Alexander, æt. 35, were 
charged with the murder of their brother, George Sylvester Walsh, æt. 30, by - 
administering to him gas and tablets on June II, 1935, at Bamber Bridge, 
Lancashire. The trial took place at Manchester Assizes on July 17, before 
Mr. Justice Greaves-Lord. 

The murdered man was an imbecile. He had lived with the sisters, one 
of whom had to watch him constantly. He never left the house, but his 
existence was suspected by some of the neighbours, one of whom was alleged 
to have threatened to have him removed. Next morning the deceased was 
found on his bed with a rug over his face, and with a tube leading from a gas 
tap to his mouth. When the police arrived, Walsh said, “ I did it with these’, 
producing a bottle of tablets. “ I wanted to get him past human aid, and I 
did not want a doctor. We gassed him.” Charged with murder, she said, 
“ Not with malice aforethought. Not to rid myself of a burden, but because 
I could go on no further. I had lived for him and I loved him”. Alexander 
said, ‘‘ We did it for love of my brother. We promised mother we would do 
it”. When charged, she said, “ The thing we have done has not only been a 
duty, but a promise to a dying mother. It was loving devotion for a hapless 
and helpless being ”’. 

A third sister, Mary Hibbert, giving evidence, said that another brother 
had been an inmate of a mental hospital, and a third brother had died of fits 
in childhood. A grandmother committed suicide, and Catherine Walsh, one 
of the accused, attempted suicide some seven years ago. The other accused 
woman, Evelyn Alexander, blamed herself for the deceased man’s mental 
condition, she having allowed him to fall when a child. 

Dr. Shannon, Medical Officer of Manchester Prison, had seen both the 
accused soon after the occurrence at issue, and came to the conclusion that 
they were not of sound mind. 

The jury returned a verdict of “ Guilty but Insane ” in both cases. The 
usual order for detention was made. 

The horror of having a relative “ put away ” (as the phrase goes) is very 
strong, and may be quite enough to bring a mentally unstable person within 
the second part of the McNaghton criterion (not knowing that a particular 
act is wrong). M. HAMBLIN SMITH. 


í 
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REX v. HARRY WYNN. 


This case was tried at Manchester Assizes on July 16, 1935, before Mr. 
Justice Greaves-Lord. The accused man, a joiner, æt. 22, was charged with 
the murder of his wife, æt. 20, on June 15, at their bungalow near Rhyl. After 
a courtship lasting four years, the couple were married on April 20, 1935. 
Wynn was alleged to have been madly in love with his wife, but there was 
also evidence to the effect that he had complained of her refusal to allow the 
marriage to be consummated, apparently because she was afraid of having 
children. 

On the evening of June 15, Wynn was seen to bring his wife home on his 
bicycle about 6 p.m. About an hour later he was seen to leave the bungalow 
alone. He was apparently normal, and held a conversation with a neighbour 
on some trivial matter. At 8 p.m. he entered the police station at Rhyl, and 
said, “ I have killed my wife”. He then collapsed on the floor, in a highly 
emotional condition. Later he said, “ I tried to strangle her and I cut her 
throat with my knife”. He appears to have made a long statement, the 
details of which were not reported. The woman was found to have died from 
strangulation, and attempts had been made to cut her throat and to stab 
her. 

The facts do not seem to have been in dispute, and the defence was that ot 
insanity. Dr. W. H. Grace, Pathologist to Chester Royal Infirmary, stated 
that he had examined Wynn in prison. At the time of this examination he 
was sane. But he had suffered for some time from sex repression. This could 
produce a highly explosive state of the nervous system—a state in which the 
controlling part of the brain was dissociated from the automatic part. When 
Wynn committed the act he was in a state of automatic action. This condition 
of mental dissociation terminated when he collapsed on the floor of the police 
station. 

. Dr. W. Davies Higson, medical officer of Liverpool Prison, was called by 
the prosecution. He stated that Wynn had been overcome by emotion when 
talking of his married life. But with this exception he had been quite rational 
in his conversation, and had shown no signs of ever having suffered from disease 
of the mind. 

The speech of Counsel for the Defence is not easy to understand from the 
newspaper report. He is stated to have claimed that Wynn suffered from 
dementia precox—a condition often found in young men who had been the 
subjects of excessive sex tension. The result of this was the formation of 
anxiety neurosis, in which a slight provocation might induce an action for 
which the man was irresponsible. In such a condition the man became an 
automaton. 

The judge, in his summing-up, would appear to have been against the plea 
of irresponsibility. But the jury, after a deliberation lasting ninety minutes, 
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took what the judge is reported to have styled a * merciful view ”, and returned 


a verdict of “ Guilty but Insane’’. The usual order for detention was made. 
M. HAMBLIN SMITH. 


REX v. PHILIP STEPHEN QUARRY. 


This case was tried before the Lord Chief Justice, at the Central Criminal 
Court, on July 24 and 25, 1935. 

The accused man, a joiner, &t.'22, was charged with the murder of his wife 
on Juneg. The couple occupied a basement flat. Early on the day in question 
Mrs. Quarry ran into the flat above, carrying a stair banister. Quarry told 
Stanley Evans, the occupant of the flat, that his wife had hit him on the head 
with the banister. The couple then returned to their own flat. Soon after 
this, Evans heard screams. He went downstairs and found Mrs. Quarry lying 
in a pool of blood. Quarry was standing at the window, with a knife in his 
hand. When spoken to by Evans, Quarry “ just grunted ’’, and had a “ strange 
look on his face ”. Later, Quarry went to the police station and said that he 
wished to give himself up. 

Giving evidence, Quarry stated that he and his wife had been quite happy 
for some time after their marriage. Differences between them then arose, as 
she wanted to attend theatres and dances to a greater extent than he was 
able to afford. There was a quarrel on the night of June 8-9, and she struck 
him on the head with the banister, making him dizzy. He left the house. 
On his return she continued to “nag at him ” and was waving a knife. He 
did not recollect stabbing her. The next thing which he remembered was 
that she was lying on the floor and that he was standing over her with a knife 
in his hand. 

Evidence was given that Quarry was subject to fainting fits, and that he 
had suffered trom convulsions during his infancy. 

So far there is not much more than the assertion of amnesia which may be 
made by any person accused of any offence, combined with the rather vague 
statements about “ fits” and “convulsions’’, often brought up in cases such 
as this. But there was much stronger evidence to support the theory of an 
epileptic condition, upon which the defence relied. 

Samuel Bennett, a police-court missionary, had seen Quarry on June T, in 
connection with a suggestion of a separation from his wife. Quarry did not 
seem to notice what was said to him, his face was contorted, his eyes were 
staring, and he appeared likely to fall. 

Dr. W. H. B. Stoddart stated that he had examined*Quarry on July 6, and 
had formed the opinion that he suffered from petit mal and epileptic automatism. 
There was a history of “ faints ” without sufficient cause, such as on getting 
out of bed, having stitches taken out of a sutured wound in the finger, and a 
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dental extraction under local anesthesia ; of dropping articles without know- 
ing that he had dropped them, of peculiar lapses of memory, and of other 
unusual actions. There was also a history of fits with status epilepticus from 
5 months to 3 years of age, and of nocturnal enuresis up to the age of about 
IO years. Quarry was depressed at the time of his examination at Brixton 
Prison, and this condition was, in the witness’s experience, unusual under the 
circumstances. The learned judge asked the witness whether the view of 
epilepsy had not been suggested by the defending solicitors, prior to the 
examination of the accused man. 

On the other hand, Dr. H. A. Grierson, senior medical officer of Brixton 
Prison, had kept Quarry under observation, and had found nothing to indicate 
that he suffered from any disease of the mind. 

Judging from the reports of his summing-up, the Lord Chief Justice would 
appear to have been definitely unsympathetic towards the defence of epilepsy. 
He referred to the “ sentimental nonsense which is indulged in with respect 
to the subject of insanity ”, saying that the law on that matter is very precise 
and is “ capable of being understood by a child’’. He is also reported as 
having spoken of “ apparently qualified doctors’’, and as commenting upon 
the grave responsibility incurred by those who gave evidence which resulted 
in a sane man being sent for an indefinite period to a criminal lunatic asylum. 
It would seem that he regarded such detention as a worse evil for the man 
concerned than death by judicial hanging. 

The jury found a verdict of “ Guilty ”, adding a strong recommendation 
to mercy. Sentence of death was passed, the learned judge referring to the 
crime as a “ brutal and ferocious murder ’’. 

The customary application to the Court of Criminal Appeal was entered, 
but was abandoned after the judges in that court had taken their seats upon 
the bench. Quarry was, however, reprieved on August 21, the death sentence 
being commuted to “ penal servitude for life ’’. 

It would not be proper for us to comment upon the result of a trial in which 
there was a direct conflict of evidence by two authorities of high repute and 
experience. But this case, with other cases of recent date, would suggest that 
events are framing themselves for one of the periodical controversies upon the 
vexed question of criminal responsibility. M. HAMBLIN SMITH. 


— — -e 


REx v. DONALD DUFF. 


This case was heard at the High Court, Edinburgh, on September 4, 1935, 
before Lord Morison. For the facts we are indebted to a report in the Scotsman, 
kindly supplied by Dr: Constance P. H. Hunter. 

The accused man, et. 54, was charged with the murder of his mother, by 
stabbing her with a pair of grass-cutting shears. The preliminary question 
arose of his fitness to plead. 
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Dr. William McWilliam, Medical Superintendent of Inverness District 
Asylum, had kept Duff under observation, had found him to be dull and simple, 
childish in his conversation, and childishly emotional when his mother’s death 
was mentioned. He was of a low grade of intelligence, and lacked appreciation 
of his present circumstances. There was a history of epilepsy. He was now 
of unsound mind and was unfit to plead. In reply to the learned judge, the 
Witness said that, at the time of the offence, Duff’s condition was such that he 
clid not appreciate that what he was doing was wrong. Dr. P. D. Thomson, 
of Dingwall, said that Duff’s general appearance was that of one devoid of 
intelligence, his features were devoid of expression, and his movements were 
awkward and erratic. He did not appreciate his surroundings, and he 
had written incongruous statements on the walls of his room. Dr. A. T. 
Wallace, of Dingwall, gave similar evidence. 

The prosecution offered no opposition to the claim set up by the defence 
that Duff was unfit to plead. 

The learned judge said that the evidence left no room for doubt that Duff 
was of unsound mind, and that, at the time of the offence, he was incapable 
of distinguishing right from wrong. The usual order was made for detention 
during His Majesty’s pleasure. 

The case would seem to be one in which a man of a low grade of mentality 
becomes dangerous at a fairly advanced period in his life. 

M. HAMBLIN SMITH. 
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Part IJ.—Reviews. 


The Subnormal Mind. ByCyrit Burt, M.A., D.Sc. London: Humphrev 
Milford, Oxford University Press, 1935. Pp. viii + 368. Price ros. 6d. 

To the reviewer, plodding his way through the desert sands of mediocrity, 
there comes from time to time the oasis of the considered work of a master. 
Such an occasion presents itself in this new book by Prof. Burt. 

The author fairly faces the fundamental problem involved in his subject, 
that of the psycho-physical relation. He casts off the fetters of the old 
materialism which has done so much to hinder the progress of psychological 
medicine. We have no right to beg a profound metaphysical question. We 
must avoid thinking of the mind as a material system. And there is the less 
excuse for doing so, in that we know far more about the working of the mind 
than of the working of the brain. For example, we possess a considerable 
body of information concerning intelligence ; but our knowledge of the cor- 
relation between intelligence, as accurately measured by psychological tests, 
and the minute structure of the cerebral cortex, as revealed by the microscope, 
is all but negligible. 

Having thus cleared the air in one essential particular, Prof. Burt proceeds 
to resolve misconception on another, and an almost equally important point. 
Mental subnormality is‘not an entity. There is no subnormal group sharply 
distinguished from the normal. The varied forms of subnormalitv cannot be 
understood without a preliminary knowledge of the normal. The investi- 
gation of the intelligence is described, and it is pointed out that over the whole 
range, from idiot to genius, there are no gaps; every possible modification mav 
be found. In estimating the value of “ mental age’, we must not forget 
that this popular conception has marked limitations. And the so-called 
specific factor is nothing but a “convenient name for a relatively general 
tendency that appears to underlie a limited group of mental activities" 
Important as is intelligence, emotional factors are of still greater moment. 
The interesting question of the relation between emotional tendencies and 
bodily conformation is discussed. Kretschmer’s investigations are tentatively 
praised. We would venture to predict that it will not be long before the 
Nazi regime presents us with some startling researches on the glandular basis 
of racial distinctions. 

Passing on to mental deficiency, attention is given to the different criteria 
adopted in the Mental Deficiency and the Education Acts. Yet, in either 
case, the ultimate criterion Is that of maladjustment, whether to the school 
or the civic world. The vexed topic of moral deficiency receives due con- 
sideration. In London it is now very rare for an individual to be certined 
under this definition, and great caution in such certification is urged. Seme 
of the commoner explanations of mental deticiency, such as difhcult parturition 
and blows on the head, are discounted, and a much-needed warning is 
given against undue pessimism over the increased incidence of mental deticienev. 
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Voluntary sterilization is accepted as an experiment, but grave doubt is 
expressed as to the extent which such a measure will serve to solve the problem. 
We are inclined to think that many workers will regard the mental age of 
eight vears as rather high for the upper limit of feeble-mindedness in adults. Ä 
For the dull and backward, increased individual attention in school is urged— 
a matter which is easier to arrange in large towns than in rural districts. This 
class of mental subnormalitv contributes largely to that part of the population 
which provides our social problems, and is likely to generate definitely defective 
children ; yet not a few members of this class prove to be fairly satisfactory 
citizens ; it may even be that they are more contented in lowly occupations 
than are more intelligent persons. 

On the delinquent, Prof. Burt continues to urge what is now universally 
accepted by students of this particular subject—that more attention must be 
paid to the doer than to the deed, and that our hope of solving the problems 
of crime hes in intensive individual investigation. Much of the conduct which 
society condemns as “ criminal ”’ is quite normal from a biological standpoint ; 
and in any case, crime is but a manifestation of some deeper and more complex 
cluster of causes. Doubt is expressed as regards the supposed evil influence 
of the cinema; it must not be forgotten that this much-abused institution 
contains great potentialities for good as well as for harm. The very high 
estimates of the incidence of mental deficiency as a causative factor in crime 
are rejected. It is absolutely necessary to concentrate upon the young 
oftender. In every serious case of delinquency a test of intelligence should be 
applied. This advice is, of course, limited to younger offenders ; the American 
statistics of intelligence quotients alleged to have been found among adult 
and even elderly men and women leave a British worker speechless with 
amazement. 

Finally the book deals with that ill-used word “ neurotic Yet wise 
men can and do use it as a counter, even though it be the money of fools. 
Neurosis is a special form of mental subnormality, resembling delinquency 
rather than deficiency in being acquired, differing from delinquency in being 
characterized mainly by emotional symptoms. Indeed, the word “ thymotic ” 
is suggested as preferable to neurotic, were it not that such a change would 
add fresh weight to the charge that the tendency to coin neologisms is passing 
trom the alienated to the alienist. Prof. Burt divides the disorders he is now 
treating into asthenic and sthenic neuroses. Under the former heading he 
includes neurasthenia (in the narrower sense), anxiety states, anxiety-neurosis 
and hvpochondria. Under the latter heading he places compulsion-neurosis, 
conversion-hysteria, and a condition, frequent in children, which he terms 
‘“anger-neurosis ”. Strictly speaking, anxiety-hysteria also belongs to the 
sthenic group, but its superficial symptoms join it to the asthenic, and it may be 
looked upon as forming a condition linking the two. It will suffice, although 
it is needless, to say that the descriptions of these various conditions is 
excellent, although necessarily brief. As regards anger-neurosis, none who has 
worked with children or with delinquents w vill fail to recognize the condition, 
and we believe that it is specitic enough to warrant a name of its own. The 
treatment of all these neurotic conditions is, of course, a grave matter. Few 
are competent to undertake the task, and it 1s maintained that there is much 
to be said for the employment of properly-trained and duly supervised lay 
analvsts. It must not be forgotten that there is a wide distinction between 
treatment by the psycho- analy tic method and investigation in the light of the 
psycho-analytic theory ; the latter we can always keep before our mind. 


’„ 
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The final chapter, on ascertainment and incidence, contains many useful 
practical hints. The environmental conditions of the patient should be 
investigated in every instance. This implies the use of social workers. But 
the reports of these workers require very careful scrutiny, for they are inclined 
to confine their inquiries to the more patent, economic and social conditions 
of the home. 

On every page of the book the reader whose work brings him into contact 
with the mentally subnormal (and whose work does not do so?) will tind some- 
thing worthy of his attention, something which will assist him in his daily 
duties. We seem to have waited a long time for this volume. Yet if waiting 
gives us something so good, we would fain wait. M. HAMBLIN SMITH. 


Outlines for Psychiatric Examinations. Edited by CLARENCE O. CHENEY, 
M.D. Utica, N.Y.: New York State Hospitals Press, 1934. Pp. 134. 
Price $1.50. | 

The methods of psychiatric case-taking described in this volume are based 
on principles laid down by Prof. Adolph Meyer. They were originallv collected 
under another title by Dr. George H. Kirby in 1921, and in the present edition 
they have been revised and expanded. 

In an introductory section Dr. Cheney justifies the use of guides in clinical 
psychiatry and meets criticisms, of which the most obvious, on a first perusal, 
1s naturally, that the scheme recommended 1s too elaborate. He points out 
that the investigator's experience and judgment will help him to decide w hich 
particular lines of inquiry should be pursued in each case, and adds that “‘ the 
fact that work must sometimes be done under conditions unfavourable for 
the best and most satisfactory results furnishes no valid reason for objection 
to a method which aims at a higher level of thoroughness and completeness ”’. 

The editor’s experience has led him to abandon the special personality 
study as a separate part of routine case-taking, and to amplify the personal 
history to include matter throwing light on the patient’s make-up. Thus in 
the case of events such as physical illnesses, inquiry is to be made into the 
patient’s mental reaction and attitude to his experience, and into the counter- 
reaction of those around him to this attitude. A scheme for more formal 
personality study is, however, included. 

In addition to these sections, there are schemes for physical examination ; 
a separate detailed scheme for body development and the endocrine glands ; 
routine mental examination ; hints on further mental exploration ; examina- 
tion of non-co-operative patients; and the psychiatric examination of children. 
The new classification of mental disorders adopted by the American Psvchiatric 
Association is given in full. It differs from that adopted by the Royal Medico- 
Psychological Association in having a much larger number of headings, but 
these can readily be fitted into the broader groups recognized in the British 
classification, and hence the twenty pages of definition and explanatory notes 
will be found, with a little adaptation, equally useful in this country. 

The book is of convenient size for use, if required, during actual examina- 
tion. We have no hesitation in saying that every medical ofhcer should be 
provided with a copy, and that there should be one in the clinical room of 
every admission unit. A. WALK 
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Year-Book of Neurology, Psychiatry and Endocrinology, 1934. Edited 
by H. H. Reese, H. A. Paskınp and E. L. SEvRiNGHAUS. Chicago: 
Year-Book Publishers, Inc., 1935. Pp. 782. Price 12s. 6d. 

This well-known compendium of selected abstracts from the literature 
appears this year in enlarged form and under new editorship. The pages 
on the endocrine glands which formerly formed part of the neurological section 
have been expanded into an independent section of over 250 pages. This 
does not include purely physiological research, for from considerations of space 
the editors have omitted all articles without a definite clinical bearing. Work 
on the syndromes associated with disorder of the parathyroids and of the adrenal 
cortex occupies the largest amount of space; but the recognition of the 
pituitary as the “ master gland ”’ of the body leads to the inclusion of all but 
the pineal and thymus under subsections of a chapter on the anterior lobe. 
The only paper of direct psychiatric application in this section is one on cases 
of involutional depression treated by theelin with good results. | 

In neurology the editors single out for special mention the study of the 
central vegetative centres and pathways, further experiments on the paths of 
infection in poliomyelitis, and W. F. Petersen’s monumental work on meteoro- 
logical influences in the causation of disease. Much of psychiatric interest 
is included in this section ; there are studies on constitutional types, exhaustive 
neuroses, treatment of general paralysis by electropyrexia and results of 
treatment by other methods, and a variety of papers on epilepsy and migraine. 

The psychiatric section proper is the shortest, but a wide range of topics 
is covered. Among these are: Improved methods in the prolonged narcosis 
treatment, mental states following head injuries and new conceptions of 
‘‘ traumatic neurosis ’’, cardio-vascular efciency and metabolism in schizo- 
phrenia, and reports of several cases of Pick’s disease and Alzheimer’s disease, 
including a familial type of the latter. 

The articles selected appear to be taken from a wider field than formerly. 
We are glad to see this Journal well represented. However, the number of 
European journals quoted is so small that it is difficult to believe that the 
editors can really have satisfied themselves that they have included what is 
most significant in the year's literature. Some of the papers seem to be of 
trivial importance, and the chapters on the psychoneuroses, mental deficiency 
and criminology are obviously ‘much too scanty. The year-book cannot 
therefore be recommended to the research worker as a trustworthy guide to 
the literature, but the ordinary psychiatrist will find in it information throwing 
much light on practical problems and many useful suggestions as to prognosis 
and treatment. A. WALK. 


Diet in the Modern Hospital. By JULIET DE K. WHITSED. London: 
Bailliere, Tindall & Cox, 1934. Pp. 220. Price 5s. 

The author of this useful little volume is Dietician to the Johannesburg 
General Hospital, and it may be said at once that the publication of a work 
such as this provides ample justification for the creation of such posts on the 
staffs of hospitals and institutions. The first thirty pages are given up to a 
series of outlined lectures on dietetics suitable for nurses or lay persons who 
may be called on to perform nursing duties; they may be studied directly, 
or will serve even better as a basis for actual lectures to be delivered bv the 
physician. The remainder of the book contains a large number of special 
diets, arranged in sections in alphabetical order of conditions treated ; these 
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latter range from pernicious anemia to a swallowed foreign body. In each 
case the principles of treatment are given first, and it is clearly stated whether 
the diet forms the essential element in the treatment or is merely a desirable 
adjuvant. Next, specimen menus are given, often with tables of caloric 
values, and finally, where indicated, recipes for the preparation of suitable 
dishes. For the student it might perhaps have been better if the subjects 
had been grouped in a more systematic way; but for ready reference 
the alphabetical arrangement has obvious advantages. 

The actual information given appears to be correct and up to date. It is 
surprising, however, to find no more than a few lines given to diet in rickets 
and in pellagra, though scurvy is given its due proportion of space. The elimi- 
nation of certain proteins is mentioned rather casually in the sections on 
asthma and on skin diseases ; but the importance of diet in allergic conditions 
generally is hardly sufliciently emphasized, and no detailed elimination diets 
are given. Under the heading of ‘‘ Ketogenic Ratio ” the use of this form of 
diet in pyelitis is mentioned, but there is no cross-reference to it in the section 
on urological disease. 

A diet—high fat and increased vitamin B—is recommended for neuras- 
thenia. No other psychiatric condition is directly dealt with, but the book 
contains much that will prove helpful in mental hospital practice, and its use 
for reference will lighten the task of the medical officer called upon to arrange 
detailed dietaries without the skilled assistance available in general hospitals. 

A. WALK. 


Play in Childhood. By MARGARET LOWENFELD, M.R.C.S., L-R.C.P. London; 
Victor Gollancz, Ltd., 1935. 

Dr. Lowenfeld has made a notable contribution to the literature on children’s 
behaviour. She describes clearly the source of her material and the means 
of its collection, and taking play as her subject, she devotes the 350 odd pages 
of this book to a painstaking examination of the way in which children play. 

In an introduction, in which the work of other observers is classitied, she 
selects nine aspects from which a more detailed study is made. Plav is, in 
succeeding chapters, described as a manifestation of “ Bodily Activity (Ch. 3), 

‘ Repetition of Experience ” (Ch. 4), “ Demonstration of Phantasy ” (Ch. 5), 
“ Realization of Environment ” (Ch. 6), “ Preparation for Life ” (Ch. 7), while 
the remaining two descriptive chapters deal respectively with group games 
and the comic element in play. An all too brief chapter follows on “ Children 
who Cannot Play’. This is clearly an ambitious survey, but it may be objected 
that classification in itself, based on descriptions, need not necessarily afford 
clarification in what is admittedly an obscure subject. In her attempt to see 
and describe play from the child's angle, and to avoid interpretation based on 
a priort theory, Dr. Lowenfeld leaves the student somewhat in the dark as to 
the significance of her division of the subject. 

The plan of using unedited reports made at the time of observation aims, 
and largely succeeds in avoiding a biased selection, but it tends to make the 
book tedious and lengthy to no purpose. In the same way an over-scrupulous- 
ness in acknowledging material, so that the lightest mention of, for Instance, a 
contemporary novel in a passing allusion, leads to a footnote and an entry in 
the bibliography, tends to confuse the reader. Profusion of detail surely 
requires more rigorous selection in order that it may not obtrude too exten- 
sively on the text. Occasionally a somewhat obscure form of expression creeps 
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in, hinting at theories which are not further explored or explained. One might 
quote thus from p. 69, ‘‘ We have always been deeply interested in the use of 
rhythm in assisting children to find their own emotional centre and regain a 
harmonious contact with themselves.” 

-~ It is a testimony to Dr. Lowenfeld’s unique experience in this field that 
one constantly wishes she had amplified her own conclusions and theories ; 
for, in spite of the selection and presentation of the material, one is left looking 
for more enlightenment as to how it affords a clearer understanding of the 
meaning to the child of his own behaviour, when left free to play. This will 
perhaps be given us in the further volume which is in preparation. 

E. M. CrEAK. 


mamm- 


Ability and Knowledge : The Standpoint of the London School. By 
F. C. THomas. London: Macmillan, 1935. Pp. xx + 338. Price 15s. 
At the Leicester meeting of the British Association for the Advancement 
of Science in 1933, Mr. Thomas gave a short but systematic account of Prof. 
Spearman’s psychology, including both the statistical and the theoretical sides. 
With the aid of many suggestions from Spearman (who contributes a fore- 
word), he has now expanded this into a book which may be regarded as an 
authoritative exposition. The style is both methodical and lucid ; there are 
plenty of concrete illustrations, and the author possesses a refreshing sense 
of humour. Thus we can certainly recommend the book to all who wish to 
know about the two factor theory and noëgenesis, whether or not they are 
psychologically trained. Some may even think that the author has carried 
his lucid methodicalness too far. Thus there are so many headings and 
subheadings that the pages, though excellently printed, are often distressing to 
the eye: on one page no less than six kinds of type are employed in eight lines. 
And the professional psychologist may wish that more of the work of the 
London school that has been carried out since the publication of Spearman’s 
Abilities of Man could have been summarized. Naturally some selection and 
much omission were necessary ; if the book can be said to err on the side 
of being too elementary, it is a good fault. One welcome exception is an 
appendix by Dr. E. Walters, which abstracts a clever investigation of reten- 
tivity in the special senses, not hitherto published. 
This is not the place to enter into arguments for or against Spearman’s 
psychology. The book discusses some of the criticisms which have been 
advanced, but hardly does justice to Prof. Thomson’s views nor to Gestalt 
psychology. It was unlucky for the author that the highly important article 
by Thomson (Brit. J. Psychol., xxvi, p. 63) and the recent book by Koffka 
both appeared too late for mention. The former invalidates his comparison 
of the factor and sampling theories (pp. 293-4), and the latter is a weighty 
rejoinder to the claim that noégenesis will “ account for the entire range of 
phenomena of the birth and growth of cognition’’. To the reviewer, who has 
undoubtedly been persuaded by Mr. Thomas into a more favourable attitude, 
it would seem much more profitable to work out a synthesis of the Gestalt 
and the factor-noégenetic viewpoints than to dismiss either. They already 
overlap to some extent (e.g., some of Spearman’s types of relations are identical 
with some of the principles of “ good’ Gestalt); but each has indubitably | 
made contributions to psychology which are not covered by the other. Towards 
other viewpoints, such as that of the dynamic psychologist, the author is 
broad-minded. But the modern physiological psychologist will hardly accept 
LXXXI. 61 
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the following statement: “. . . it seems reasonable to suppose that mental 
activity in subjects so closely allied as . . . Latin grammar and trans- 
lation . . . involves to a large extent activity of the same nerve-cells in 


the brain, whereas algebra calls upon at least some quite different neurones." 
P. E. VERNON. 


Manual of Directions for the Vineland Social Maturity Scale. Bv 
EvGar A. DoLL, Ph.D., The Vineland Training School, New Jersev, 
1935. Pp. 30. Price 25 cents. 

When dealing with a case of mental deficiency, the social competence of 
the patient is a question of the first importance. It is clear that some scale 
of measurement is required. The present scale is an attempt to supplv this 
want. The underlying principles are those of the Binet-Simon scale for the 
determination of intelligence. A series of 117 socially significant performances 
ranging from infancy to superior adult standing is provided. From the results 
obtained on these performances, as elicited from persons who are intimately 
familiar with the subject, the “ age score ” is found. The “ social quotient " 
can be had by dividing the “ age score’’ by the calendar age. The items have 
been well selected. They are fuller and perhaps more satisfactory for the lower 
ages than for the higher, but this is probably inevitable. Two very necessarv 
cautions are given. Firstly, reliable scores can be obtained only bv those 
experienced in the method of interview. Secondly, the research is still in the 
experimental stage, and the present scale is but tentative. The scale must 
be perfected by further investigation ; and we commend a trial of it by those 
who are dealing with any considerable number of mental defectives. Mean- 
while we may congratulate Dr. Doll and his colleagues upon an ingenious 
attempt to supply a much-felt want. M. HAMBLIN SMITH. 


Science and the Human Temperament. By ERWIN SCHRÖDINGER. 
London: George Allen & Unwin, Ltd., 1935. Pp. 154. Price 7s. bd. 
net. 

The learned author of this collection of papers is Professor of Theoretical 
Physics at the University of Berlin. The papers range over a large field, and 
the comprehension of one or two of them involves some knowledge of the 
differential calculus. Throughout the book runs the suggestion that science 
cannot exist In separate compartments ; it is necessary to bring representatives 
of the most remote branches into association. International science should 
be considered as resembling international sport; both belong to the higher 
and detached realm of human activity; nothing immediately utilitarian 
should be expected from either. 

It is likely that many readers will find most interest in the papers entitled 
“ The Law of Chance ” and “ Indeterminism in Physics ”. The author makes 
vigorous attack not merely upon the rigid physical determinism which once 
held sway in the field of science, but also upon the principle of causation 
which was looked upon as the very citadel of science not so long ago. Many 
of our difficulties will, he believes, disappear when we have discarded our 
rooted predilection for absolute causality. It may be that physical determinism 
is not so completely defeated as some modern writers would seem to suggest. 
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But the fact that views such as the author’s can be put forward from pro- 
fessorial chairs is an indication of the change which has come over physical 
science. 

For the wheel has, indeed, turned a full revolution. From the materialism 
and epiphenomenalism of our fathers, we have gone back to one who, although 
he made his appeal to common sense, Was ignored by scientists and scoffed at 
bv men in the street ; we have gone back to the idealistic monism of Berkeley. 
Instead of reality being something of which a model could be made, we now 
understand that it is no more than a frame which serves to unite certain sense 
perceptions, as the author puts it. 

So we have had our thesis and our antithesis. There is no possibility 
of a compromise between them. But may it not be that the time is approach- 
ing when a synthesis will be effected, and that synthesis will have its foundation 
in the phenomenalistic parallelism of Spinoza. M. HAMBLIN SMITH. 


— 


The Case for Faith-Healing. By J. D. BERESFORD. London: George 
Allen & Unwin, Ltd., 1934. Pp. 186. Price 5s. net. 

Two explanations of the perplexing cosmic problems are given, the idealist 
and the materialist. They are incompatible, yet we are confronted with the 
paradox that the majority of people accept both. This phenomenon is only 
explicable on the supposition that man is not a single but a multiple personality. 
Yet integration is possible, and the faith that works miracles must be, at least 
momentarily, in possession of the entire personality. Such is, briefly stated, 
the author’s thesis. He develops it attractively. His attitude is not, in the 
ordinary sense, religious. He maintains that cures are frequently occurring 
which, although described as due to “ faith-healing ’’, are worked by powers 
resident in every human being. The whole subject is, as usually treated, 
rendered additionally complicated by imprecision in the use of terms. We 
do not accuse Mr. Beresford of vagueness, but the great majority of these 
discussions are rendered futile by the fact that none of the disputants knows 
what anvone else is talking about. The term “ miracle’’, for example, has 
been employed with a great vanety of meanings. The famous controversy 
between Hume and Paley could not occur to-day ; but many of our present- 
dav arguments are vitiated for similar reasons. M. HAMBLIN SMITH. 


——— 


Sterilization. By J. P. Hixton and Jos#:rHuinE E. CaLcUTT. London: 
George Allen & Unwin, Ltd., 1935. Pp. 196. Price 5s. net. 


This little book is a plea for the institution of voluntary sterilization on the 
lines suggested in the report of the recent Departmental Committee. The 
authors are deeply impressed by the magnitude of the problem presented by 
hereditary disease and deficiency. They are, perhaps, unduly sanguine as to 
the results which might be expected to accrue from the system which they 
advocate ; but their sincerity is patent. In a sub-title, the book is described 
as a “Christian approach’’. It is maintained, and many will agree, that 
sterilization is in complete accord with a Christian ethic. At the same time, 
the authors recognize that there is a large body of religious opinion which holds 
a contrary view, and they have taken highly commendable although most 
unusual pains to state their opponents’ position accurately and fairly. They 
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also recognize that this divergence of view ultimately reduces to a fundamental 
difference as to the correct relationship between Church and State. The book 
is intended for non-professional readers, who will find that it contains a plain, 
forcible and temperate presentation of the case for voluntary sterilization. 
M. HAMBLIN SMITH. 


Science and Religion. By N. BisHop Harman, M.A., M.B., F.R.CS. 
London: George Allen & Unwin, Ltd., 1935. Pp. 176. Price 5s. net. 


Dr. Bishop Harman entitles his first chapter “ Signs of the Times ” 
Certainly the recent attempts at the reconciliation of religion and science have 
significance, emanating, as most of them do, from the scientific side. Dr. 
Bishop Harman’s position is definitely ethical. Religion is, for him, a “ way 
of life ’’, and the test of the value of a religion is that of the pragmatist—whether 
it “ works’’. There are many who will agree with his view, many who will 
accept the ‘‘creed’’ with which the book concludes, but age-long experience 
has shown that this variety of religion has little permanence. Mankind is 
incurably philosophic, and is much more vitally concerned with metaphysics 
than with ethics. The treatment of “ free-will” and determinism cannot be 
described as adequate, and there are other parts of the book which are open 
to criticism. This is, however, unavoidable when writing on this topic, and 
there are many who will find pleasure in the perusal of Dr. Bishop Harman s 
reflections upon the deeper things of life. M. HAMBLIN SMITH. 


Studies in Psycho-Physics. By Jacgues J. COHEN. London: John Bale, 
Sons & Danielsson, Ltd., 1935. Pp. viii + 194. Price 5s. net. 


This little book deals with a literally enormous field. This will be under- 
stood when we say that body and mind, the origin of meaning, the nature of 
electricity, space-time and electrons and the solar systems are only some of the 
subjects which it handles. The vast scope of the book and the fact that the 
author employs expressions in an unusual sense (he speaks, for instance, of a 
force “ using itself’’), renders it very difficult to summarize his arguments. 
Matter is one and the same throughout the universe. Mind-stuff is mehtlv 
attributed to things, but may be very attenuated in character and so verv 
limited in itsscope. What there is of being in the universe is purely of psvchical 
determination. So the author appears to tend towards an idealistic view. 
We are promised a continuation, in the shape of a volume upon the mechanism 
of variation, and this may make Mr. Cohen’s position rather clearer. 

M. HAMBLIN SMITH. 


Part III.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


Physiology and Pharmacology of a Sympathetic Ganglion. (Journ. Physiol., vol. 
ixxxiil, pp. 103-28, 1934.) Feldberg, W., and Vartiainen, A. 


The method used for perfusing the superior cervical ganglion and the closely 
adherent ganglion of the vagus trunk of the cat was a modification of that of 
Feldberg and Gaddum. Liberation of acetylcholine by preganglionic impulses 
occurs at the synapses, both with natural circulation and with artificial perfusion. 
The amount of acetylcholine appearing in the venous effluent, in respcnse to a single 
maximal preganglionic volley, was of the order of 10-°y per synapse. Acetyl- 
choline, choline, hordenine methiodide, arecoline and eine applied to the 
ganglion by perfusion, all stimulate the ganglion cells in small dcses, and paralyse 
their response to such.stimuli, or to preganglionic impulses, when applied ın larger 
doses. Eserine, perfused through the ganglion in low concentration (I in 109), 
strongly sensitizes the ganglion cells to injections of acetylcholine. It lowers the 
threshold dose for the other substances mentioned above, and for potassium ions. 
Eserine in concentrations of 1 in 104 completely abolishes the response of the 
ganglion cells to nervous impulses or chemical stimulants. Adrenaline, histamine 
and adenosine have no eftects on the ganglion. Atropine and strychnine in moderate 
doses have no specific actions, but paralyse the ganglion cells in larger doses. 
Potassium ions stimulate the ganglion cells. These new items of evidence support 
the conception of transmission at ganglionic synapses by liberation of acetylcholine. 

E. D. W. (Chem. Abstr.). 


Autacoid Function of Parasympathetic Nerves. (Journ. Physiol., vol. lxxxu, pp. 
1 29-53, 1934.) Beznak, A. B. L. 

The moving-surface curve of the decrease in the heart action by acetylcholine 
(I) is a hyperbola ; the equation of the I concentration decrease curve corresponds 
to that of the Freundlich adsorption isotherm. The inotropic effects on the 
frog heart in Ringer solution of tissue extracts (II) decrease rapidly on dilution 
compared with that of a pure I solution, giving the same effect ; this suggests that 
l is not the active substance in the tissues. The reaction of the heart to I is not 
altered by changes in osmotic pressure or histamine ; choline in amounts greater 
than o-1 mgrm. decreases the effect, while fall of pH generally increases it. Evidence 
is given that Il contain a substance inhibiting the effect of 1. The effect of I on 
the frog rectus (III) and leech (IV) increases to a maximum on repeated treatment 
with the same concentration of I; it is decreased by raising the total sodium 
chloride concentration of the Ringer solution. The optimum pH is 6:8 for Ill, 
and 7:8 for IV. IIL and IV are both sensitive to K+, a (K+) of 0:20°, being toxic 
to HII; the effects of small concentrations of I and K+ together are mutually 
increased. Choline increases the eftect of I on both Ill and IN. Parasympathetic 
stimulation does not alter the total choline ester content (V) of II. Degenerative 
chorda section does not alter submaxillary V. Perfusion of the frog heart with 
Ringer solution containing excess H+ or K+ causes an increase in I similar to that 
from vagus stimulation. The I of the press juice from frog hearts obtained in 
presence of eserine increases on incubation at 37°. B.C. A. 

* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission ot Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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Significance of the Vegetative Nervous System on the Regulation of Glucemia. (Minerva 
Med., vol. i, pp. 489-94, 1935.) Filla, E. 


Insulin injected with adrenaline is less effective in producing hypoglucæemia 
than insulin alone, while the simultaneous injection of atropine and ginergin 
followed by insulin produces a much more marked hypoglucæmia than that after 
insulin alone. The physiological basis for these results is discussed. 

HELEN LEE GRUEHL (Chem. Abstr.). 


The Chemical Transmitter of Nervous Stimuli to the Sweat-Glands of the Cat. (Journ. 
Physiol., vol. lxxxi, pp. 40-1, 1934; cf. following abstract.) Dale, H. H, 
and Feldberg, W. 


The hind foot of a cat is perfused with warm, oxygenated Locke solution con- 
taining eserine (I in 7 x 10°), and the venous effluent is tested for activity on 
eserinized leech muscle, frog heart, etc. In the resting condition no significant 
activity is detected. When "the low er end of the abdominal sympathetic chain 1s 
stimulated, causing secretion of sweat on the hairless pads, a substance appears in 
the venous fluid having the properties of acetylcholine. If the hairless pads, with 
the sweat-glands, are excluded from the perfusion, no acetylcholine appears on 
sympathetic stimulation. The postganglionic nerve-fibres to the sweat-glands 
are therefore cholinergic. E. D. W. (Chen. Abstr.). 


Chemical Transmission at Motor Nerve-endings in Voluntary Muscle. (Journ. 
Physiol., vol. lxxxi, pp. 39-40, 1934.) Dale, H. H., and Feldberg, W. 


The tongue of the cat was perfused with warm, oxygenated Locke's solution 
containing a little eserine. On rhythmically stimulating the (motor) hypoglossal 
nerve a substance appeared in the venous fluid having the properties of acetvl- 
choline. Similar results were obtained with leg muscles (dog) perfused through 
the popliteal vessels, with excitation of ventral spinal roots, after removal of the 
lumbar sympathetic chain. E. D. W. (Chem. Abstr.). 


Distribution of Choline ae Acetyicholine in Suprarenal Glands. (Journ. Physiol., 
vol. lxxxi, pp. 37-8, 1934; cf. C. A., vol. xxviii, p. 4770?) Feldberg, W., 
and Schild, H. 


Extracts were made from the separated cortical and medullary tissue of horse 
and ox suprarenals, and their acetylcholine contents determined by testing them on 
preparations of the leech body w all and of frog muscle, both sensitized with eserine, 
in comparison with standard dilutions of acetylcholine. The choline contents were 
also estimated, and corresponding amounts added to the standard. The results 
show that acetylcholine is more abundant in the medulla than in the cortex, the 
proportion varying from 2-5-1 to 4:5-1. The reverse relation holds for choline. 

E. D. WALTER (Chem. Abstr.). 


A Quantitative Study of the Production of Sympalhin. (Amer. Journ. Phvsiol., 
vol. cix, pp. 209-20, 1934.) Kosenblueth, d., and Morison, R. S. 


A study of the production of sympathin was made to obtain further evidence 
as to the nature of sympathin and its relations to the adrenaline-like mediator 
of sympathetic nerve impulses. Cats were used under dial anesthesia. With the 
nictitating membrane as an indicator for svmpathin and adrenaline, variable 
frequencies of maximal stimulation were applied to the cervical sympathetic, the 
cardio-accelerator and the hepatic nerves separately or simultaneously, and the 
responses obtained were compared with those caused by variable doses of adrenaline. 
The responses to adrenaline and to cervical sympathetic nerve impulses vield a 
single hyperbola. The responses to adrenaline and those to sympathin from the 
heart or the liver vield different curves. The responses to simultaneous stimulation 
of the cardio-accelerators and the hepatic nerves are greater than would be expected 
if the sympathin obtained from separate stimulations is quantified in terms of 
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adrenaline. The authors conclude that the amounts of mediator liberated on 
svmpathetic nerve stimulation are directly proportional to the frequency. Sympa- 
thin ditfers from adrenaline. The data can be explained by assuming sympathin 


to be a compound of the mediator with the receptive substance. 
E. D. WALTER (Chem. Abstr.). 


Regulation of Leucocvtosis caused by Pilocarpine from the Central Nervous System. 
(Journ. Med. Coll. Keijo, vol. v, pp. 91-9, 1935.) Dohi, T. 

The author found that the leucocytosis after the pilocarpine injection is not 

due to the peripheral direct action on the bone-marrow, but due to the indirect 


action through the cerebral leucocyte-controlling centre of the autonomic nervous 
system. I. S. Yun (Chem. Abstr.). 


The Anterior Pituitary Hormone Content of the Hypothalamus in Dogs. (Endocrin., 
vol. xix, p. 293, Mav-June, 1935.) FPighini, G. 

The writer injected four groups of four young female rats with (1) normal saline, 
(2) anterior pituitary emulsion, (3) an emulsion made from the region of the tuber 
cinereum of normal dogs, (4) an emulsion made from the same region of dogs 
treated with anterior pituitary extract. Results from (3) and (4) were similar, 
showing a certain degree of maturation of the ovaries and hypertrophy of the 
uterine tubes. Possibly the findings indicate the presence of only prolan A in 


tuber extracts, whereas both A and B are found in extract of the anterior pituitary. 
G. W. T. H. FLEMING. 


Autonomic Responses to Electrical Stimulation of Hypothalamus, Pre-optic Region 
and Septum. (Arch. Neur. and Psvchiat., vol. xxxiii, p. 467, March, 1935.) 
Ranson, S. W., Kabat, H., and Magoun, H. W. 


Stimulation of the grey matter surrounding the anterior commissure not far 
from the midline or stimulation of the adjacent portion of the septum inhibits 
respiration, and causes contraction of the bladder and sometimes a fall in blood- 
pressure. Stimulation of the hypothalamus causes an increase in the rate and 
depth of respiration, an increase in the blood-pressure, inhibition of gastro-intestinal 


peristalsis and dilatation of the pupils as well as contraction of the bladder. 
G. W. T. H. FLEMING. 


Intrinsic Regulation of the Circulation in the Hypothalamus of the Cat. (Amer. 
Journ. Physiol., vol. cx, pp. 137-52, 1934.) Schmidt, C. F. 

It is suggested that the circulation is regulated by a humoral rather than a 
nervous mechanism. Carbon dioxide excess, oxygen lack, and asphyxia, dilated 
hypothalamic vessels, while carbon dioxide decrease (increased ventilation) con- 
stricted them. Changes in pH produced by fixed acid or alkali had no direct 
etfect. Adrenaline caused weak but prolonged constriction. Pituitrin and calcium 
had no direct effect. Histamine and a choline derivative were active dilators. 
Attempts at detecting an intrinsic vasoconstrictor mechanism were unsuccessful. 
An intrinsic chemical regulation, with carbon dioxide playing the dominant part, 
seems more important than nerve control. E. D. WALTER (Chem. Abstr.). 


The Role of the Cerebral Cortex in the Regulation of Metabolic Processes. (Arch. Sci. 
Biol. [U.S.S.R , vol. xxxviB, pp. 65-77, 1934.) Dolin, 4. E., Minker-Bogda- 
nova, E. T., and Povorinski, Y. A. 

The sugar, chlorine and fat curves were determined in the blood of two female 
patients with hysteria, under hypnotic suggestion of receiving sugar when water 
was actually given, and vice versa. It is claimed that the suggested idea rather 
than the substance given determined the shape of the blood sugar curves, but the 


cited figures are contradictory and are not convincing. 
W. A. PERLZWEIG (Chem. Abstr.). 
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Observations following Left Temporal Lobectomy. (Arch. Neur. and Psychiat., vol. 
xxxiii, p. 791, April, 1935.) Fox, J. C., and German, W. J. 


After resection of the left temporal lobe in a right-handed man, analysis of the 
speech involvement revealed a deficient auditory receptive mechanism and impaired 
retention of auditory speech memories. The visual mechanism suftered little 
impairment. The visual fields revealed an upper quadrantic homonymous defect 
with the preservation of macular vision. The principal mental changes were 
euphoria, some degree of emotional instability and slight reduction in drive 
Functional recovery demonstrated two distinct phases—early rapid improvement, 
probably related to oedema and vascular changes produced by the operation, and 
later a slowly progressive phase, apparently associated with re-education. 

G. W. T. H. FLEMING. 


The Disturbances after Laminar Thermo-coagulation of the Motor Cerebral Cortex. 
(Brain, vol. lvii, p. 517, Dec., 1934.) de Barenne, J. G. D. 


The destruction by thermo-coagulation of the whole thickness of the cortex 
of the precentral arm area on the surface of one hemisphere in the monkey results 
in a paralysis of the contralateral arm. This subsides after a few days. The 
destruction of the outer three layers resulted at most in a slight motor impairment 
which passed off ina few hours. From this it is concluded that the severe symptoms 
following destruction of the whole precentral cortex are due to the destruction 
of the inner two layers of this part of the cortex. G. W. T. H. FLEMING. 


Vasomotor Disturbances Resulting from Cortical Lesions. (Arch. Neur. and Psychiat., 
vol. xxxiii, p. 537, Mar., 1935.) Kennard, M. A. i 


In monkeys and apes, after a lesion limited to the premotor area of the cortex 
the temperature of the skin on the contralateral side is lower than the normal side. 
This change does not occur with lesions of the frontal association, the occipital or 
the parietal areas. The fallin temperature is due to an alteration in the mechanism 
for reflex vasodilatation. Other features related to the autonomic nervous system 
noted after extirpation of the premotor area are transient oedema, changes in the 
colour of the skin, and diminished production of sweat on the contralateral side of 
the body. G. W. T. H. FLEMING. 


Functions of Frontal Association Area in Primates. (Arch. Neur. and Psvchtat., 
vol. xxxiii, p. 558, Mar., 1935.) Jacobsen, C. F. 


The author found that only bilateral lesions of the prefrontal area in monkeys 
produced impairment of performance tests previously learned. Tests which 
depended on recent memory revealed profound defects. A distinct speciticity of 
the frontal area in the mediation of recent memory is shown. Extensive re-educa- 
tion after operation failed to re-establish the capacity for immediate memory in 
animals with complete lesions. G. W. T. H. FLEMING. 


An Experimental Analysis of the Functions of the Frontal Association Areas in 
Primates. (Journ. Nerv. and Ment. Dis., vol. lxxxii, p. 1, Julv, 1035.) 
Jacobsen, C. F., Wolfe, J. B., and Jackson, T. A. 


The writers carried out experiments on monkeys and chimpanzees. The animals 
were first trained on general behaviour tests, instrumentation, problem boxes, 
discrimination tests and delayed responses. They were then subjected to lesions 
of the frontal association areas and other areas of the cerebral cortex 

After injury to the frontal association areas, those activities demanding integra- 
tion over a period of time could no longer be effectively carried out. The subject 
was unable to remember a single experience for even a few seconds in the face of 
new incoming sensory data, and temporal patterning of responses failed. The 
memory defect could not he regarded as a generalized deterioration of intelligent 
behaviour, but appeared to be a specific impairment of recent memory in the face 


b 
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of normal adjustments to other aspects of the best situations. The loss appears 
to be a qualitative rather than a quantitative one. An “ experimental neurosis ”’ 
was established by continued training on a problem situation too difficult for the 
animal to master. After bilateral extirpation of the frontal areas, the animal no 
longer had “ temper tantrums ” when it made mistakes, and continued training on 
difficult problems did not evoke an “ experimental neurosis ’’. 

Behaviour suggestive of the ‘‘ Witzelsucht ’’ which characterizes human cases 
with similar lesions was noted. The defect of recent memory appears to be specific 
to the frontal areas. G. W. T. H. FLEMING. 


Heart Rate in Relation to Emotional Disturbances. (Arch. Neur. and Psvchiat., 
vol. xxxiii, p.712, April, 1935.) Whitehorn, J. C., Kaufman, M. R., and 
Thomas, J. M. 

The authors present the results from observation with a cardiochronograph on 
48 subjects, 29 of whom were psychotic patients. 

The brief accelerations which frequently appear in many of the records are due 
to moments of fleeting emotion. More profound emotional disturbances elicited 
by intimate talks gave more profound cardiac accelerations, which even persisted, 
slowed gradually, or terminated by abrupt, excessive decelerations. Abrupt 
decelerations are mediated through the vagus nerve, and many accelerations 
appear, by reason of the short latent period, to be negotiated through the release 
of vagus inhibition rather than through sympathetic excitation. 

G. W. T. H. FLEMING. 


Observations on Experimental Neurosis in Sheep. (Arch. Neur. and Psychiat., vol. 
xxxiv, p. 330, dug., 1935.) Anderson, O. D., and Liddell, H. S. 


Whilst carrying out experiments on sheep planned to test the effect of 
thyroidectomy on the nervous system, the authors observed the development 
of a neurosis similar to that observed by Pavlov in dogs. A docile sheep was 
suddenly transformed into a stubborn, highly nervous one. Apparently when a 
serious problem of adaptation or adjustment is presented to the animal in the 
laboratory, nervous tension is generated because evasive activity has been represseđ 
through training. If the difficulty is beyond the animal's powers of successful 
response a nervous breakdown ensues, because the demands of the situation exceed 
the capacity of the nervous system for sustaining the required tension. The 
nervous movements of the leg, and in a more exaggerated form of the neurosis, the 
tremors observed in the rest intervals are to be regarded as the protective operation 
of the neuromuscular system to prevent the nerve-cells of the higher centres from 
being subjected to further strain. G. W. T. H. FLEMING. 


The Dynamics of Spiral Movement in Man. (Journ. of Comp. Psychol., vol. xx, 
p. 59, Aug., 1935.) Brigden, R. L. 

Walking was the type of behaviour studied, because it is easily controlled and 
may be studied objectively. Movement only takes place when there are potentials 
in a field. Movement occurs in the shortest possible route under the existing 
conditions of feld structure. The more definite the goal, the more direct the course 
to it. Blindfolded subjects tend to walk in spiral paths. The longer the subject 
walks at a constant rate, the smaller the spiral tends to become. The smallest 
spirals were obtained when subjects, relaxed and inditferent, walked slowly. The 
largest spirals occurred when subjects attempted to walk rapidly in a straight line. 
There was no marked tendency for subjects to spiral to the right rather than to the 
left. M. HAMBLIN SMITH. 


Some Aspects of Sweat Secretion in Man: With Special Reference to the Action of 
Pilocarpine. (Brain, vol. lvii, p. 422, Dec., 1934.) Wilson, W.C. 

The writer shows that in man the general secretion of sweat following pilocarpine 

injection 1s due to the direct action of the drug on the sweat-glands and not to any 
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hypothalamic sweating centre. Pilocarpine imitates very closely acetylcholine 
and acetvl-methvl-choline, but does not act by stimulating cholinergic nerve-tibres. 
but directly on sweat-glands, blood-vessels, and probably on all cells capable of 
response to acetyl-choline. G. W. T. H. FLEMING. 


The Berger Rhythm : Potential Changes from the Occipital Lobes in Man. (Brain, 
vol. lvii, p. 355, Dec., 1934.) Adrian, E. D., and Matthews, B. H. C. 


The writers confirm Berger's findings that regular potential oscillations at 10 
a second can be detected in the human subject by electrodes applied to the scalp. 
They produce evidence that these waves arise from an area in the occipital lobes 
connected with vision and not from the whole cortex. The Berger rhythm develops 
when the eyes are closed, or if the visual field is uniform and disappears whenever 
the central part of the field has any detail. In patients who had been blind for 
vears there was no trace of the rhythm. 

Non-visual activities which demand the entire attention (e.g., mental arith- 
metic) abolish the waves ; sensory stimuli which demand attention also do so. 

The writers consider that the waves are due to the spontaneous beat of an area 
of the occipital cortex which is normally occupied by activities connected with 
pattern vision. The waves only appear when the area has nothing to do. The 
frequency of the rhythm can be altered by exposing the eyes to a uniform field 
which flickers at varying rates. The waves tend to occur with the same frequency 
as the flicker. G. W. T. H. FLEMING. 


Action-Current Responses in Deaf-Mutes during Sleep, Sensory Stimulation and 
Dreams. (Journ. Comp. Psychol., vol. xix, p. 469, June, 1935.) Max, L.W. 


A continuation of the author's work on the motor theory of consciousness. 
Action-current photographs were taken from the peripheral musculature of sleeping 
deaf subjects. In both deaf and hearing subjects, the transition from the waking 
to the sleeping state was accompanied by a progressive diminution of responses. 
In the deaf, sleep resulted in complete absence of action-current activity in only a 
small proportion of the cases. External stimuli apphed during sleep tend to evoke 
action-currents in the deaf. The onset of dreams in deaf subjects could be detected 
by the appearance of large responses in the arm and finger muscles. Dream 
responses were sometimes induced by sensory stimulation, and were of longer 
duration than the one or two seconds traditionally ascribed to dreams. The dreams 
reported by hearing subjects did not yield action-currents in the fingers. 

M. HAMBLIN SMITH. 


2. Psychology and Psychopathology. 


Menstrual Dysfunctions in Disorders of the Personality : Their Nature and Treatment. 
(Iindocrin., vol. xix, p. 255, Mav-June, 1935.) Allen, E. B. 


In a study of 150 patients at the Bloomingdale Hospital, suffering from per- 
sonality disorders, the emotional factor was the only one which appeared to have 
a definite correlation with variations in the menstrual function. A depressive 
mood, physical depletion and motor under-activity are conducive of amenorrhaa, 
Irrespective of whether or not the patient is deluded or hallucinated. An expansive, 
elated or ecstatic mood with good physical condition and motor over-activity pre- 
dispose to a profuse and prolonged menstrual period. Agitation and worry are 
more apt to be associated with a profuse than a decreased flow. In no case did 
endocrine therapy directly shorten the period of amenorrhea or increase a 
diminished menstrual flow. In cases of dysmenorrh&a and of profuse or 
prolonged menstruation, antuitrin -S offered subjective relief and appeared to 


diminish the flow, but did not shorten the duration of the period. 
G. W. T. H. FLEMING. 


¢ 


1935. | PSYCHOLOGY AND PSYCHOPATHOLOGY. Q4I 


Physical Associations in Adults with Behaviour Problems. (Endocrin., vol. xix, p. 
129, War.—A pril, 1935.) Rowe, A. W., and Van Waters, M. 


In a consecutive series of 100 women at the Massachusetts Reformatory 
for Women, all presenting behaviour problems which had brought them within 
the jurisdiction of the criminal laws, a very large proportion showed physical and 
physiological abnormality. 54 out of the 100 presented abnormal sitting height 
and cranial dysplasias, others abnormalities of menstruation, respiratory and 
carbohydrate metabolism. G. W. T. H. FLEMING. 


The Feeling of Unreality. (Arch. Neur. and Psvchiat., vol. xxxiii, p. 368, Feb., 
1935.) Yaskin, J.C. 

The feeling of unreality occurs in conditions of mild depression, but not in 

somatic disease or in the neuroses and psychoneuroses. It is probably a mild 

form of depersonalization in which the patient is aware of his abnormal reactions 


to his environment and his own somatic and mental processes. 
G. W. T. H. FLEMING. 


Varieties of Homosexual Manifestations. (Amer. Journ. Psychiat., vol. xcii, p. 143, 
July, 1935.) Sprague, G. S. 

The conventional view of homosexuality requires to be greatly extended. The 
problems of homosexuality are not simple situations. Instead of there being a 
certain status which can be declared to be present or absent, there is a mass of 
habit patterns by means of which certain instinct drives seek expression. If the 
habit patterns have been established differently in two individuals, then the homo- 
sexuality of those individuals will necessarily follow different courses. The subject 
forms a challenging problem to psychiatrists. M. HAMBLIN SMITH. 


Some Results Obtained with the Rorschach Test. (Amer. Journ. Psychiat., vol. xcii, 
p. 109, July, 1935.) Line, W., and Griffin, J. D. M. 


There is a significant difference between the average number of responses on 
this test when given to stable and unstable subjects. Unstable subjects show 
greater variability from picture to picture. The ditferentiating factors have been 
tentatively interpreted as “ objectivity ’’ and “ fluency or motility of response ” 
respectively. Further research is necessary. M. HAMBLIN SMITH. 


The Humm-Wadsworth Temperament Scale. (Amer. Journ, Psychiat., vol. xcu, 
p. 163, July, 1935.) Humm, D. G., and Wadsworth, G. W. 


Rosanoff's theory of personality was used in the construction of a scale which 
would provide an objective measurement of temperament. The full questionnaire 
employed in the test is given, with instructions for its administration and for the 
method of scoring. The limitations of this form of scale and the validity of this 
particular scale are discussed. M. HAMBLIN SMITH. 


A Theory of Chaotic Sexuality. (Amer. Journ. Psvchiat., vol. xcii, p. 35, July, 
1935.) Rosanoff, A. J. 

The fundamental feature of this theory is based upon the observation of cases 
in which a marked disharmony exists between the psycho-sexual make-up and the 
primary and secondary sexual characteristics. There are various kinds and degrees 
of such disharmony.  Psvcho-sexual factors may be linked to physical factors, 
but are to some extent independently transmitted. The assumption seems justified 
that the psycho-sexual factors for maleness and for femaleness are localized. There 
are six psycho-sexual types of males and nine types of females ; this allows fifty-four 
possible types of matings. Markedly homosexual individuals may be the offspring 
of approximately normal parents, and vice-versa. The transmission of anomalies 
of sexual make-up is characterized by a wider range of variation in females than in 
males. M. HAMBLIN SMITH. 
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Observations on the Motor Phenomena of Hysteria. (Journ. of Neur. and Psycho- 
path., vol. xvi, p. 1, July, 1935.) Allen, I. M. 


From an investigation of 59 hysterics whose symptoms were particularly of a 
motor type, the writer draws the following conclusions: The essential effect is 
inhibition of the motor impulse to the muscle or group of muscles which in the 
normal subject would contract in response to that impulse. This inhibition arises 
at the unconscious level of higher cortical functions, and is produced by either a 
conflict in the personality, both sides of which are excluded from conscious life of 
the personality or by that factor in a conflict which is excluded from consciousness 
to allow the other factor to control the conscious life of the personality. The 
immediate motor effect is inhibition of agonists, and is followed by contraction 
of antagonists or of fixation muscles. The clinical effects are flaccidity of muscles 
in the part concerned, with contraction of fixation muscles and failure of agonists to 
contract, followed by contraction of antagonists. 

Local motor phenomena arise as a result of inhibition of agonists, contraction of 
antagonists, the application of stretch to agonists and contraction of agonists, ın 
that order. G. W. T. H. FLEMING. 
Brain Mechanisms and “ Hvpotheses”. (Journ. Comp. Psychol., vol. xix, p. 425. 

June, 1935.) Krechevsky, I. 


A rat, when placed in a novel problem-situation, progresses through a series of 
systematic behaviour patterns. These have been interpreted as being adaptatıve, 
purposive attempted solutions, and the term ‘‘ hypotheses '’ has been adopted to 
describe them. 

Cortical destruction results in diminishing the number of hypotheses, decreasing 
the complexity of the remaining hypotheses and decreasing their plasticity. These 
phenomena are found not to be correlated with the amount of cortical tissue 
destroyed, but are shown to be a complex function of at least two anatomically 
delimited cortical areas. It is suggested that a reconciliation between the facts 
of functional specialization in the brain and the facts of the “ field ” theories 1s 
possible by postulating the presence of anatomically localized ‘ structuring " 
areas in the brain. M. HAMBLIN SMITH. 


The Symptom of Loss of Feelings. (Amer. Journ. Psvchiat., vol. xci, p. 1327. Mav, 
1935.) Johnson, H. K. 


This is an attempt at a Gestalt interpretation. The symptom-complex of “ loss 
of feelings ” has discovered for us a new qualitative dimension in consciousness, 
which may be referred to as richness-flatness. It may be based upon the fact that 
the mind, like a musical instrument, has a timbre of its own. Loss of feelings has 
an analogy in normal life. Apart from sudden and massive losses, a certain 
functional loss is constantly going on in all individuals. It is on this basis that 
Bleuler explains the profound amnesia for the events of early childhood ; old 
mood shapes constantly give place to new, but the process is, normally, so slow as 
to escape notice. M. HAMBLIN SMITH. 


The Medical Approach to the Study of Behaviour Disorders in Children. (Amer. 
Journ. Psychiat., vol. xci, p. 1379, Mav, 135.) Lurie, L.A. 


The study is based upon an analysis of 1,000 cases at a child-guidance home. 
In 49°, the underlying causative factors were found to be endogenous or psycho- 
physical in origin, In only 23°, were the causes exogenous or environmental 
Approximately 75°% of the cases falling in the endogenous group were organic ın 
nature. Psycho- therapy was, therefore, indicated in a relatively small number of 
cases. Only 157°, were definitely feeble- minded, 17:8°, were borderline cases, and 
22:50, were of subnormal intelligence. There was a large incidence (y-ı°,) of 
endocrine disorders, and this points to the necessity of an endocrine study of every 
child presenting a behaviour problem. M. HAMBLIN SMITH. 
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The Results of Psvcho-analytic Treatment [Os resultados do tratamento psvchanalvtico). 
(Rev. da Assoc. Paulista de Med., vol. vi, p. 21, Jan., 1935.) Marcondes, D. 


In psycho-analysis we have a therapeutic agent of great practical value. Its 
chief advantage is that the results are, as a rule, definite, and so compare favourably 
with the results of other forms of psychotherapy. It is a common mistake to 
suppose that psycho-analysis should be reserved for cases in which sexuality appears 
in the symptoms; it can be employed with success in cases which show no symptoms 
of erotic significance. The fear that psycho-analysis may do harm to the patient 
is unjustified. The author has never seen any ill result; on the contrary, the 
results have often gone beyond his expectations. That the treatment takes a 
long time is true, and its cost may, therefore, be high. But these disadvantages 
occur with other forms of treatment, and in other branches of medicine. Some 
condensed case-histories are given. M. HAMBLIN SMITH. 


Psycho-Analysis of Space. (Internat. Journ. of Psycho-Anal., vol. xvi, p. 274, July, 
1935.) Schilder, P. 

The author describes two processes involved in orientation in space. 

Dealing first with the primitive consciousness of the newborn infant, he says 
that “there is at first an undifferentiated relation between an incompletely 
developed body image and the outside space ’’. He goes on to add that ‘‘ clearer 
ditferentiations take place around the openings of the body ”. Through lack of 
experience the newborn infant is unable to distinguish between self and non-self, 
and its only channels of access to the outer world are the mouth and nose on the 
one hand, and the excretory organs on the other. It is only later that the visual, 
auditory and tactile channels are utilized, when the baby colonizes, as it were, its 
limbs and other parts of its body. .In other words, differentiation between the 
self and the non-self is achieved only by a continuous process of testing and move- 
ment. In support of this view the author quotes graphic accounts of the eftects of 
administration of mescal, cannabis indica and other drugs, which show how “ time, 
‘space and movement are closely interwoven’’. So far he has considered the 
sensory experience of space. He proceeds to discuss the unconscious, aftective 
relationships with outer space, in which we live our personal lives, ‘‘ and this is 


the space which is less systematized, in which the relations change ’’. “ The final 
appreciation of space is dependent upon appreciation of personalities. Space is 
therefore decidedly a social phenomenon.” ‘In space disturbances the same 


principles come into appearance which we find in psychic life generally.” 

The author contrasts the sensory orientation revealed by cannabis indica 
intoxication with the self-isolation of the schizophrenic, and the difficulty which he 
experiences in orienting himself with his environment owing to emotional difficulties. 
The schizophrenic shows disorientation in relation to the symbolic qualities of ` 

qe 


space, ‘‘ whereas the sensory experience of space is not fundamentally changed ”’. 
H. W. EDDISON. 


What do Children Know about the Interior of the Body ? (Internal. Journ. of Psycho- 
Anal., vol. xvi, p. 355, Jely, 1935.) Schilder, P., and Wechsler, D. 

The authors point out that “ our experience of our own bodies is based on visual 
and tactile impressions, on our perception of the weight of the body and its various 
parts and on the happenings within the sensitive zone close to the surface. 

They relate not only to our own but to other people’s bodies and enter into every 
sort of libidinal relationship ”. “ Bodily sensation (except that of weight) is 
concentrated on the surface and what we know of our organs is simply intellectual 
knowledge—something that we have learnt.” They proceed to give the answers 
rendered by 40 children of ages 4 to 13 vears to such questions as “ What is the 
inside of your body made of?” and ' What have you got inside your body ? ” 
The answers show, after making allowances for emotional factors, that “in the 
deep, infantile strata of our minds we are not perfectly certain whether there is 
anything inside us except what is crammed into us from outside’. They refer, 
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also, to the similarity between the children’s replies and the view prevalent in 
melancholia that the body is a tubular structure into which food is forced. 

The authors remark that ‘‘ it is one of the paradoxes of our bodily experience 
that our sensations relate to the surface of the body, and yet we do not regard this 
as our body proper . . . in German and in English alike there are phrases 
which suggest that—psvchologically—we can strip oft our skin: ‘ Wir fahren aus 
der Haut’ = ‘ We jump out of our skins’’’. Yet it is difficult to see where the 
paradox comes in. The outer surface of our skin is devitalized, and cannot, there- 
fore, be rightly regarded as part of the self. H. W. Eppison. 


On the Process of Introjection in Melancholia [Ueber den Introjektionsvorgang bet 
Melancholie). (Arb. a. d. Psychiat. Institut d. Tohoku Kaiserl. Universität., 
vol. iit, Nos. 1-2, p. I, 1934.) Maru, K. 

A case of melancholia in a medical student after the death of his grandmother 
is analysed by the author. According to Freud, the usual mechanism in melan- 
cholia is that an object is taken up and introjected by the ego and then treated 
sadisticallv by the super-ego of the patient. In this case, however, the super-ego 
of the patient took the place of the last object, the grandmother, and treated the 
ego of the patient itself severely, with the result of a conflict between the super-ego 
of the object and the ego of the patient. Previous to the melancholia the super-eso 


of the patient was under-developed, resulting in a lack of discipline in the patient. 
S. L. LAST, 


Psycho-Analvtic Studies of Ervthrophobia: 2nd Contribution i Psychoanalvtische 
Studien über Ervthrophobie: I1 ‚WHitterlung!. (Arb. a. d. ‘Psychiat. Institut 
d. Tohoku Kaiserl. Universität., vol. iii, Nos. 1-2, p. 13, 1934.) Yamamura, M. 


Analysis of a case of erythrophobia showed two points of fixation during the 
development of the libido in the Œdipus and in the anal phase. The blushing was 
the expression of the adaptation to the psychic conflict during the phallic phase. 
The author explains it as a “ displacement of libido from below upwards ”, leading 
to a “ genitalization ” of the face. Various mechanisms, especially of resistance 
during analysis, are discussed. S. L. Last. 


The Evolution of Ideas Regarding Persecutory Insanity. Psvchiatric and Psycho- 
analytic Conceptions of Paranoia. (L’Hvg. Ment., vol. xxx, No. 6, p. 117, 
June, 1935.) Schiff, P. 

This is an orthodox presentation of the mechanism of paranoia from the psycho- 
analytic standpoint, with insistence on homosexuality, arrest at an anal-erotic 
stage with incest ideas, and soon. The celebrated case of Schreber is discussed at 
some length. The author regards the existence of homosexuality as bound to 
convince by its very frequency and almost constancy that it is in some way basal 
and fundamental, and not only an associated symptom. He also points out the 
passion of paranoiacs for an absolute justice (non-existent), lack of perspective, as 
` it were a psychic myopia and an ability to “ hierarchise ’’ or arrange in order of 
importance the various elements going to make up life and its demands, or, as 
he more simply puts it, ‘la réalité”. This make-up and attitude have for long 
been described by Meyer as perfectionism and is a constant feature of paranoia. 

W. McC. HARROWES. 


Psycho-analytic Studies of Neurotic Fear. IV Contribution: A Case of Atchmo- 

phobia !|Psychoanalvtische Studien über neurotische Angst. IV Mitteilung : 

Ein Fall von Messerphobie). (Arb. a. d. Psychiat. Institut d. Tohoku Kaisert. 
Universität., vol. tii, Nos. 1/2, p. 39, 1934.) Haysaka, C. 

A woman, æt. 50, developed, after the death of her husband, a pathological 

fear of wounding herself and, later, of wounding others with a knife. The author 

explains this phobia as due to a repression of sexual wishes, the knife representing 
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the male organ and the sexual act being symbolized by the wounding. The picture 
changed later into an obsessional neurosis, with the impulse to wound other people 
with a knife. This change is interpreted by the writer as a retrcgression, whereas 
the former phobic symptoms were supposed to be of a hysterical nature. ` 

S. L. Last. 


«ln Introduction to the Theory of Instincts [Introduction à la theorie des instincts. 
(Rev. Franç. de Psvchanal., vol. vii, p. 611, 1935.) Bonaparte, M. 


Lecture VII: On Female Sexuality. 


Female psycho-sexual evolution is complicated and obscured by the woman’s 
more marked bisexuality. DPassivity is the primary female characteristic, but this, 
not infrequently, is out of harmony with the psychical make-up. On the other 
hand, normal passivity may give place to a morbid masochism. Penis envy is a 
nuclear complex responsible for various reaction types (renunciation, revindication 
or acceptance). Psycho-sexual anomalies from moral anxiety are more often 
met with in woman than in man owing to the severer moral code society imposes 
upon her. Of more fundamental importance is the fear of bodily trauma inevitably 
associated in the woman’s mind with sexuality. The whole sexual cycle, menstrua- 
tion, defloration, coitus and parturition are intimately connected with ideas of 
wounds, blood and pain—a constellation responsible for a variety of maladaptions. 


Lecture VIII. The Fate of the Instincts in Civilization. 


Modern civilization is built upon instinctual repression. The social code 
requires monogamy, economic factors, late marriage and small families. Only a 
small proportion of libido can at best be sublimated into cultural pursuits. Medical 
and psycho-analytical experience goes to show that only a few people can tolerate 
prolonged continence without harm. Only when the life instincts, narcissistic and 
objective, are satisfied is the death instinct dormant. Here it is debated as to 
whether the advantages of modern civilization may not be too dearly bought, the 
suggestion being that a too rigid morality is largely responsible for neuroses, 
revolution and international aggression. 

STANLEY M. COLEMAN. 


Claustrophobia. (Psychoanal. Quart., vol. iv, p. 227, April, 1935.) Lewin, B. D. 


Claustrophobic anxiety is correlated with the idea of being disturbed, while an 
embryo in the mother’s body, especially by parental coitus. The antecedent of 
the phantasy of being a foetus is an oral aggression against a real foetus, which leads 
to an incorporation of, and identification with, the foetus, the incorporation and 
identification being of the type known as “ partial ” ; and the phantasy takes its 
form and ideational content from early childhood theories of gestation, embryology 
and birth. 

STANLEY M. COLEMAN, 


An Introduction to Rankian Psychology. (Psychoanal. Rev., vol. xxii, p. 182, April, 
1935.) Bailev, P. 


Rank is described as having fused a new organized totality out of the various 
concepts of Freud, Adler and Jung. For this psychologist, analysis of the per- 
sonality demonstrates three principal forces ; impulse, inhibition and will. Accord- 
ing to the distribution of these forces there emerge four personality types: The 
average individual, the criminal, the creative artist and the neurotic (artiste 
manqué). The average individual takes himself as given and, by applying himself 
to various activities, finds ample justification for his ego. The criminal is the 
weak-willed type overwhelmed by instinctive impulses. Both the creative artist 
and the neurotic possess strong wills as well as powerful instinctive urges. In the 
former the positive will dominates, and without severely repressing the instincts, 
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the ego is able to draft them into its own service in order creatively to obtain relief 
from fear. The latter is incapable of exerting the will positively, so as to obtain 
a constructive balance between impulse and inhibition ; it aligns itself with the 
inhibitory mechanisms of fear and guilt in order to justify its own denial. Psycho- 
logically the creative and neurotic types are essentially the same save that the 
latter fails in his creativity. 

According to Rank, man is born with an inner fear, ultimately responsible for 
neurotic reaction. This fear is dualistic in nature—the fear of life and the fear of 
death. The fear of life is a fear of individualization, is first manifested in the birth 
trauma and subsequently in every separation. The fear of death is a fear of 
losing individuality—a fear of being deprived of that degree of separation already 
acquired. The neurotic, though he is both afraid to act independently and at 
the same time fears losing whatever independence he has, is particularly 
characterized by the death fear. 

Viewed from another angle, the fear of life symbolizes a fear of separation from 
the whole, or a fear of giving up one’s self partially ; whereas the fear of death is a 
fear of losing the wholeness or ego unity, which was so difficult to acquire, or a tear 
of giving up one’s self totally. 

Inquiring into cultural reasons for the present-day frequency of the neurotic 
tvpe, Kank finds that the general trend of community ideologies has been one of 
individualization. With primitive people the individual did not count; the 
collective soul was all-ımportant. It alone was imperishable and could never die. 
In our present era, the collapse of collective ideologies, including religion, plus 
the inability to supplant them with adequate individual ones, explains the grave 
increase of the neurotic type. Only ideologies of a substantial collective nature 
otter any real compensation to the human urge for immortality. 

Regarding psychotherapeutic technique, Rank shifts the emphasis from learning 
to experience. Inspiring the already hyper-introspective neurotic to understand 
himself psychologically only leads to further introspection. The neurotic’s basic 
difficulty is that he cannot believe in himself or in anything at all. For Rank it ıs 
the actual experience of the patient in his relationship to the therapist that is of 
importance. Here he should be permitted to experience and aftirm his real self 
creatively in the therapeutic relationship. He will then be able to relate himself 
to current ideologies of a collective nature. Rank is opposed to the procedure of 
forcing him to re-live the past ; on account of his fear of living in the present, he 
easily regresses to a narrative of an infantile stage in his history. Again, far from 
attempting to break down resistances, Rank discovers in ıt a positive will to inde- 
pendence, and insists upon interpreting this constructively as such. Lastly the 
therapist should be of the creative type, so supplying the productive counterpart 
ot the neurotic. STANLEY M. COLEMAN. 


The Psychogenesis of Manic-Depressive States. (Internat. Journ. Psycho-anal., vol. 
xvi, p. 145, April, 1935.) Klein, M. 


Genetically, paranoid, depressive and maniacal states are closely allied. From 
the beginning the infantile ego introjects alike good and bad part-objects (proto- 
type, the maternal breast). Affectively the bad part-objects originate from external 
frustrating forces and internal aggressive drives. The first defence mechanism 1s 
the paranoid reaction. Anxiety is concerned with protection of the ego, and the 
bad objects are dealt with by externalization and projection. The depressive 
reaction occurs at a later stage, the ego now introjecting whole objects (prototype, 
the mother). Anxiety is directed towards protection of the good internalized 
whole object. The ego fears the object's disintegration and loss, as a result of its 
own previous paranoid and aggressive reactions. In the maniacal defence reaction 
the ego seeks to free itself from dependence upon reality and internal objects, 
i.e., the content of the two previous states. Reality is denied, and the sense of 
omnipotence is utilized for the purpose of mastering objects. 

STANLEY M. COLEMAN. 
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Introjection in Schizophrenia. (Psvchoanal. Rev., vol. xxii, p. 121, April, 1935.) 
Allen, C. 


Report of five schizophrenics. Cases 1 and 2 subjected to analysis, demonstrating 
the importance of introjection in this psychosis. This mechanism is often not so 
conspicuous as projection, being frequently concealed by a secondary projection. 
The writer accepts Freud’s view on the origin of introjection, stating that when the 
unconscious is forced to forfeit some beloved object it is unable to do so unless it 
retains a replica. Evidence of oral-eroticism, favouring oral incorporation of the 
introjected object, is rather indefinite in these cases. None show Abraham's 
oral character traits. Some interesting comparisons are made between melancholic 
and schizophrenic introjection. STANLEY M. COLEMAN. 


3. Psychiatry. 


Psvchic Manifestations Associated with Hyperthyroidism. (Amer. Journ. Psychiat., 
vol. xci, p. 1215, May, 1935.) Dunlap, H. F., and Moersch, F. P. 


Surgical domination has hindered progress in this field. An analysis of 143 cases 
of hyperthyroidism is given. Any of the usual forms of psychic reaction may be 
manifested ; there is no characteristic reaction. Toxic exhaustion psychosis occurs 
most frequently in exophthalmic goitre, and acute delirium in a high percentage 
of hyperfunctioning adenomatous goitres. Most of the cases came under these two 
heads. The third large group consisted of manic-depressive reactions, and many 
of the patients gave histories of previous mental disturbance. Tke concurrence of 
the two conditions was probably a coincidence. In exophthalmic goitre the 
administration of adequate doses of compound solution of iodine reduced the inci- 
dence of mental manifestations, but similar results were not obtained in cases of 
hyperfunctioning adenomatous goitre. Surgical interference is definitely contra- 
indicated in the course of a severe psychic reaction. M. HAMBLIN SMITH. 


Certain Problems of Schizophrenia in the Light of Cerebral Pathology. (Journ. Nerv. 
and Ment. Dis., vol. lxxxi, p. 280, March, 1935.) Bychowski, G. 


The writer calls attention to the occurrence of what he calls a disorder of 
temporal order. 

Memories and attitudes from different periods of time become mixed together, 
much as when a pack of cards is shuttled. He considers the process of “ shuftling ”’ 
a primary one. Disturbances of temporal order occur in senility where there is a 
definite organic basis. Many schizophrenic symptoms resemble those of various 
tvpes of agnosia. The processes affected are the creation of figure and background, 
ditterentiation of form and the retention of its totality, and the making of it 
impenetrable for the external and internal spatial and temporal background. The 
patients may be said to suffer from an agnosia of thought. Under the term ‘‘con- 
structive apraxia "’ the author includes the disorders in the putting together of 
picture-fragments, in drawing, and in constructing simple designs from matches. 
Kleist and Strauss describe the lesion responsible for constructive apraxia as 
occurring in the left gyrus angularis. _G.W. T. H. FLEMING. 


Psvchological Loss in Paretics and Schizophrenics. (Amer. Journ. of Psychol., vol. 
xlvii, p. 458, July, 1935.) Hunt, J. MeN. 


The writer investigated 18 paretics and 25 schizophrenics by submitting to them 
a series of arithmetical progressions and a narrative containing absurdities. The 
schizophrenics solved the numerical problems far better than the paretics did, but 
they seldom noted an absurdity in the narrative until they had been told to look 
for it and had then read the narrative more than once. There is a ditference in 
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the psychological loss in the two conditions. When asked to tell the story the 
schizophrenics usually succeed better than the paretics. 

The failure of the schizophrenic to see the absurdities may lie in (1) temporal 
integration of the comprehending functions, (2) limitations of comprehending, 
which confine the patient to a bare consideration of gross events, or (3) ın the want 
of governing factors. 

G. W. T. H. FLEMING. 


Gestalt Function in Visual Motor Patterns in Organic Disease of the Brain. (Arch. 
of Neur. and Psychiat., vol. xxxiii, p. 300, Feb., 1935.) Bender, L. 


The writer, using some of the figures utilized by Wertheimer in his study of 
Gestalten, investigated cases of dementia paralytica, alcoholic, traumatic and 
confusional psychoses. In organic disease of the brain, associated with sensory 
aphasia, the characteristic feature 1s the reversion to the primitive response with 
the simple closed loop, which is perseverated, with resulting distortion of the 
integrative principle. In dementia paralytica the writer found evidence of impulses, 
with micrographia, fragmentation and separation, especially in cases associated 
with lethargy or dullness. In the expansive types there is a tendency to substitute 
letters, numbers, figures or personal material, such as the patient’s initials, for parts 
of the figure, while "the Gestalt as a whole appears intact. In nearly all cases the 
concept as a whole is preserved. Fairly well-compensated cases show productions 
that are formalistically but impersonally perfect, but are almost alwavs marred 
by one or another feature suggesting one or other of the features of dementia 
paralytica already mentioned. . 

In alcoholic psychoses, when there is deep clouding, perception ditficulties 
result in incompletely perceived Gestalten and in motor difficulties with increased 
impulses to rhythmic movements. The figure is reproduced incompletely and 
distorted by perseverated strokes. In Korsakov’s disease the motor impulses to 
perseverative tendencies may be more marked. In the chronic alcoholic hallu- 
cinatory states the Gestalt as a whole may be well preserved, but the outlines are 
hazy, partly from perceptive difficulties, partly from tremulousness, and partly 
from the motor impulses to reiterate the lines. In the alcoholic confusional states 
there are less marked motor ditficulties, but the perceptive difficulties are in the 
foreground, and show disturbances of integration of the parts into the whole and in 
the orientation of the figure on its background. 

In traumatic psychoses, the acute confusional stages are characterized by 
clouding, with difficulties in the synthesisof the perception and the Gestalt function. 
Visual motor Gestalten show reversion to primitive features. There is disorien- 
tation of the figure on its background. In acute confusional states the disturbance 
resolves itself into difficulties in the integration of the parts of the figure to the 
whole, and of the whole figure to its background or situation. Tendencies to 


primitive reversions are secondary to this primary difficulty. 
G. W. T. H. FLEMING. 


Juvenile Paretic Neurosvphilis Studies. III: Developmental History, including 
Mental and Physical Growth, Trauma and Convulsions. (Journ. of Nerv. and 
Ment. Dis., vol. lxxxi, p. 489, May, 1935.) Menninger, W.C. 


From a consideration of 653 cases of juvenile paresis the author found that 
40%, of 426 cases were retarded in their mental development; 60°, developed 
normally mentally until the onset of the disease. The feeble-mindedness in juvenile 
paretics is an indication of the brain-syphilis. Psychic trauma was a precipitating 
factor in 18 cases out of the 653. 35° 5 showed a retarded physical development, 
resulting in a kind of infantilism. Physical trauma is recorded in 35 cases out of 
349 and is of possible medico-legal importance. Convulsions were recorded in the 


history of 111 cases, 1.e., 31°89 of the cases with adequate data. 
G. W. T. H. FLEMING. 
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Juvenile Dementia Paralvtica. IV : Syndromes of the Cranial Nerves and Motor 
System. (Arch. of Neur. and Psvchiat., vol. xxxiv, p. 243, Aug., 1035.) 
Menninger, W. C. 


Based on a study of 43 personal cases, together with 6ro from the literature, 
the writer points out that the neurological symptoms found in juvenile paretics are 
more frequent, more diverse and more ad “anced than in adult paresis. 

A tabetic form is present in from 10-15°9, atrophy of the optic nerve in from 
12-18%, pupillary abnormalities in 75-90°,, absolute fixation of the pupil being 
much commoner than the Argyl] Robertson pupil. Palsy of the eve-muscles and 
nvstagmus are present in 5-10°,, the facial nerve is involved in about 10°,, and 
deafness in 2°53. 

Dysphagia 1s occasionally present, and in most cases represents a late stage in 
the disease. Defects of speech, similar in type to those of adult paresis, are present 
in 50-75°,. Involvement of the hypoglossal nerve is present in 10-15°,. Paresis 
is present in more than 50°,. Convulsions or “ spells ” in from 30-40°,—they are 
characterized by great frequency. Paralysis, as monoplegia, hemiplegia or tetra- 
plegia, occurs in about 20° 5, most often with the development of spasticity. Con- 
tractures are common in the terminal stages. The motor activity is typically one 
of restlessness or hyperkinesis, often with choreiform or even athetoid movements. 
Cerebellar disease is frequently conspicuous, indicated by ataxia, scanning speech, 
nystagmus, adiadochokinesis and equilibratory disturbances. 

G. W. T. H. FLEMING 


Juvenile Paretic Neurosyphilis Studies. 1X: Laboratory Findings. (Journ. Lab. 
and Clin. Med., vol. xx, p. 806, Mav, 1935.) Menninger, W. C. 


The writer found the blood Wassermann negative in seven cases of juvenile 
paretic neurosyphilis. A negative spinal fluid Wassermann was obtained in six 
definite cases of juvenile paresis. This has been repeatedly found in congenital 
neurosyphilis, and occurs in from 3-5°, of all cases of general paresis. The spinal 
fuid cell-count compares very closely with the findings in adult general paralysis, 
and varies from no cells to 310 cells per c.mm. The most common finding in the 


colloidal gold curve is the typical paretic strong first zone curve. 
G. W. T. H. FLEMING 


Juvenile Dementia Paralytica. (Arch. of Intern. Med., vol. lv, p. 626, April, 1935.) 
Menninger, W. C 


The author presents a summary of 653 cases of juvenile dementia paralytica. 
In 36°5°,, syphilis, either clinical or serological (or both), was present in one or more 
members of the family. Mothers of patients with juvenile paresis show nearly 
four times the frequency of clinical neurosyphilis exhibited in average groups of 
syphilitic women. Of these mothers, half are cases of paresis. The fathers of 
patients with juvenile paresis show nearly twice the incidence of clinical neuro- 
syphilis present in average groups of syphilitic men. Paresis in the father occurred 
twice as frequently as all other forms of neurosyphilis. In these cases the patient 
was male in 49 cases and female in 25. This suggests the predisposition for paternal 
transmission of paresis. Both parents were shown to have syphilis in 11°, of cases, 
and in these, neurosyphilis was present in 40:3%.  Paresis was present in a brother 
or sister of the patient in 2:6°,. Several instances of neurosvphilis in three 
generations of a family are cited. G. W. T. H. FLEMING. 


The Descriptive Mental Picture in Juvenile Paretic Newrosvphilis. (Amer. Journ. 
Psvchtar., vol. xci, p. 1413, Mav, 1935.) Menninger, W. C 

The most typical mental picture is characterized by confusion, mental regression 

tosimple dementia, inadequate emotional response and restless purposive behaviour. 

Simple deterioration is the only distinct clinical type. Perceptual disturbances are 

not conspicuous 1n, the early picture. Confusion is usually apparent in the advanced 
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stage. Visual and auditory hallucinations are less vivid and more transient than 
in the acquired disease. Delusions occurred in 19°, of the cases. Memory loss 
is a common finding. A schizophrenic picture is unusual. Excited periods were 
present in about 23°, but were usually transient. Restlessness is the outstanding 
symptom in the field of volitional activity. M. HAMBLIN SMITH. 


Nature of Delirium and Allied States; The Dysergastic Reaction. (Arch. of Neur. 
and Psychiat., vol. xxxiii, p. 1175, June, 1935.) Wolff, H. G., and Curran, D. 

This investigation was carried out to determine to what degree content may be 
correlated with the specific type of noxious agent and the individual equipment 
and experience of the subject. Theterm “ dysergastic reaction ” proposed by Meyer 
covers mental states ‘‘ due to disorders of the nutrition and circulatory support 
of the brain’’. It is largely interchangeable with delirium. In this series of 100 
patients, there was no evidence that there was any relation between a particular 
noxious agent and the form and content of the psychosis. The condition is usually 
worse at night and during the latter part of the day, with attempts at sustained 
effort and immediately after awakening. The defects were aggravated by complex 
environmental conditions, or by situations that demanded discrimination of which 
the patient was incapable. Distinctive personal characteristics, habits of reaction, 
dominant interests, past experiences, age, sex and intellectual endowment moulded 
and individualized the resultant reaction to any noxious agent. Paranoid mis- 
interpretations were common, though systematization seldom occurred except 
when the dysfunction was of prolonged duration and of relatively shght intensity. 

G. W. T. H. FLEMING. 


Mental Symptoms in Cases of Tumour of the Frontal Lobe. (Arch. of Neur. and 
Psychiat., vol. xxxiii, p. 986, May, 1935.) Strauss, I., and Keschner, M . 
The writers conclude from a consideration of a series of 85 cases that (1) abnormal 
mental reactions occur in 90°, of the cases. (2) Mental symptoms were the earliest 
manifestations of tumour in 43% and changes in personality in over 30°,. (3) 
Symptoms referable to disturbances of the sensorium were most common ; next in 
order of frequency were changes in personality and disturbances in aftect, intellect, 
memory and orientation. (4) Euphoria was present in 30%, facetiousness in 22°, 
and both in 13%. (5) Determining factors in the frequency of occurrence, nature 
and severity of mental symptoms in the order of their importance were: (a) The 
extent of involvement of brain tissue, (b) rapidity of growth of the tumour, (c) 
the increased intracranial pressure, (d) the patient's previous mental make-up, and 
(e) possibly the convulsive state. (6) In cases of rapidly-growing infiltrating 
tumours and of diffuse tumours, mental deterioration and changes in personality 
appear much earher than in cases of slowly-growing tumours; in the latter, changes 
in personality may for a long time be the only mental symptom. 
G. W. T. H. FLEMING. 


The Meteorological Factors in Mental Diseases. (Amer. Journ. Psychiat., vol. xcii. 
p. 131, July, 1935.) Hoverson, E. T. 

The former work on this subject has been largerly inconclusive, and this on 
account of a partial consideration of the complete picture. The oxygen content 
of the air is of great importance. Meteorological environment plays an important 
part in determining cellular reactions. In mental disease there are two factors, 
organic and psychogenic. In the organic factor, chemical instability appears to 
be the important thing. The meteorological environment conditions the organic 
factor. We must, however, be careful not to lay undue stress upon the organic 
side. M. HAMBLIN SMITH. 


Post-encephalitic Behaviour Disorders. (Amer. Journ. Psychiat., vol. xcii, p. 17, 
July, 1935.) Bond, E. D., and Smith, L. H. 

A survey of 85 post-encephalitic children admitted to the Franklin School, 

Pennsylvania, during ten years. Results may be summarized as “ good ” 20, 
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“ poor ” 56, still in school 9. Some tendency to improved behaviour was seen in 
80 of the cases. The improvement often breaks down on discharge from the 
school to unsatisfactory home environment. Parkinsonian symptoms appeared 
in only three cases. M. HAMBLIN SMITH. 


-i Psychiatric Concept of Acute Alcoholic Intoxication, (Amer. Journ. Psychiat., 
vol. xcii, £. 89, July, 1935.) Fleming, R. 

This condition presents a very varied symptomatology, which depends upon 
the interplay of two main factors—the action of the alcohol on the several physio- 
logical systems, and the personality of the individual. Under the latter heading 
acquired characteristics must be considered, as well as constitutional factors. The 
action of the alcohol may be modified by the dose, by the nature of the beverage 
containing the alcohol, and by the physiological condition of the organism ; but it 
ultimately depends upon the concentration of the alcohol in the tissues. The con- 
tribution of the personality to the clinical picture of drunkenness offers a promising 
field for psychiatric investigation on modern lines. The current classification into 
the two types of normal and pathological intoxication is too simple and requires 
revision. M. HAMBLIN SMITH. 


Encephalographic Studies in Mental Disease. (Amer. Journ. Psvchiat., vol. xcii, p. 
43, July, 1935.) Moore, M. T., Nathan, D., Elliott, A. R., and Laubach, C. 
The problem of establishing an organic basis for the so-called functional psychoses 
is of more than academic interest. This paper studies the results found in 159 
encephalograms from 151 patients. In the organic psychoses there were deviations 
from the normal cyto-architecture. Similar results were found in schizophrenia, 
manic-depressive psychosis and epilepsy with psychosis. In dementia paralytica 
and schizophrenia there is a tendency towards an individual pattern-complex. It 
is not unusual to find mental deterioration more marked in patients with a selective 
parietal lobe atrophy. The encephalograms ın all the various groups of psvchoses 
were abnormal. M. HAMBLIN SMITH. 


Psvchoses of Myxadema. (Amer. Journ. Psychiat., vol. xci, p. 1263, May, 1935.) 
Karnosh, L. J., and Stout, R. I. 

These psychoses are due to well-recognized physiological disturbances which 
affect all the tissues of the body. There is a wide variation in the form of the 
psychosis, which is attributable to differences in hereditary, constitutional and 
environmental backgrounds. Myxoedema occurs frequently at the climacteric, 
and is specially prone to upset the affective equilibrium of the individual. In elderly 
patients with cerebral arterio-sclerosis, myxcedema leads to a further reduction of 
the cerebral circulation, and so to the production of an organic psychosis. The 
administration of desiccated thyroid gland may lead to marked relief of these 
symptoms. Young patients with myxaedema are prone to develop a vivid dis- 
sociation and hebephrenic regression. M. HAMBLIN SMITH. 


Clinical Study in Epilepsy. (Journ. of Compar. Psychol., vol. xx, p. 13, Aug., 1935.) 
Fetzer, M. E. 

An atropine assay was used. The lying, resting pulse is recorded ; this figure 
represents the pulse as controlled by the sympathetic and parasympathetic. 
Atropine is injected intravenously. When the pulse no longer accelerates after 
two successive doses, the orthostatic pulse is determined. The final, lying pulse 
represents the control of the sympathetic. The difterence between the initial and 
final pulse represents the control of the vagus. This study of the physiology of 
the autonomic nervous system revealed no ditterence between epileptic patients and 
normal individuals, or between types or phases of epileptic patients. Incidentally, 
it was observed that the majority of patients complained of feeling drowsy when a 
certain dose of atropine was reached. This confirms the theory that sleep is a 
parasympathetic phenomenon. M. HAMBLIN SMITH. 
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Cortical Autonomic Epilepsy. (Journ. of Nerv. and Ment. Dis., vol. lyxxi, p. 168, 
Feb., 1935.) Watts, J. W., and Frazier, C. H. 

The writers present the case-histories of two patients in which manifestations, 
such as nausea, epigastric distress and vomiting were substituted for epileptic 
convulsions. They quote the evidence of Penfield and Gage that stimulation of 
the cortex of area 7a gave rise to abdominal symptoms, and that these writers 
think that representation of visceral sensation will eventually be localized some- 
where near the temporal lobe. G. W. T. H. FLEMING. 


The Two Tv pes of Terminal Catatonia Most Closely Related to Diseases of the Striatum 
and the Problem of Central Nervous System Disease in Schizophrenia Die den 
striären Erkrankungen am meisten verwandten zwei Formen katatoner End- 
zuslände und die Frage der Systemerkrankung bei Schizophrenie‘. (Arch. f. 
Psychiat., vol. ciii, p. 101, 1935.) Leonhard, K. 

The author studied 50 cases of catatonia in its final stages, i.e., cases 
stationary for at least ten years. He was especially interested in two tvpes, 
the ‘‘starre’’ (rigid) and the “ faxenhafte ” (manneristic). He compares them 
to parkinsonianism and Huntington's chorea. In a very interesting and thorough 
comparative analysis he shows the many points of resemblance without, however, 
neglecting the difterences. In his opinion the resemblance is so great that it bears 
out the organic causation of catatonia, which he holds to be due to a disorder on a 
higher level than the one responsible for parkinsonism and chorea. He hopes that 
further anatomical research may discover more constant findings if sufficiently old 
cases are examined, and the different types of catatonia are ‘studied separately. 
He supposes different systems to be responsible for the different types described. 

S. L. Last. 


Investigations of the Mvodvstonic Reaction in Schizophrenics ‘Untersuchungen über 
die mvodystonische Reaktion bei Schizophrenen|. (Acta Psychiat. et Neur., 
vol. viii, p. 679, 1933.) Lindberg, B. J. 

Fifty chronic schizophrenics were examined for the presence of Soderbergh’s 
myodystonic reaction. This reaction is supposed to be an “ objective index of 
non-psychogenic disorder in the central nervous system. It proves with a high 
degree of probability a disorder of the extrapyramidal system’’. The reaction 
consists of a sort of after-contraction following faradic stimulation of a muscle. 
Fourteen out of 50 schizophrenics showed a positive reaction. The author con- 
cludes that these results support the view that in schizophrenia there occur not 
only “ pseudo-extrapyramidal ” signs, but also disorders of a true extrapyramidal 
nature. S. L. Last. 


Salivary Conditioned Reflexes in Man, Sane and Insane, and their Association with 
Consciousness. (L'Encéphale, vol. xxx, p. 394, June, 1935.) Lents, A. K. 


By means of an apparatus applied to the opening of the parotid duct 
in man, it has been possible to collect saliva precisely as in dogs, but without 
any operation. The subject was put into a special cabin as in animal experi- 
ments. The problems of the investigation were to study generally the forma- 
tion of conditioned reflexes of the lowly salivary type, to observe anv peculiarities 
in this in psychotics, and also to study the influence of the superior type of cortical 
activity which characterizes man. 

Epileptics slowly formed unstable reflexes which were abolished for some time 
after a tit. General paralytics diftered according to stage. Their retlexes were 
unstable, and it seemed to be chiefly a paralysis of inhibition. Schizophrenics 
quickly formed reflexes, which were lost and redeveloped rapidly. Hallucinations 
materially hindered the development of reflexes. Defectives behaved according 
to the degree ot defect, but the true reflex to the sight of the food (chocolate: 
developed well. The more serious the psychic malady the more ditficult the 
formation of reflexes. 
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Salivation was generally associated with a suitable thought content. Reversal 
of inhibitory and exciting stimuli produced confusion of the reflex, although the 
patient at once appreciated what had happened. Consciousness is much more 
adaptable than the pure reflex. Psychological processes cannot be reduced to the level 
of the laws governing conditioned reflexes. i | 

Conditioned reflexes lag behind consciousness. W. McC. HARROWES. 


Biliary Anxiety [L’anxiété biliare‘. (Ann. Med. Psych., vol. xv (1), p. 177, Feb., 
1935.) Baruk, H., Briand, H., Camus, L., and Cornu, R. 

Clinical observations on three cases, in which anxiety states or melancholia 
are associated with biliary disorders, are supported by experimental work on 
animals injected with human or animal bile. It is concluded that the biliary 
intoxication acts directly on the neuro-vegetative centres at the base of the brain, 
determining on the one hand diverse visceral dysfunctions (cardiac and respiratory 
arrythmia) and, on the other, anxiety. STANLEY M. COLEMAN. 


A Typical Clinical Case of Cotard’s Syndrome followed by Cure [Un cas clinico 
tipico del sindrome de Cotard seguido de curaci:n’. (La Semana Méd., vol. 
xlii, p. 1643, June 6, 1935.) Sierra, A. M., and Guixd, J. A. 


The writers give a clinical account of this case, with a discussion of the differential 
diagnosis and a review of previous work on the subject. Cotard’s syndrome must 
not be regarded as exclusively a chronic complaint, in the strict sense of that term. 
In the presence of this condition it is well to be very cautious in giving a prognosis, 
since even the most severe cases may result in recovery. M. HAMBLIN SMITH. 


4. Neurology. 


Two Cases of Spinal Meningitis after Lumbar Puncture ‘Zwei Fälle von Meningitis 
in primis spinalis nach Lumbalpunktion!. (Acta Psvchiat. et Neur., vol. x, 
p. 211, 1935.) Clemessen, C., and Neel, A. V. 

The authors report two cases in which lethal purulent meningitis followed 
diagnostic lumbar puncture. In one case the pressure of the cerebro-spinal fluid 
had been measured at the first lumbar puncture, and the authors suspect that 
regurgitation of fluid out of the manometer might possibly account for the infection. 
The post-mortem in both cases showed that the inflammatory changes were most 
marked in the lowest part of the lumbar sac. S. L. Last. 


The Non-suppurative Forms of Encephalitis. (Arch. of Path., vol. xix, p. 213, Feb., 
1935.) Baker, A. B. 

The writer discusses epidemic, hamorrhagic and herpetic encephalitis and en- 
cephalitis secondary to measles, whooping-cough, smallpox, mumps, chickenpox, 
dysentery, typhus, vaccination, rabies, lead, arsenic, phcsphorus and alcohol. 
After discussing the inflammatory and degenerative changes in the nervous system, 
he points out that there is a predominance of certain changes in certain diseases, 
such as perivascular infiltration by mononuclear cells in epidemic encephalitis, 
including the St. Louis type, in herpetic encephalitis and encephalitis following 
mumps. Perivascular demyelinization occurs in encephalitis following measles, 
smallpox, chickenpox and vaccination against rabies and smallpex. Nerve-cell 
destruction occurs in encephalitis following herpes, whooping-cough, chicken- 
pox, poisoning with lead and phosphorus, cerebral hemorrhage, in hemorrhagic 
encephalitis and arsenic intoxication. G. W. T. H. FLEMING. 


The Neurologic Aspect of Leukemia. (Amer. Journ. Med. Sci., vol. clxxxix, p. 
766, June, 1935.) Schwab, R. S., and Weiss, S. 
Only about 25°% of cases with histological evidence of leukemic infiltration of the 
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central nervous system exhibit neurological signs. The frequency of neurologic 
complications in the acute and chronic types of leukemia and in the Ivmphatie 
and myelogenous types is about the same. The most frequently observed neuro- 
logical signs were unilateral or bilateral palsies of the 6th and 7th nerves, with less 
frequent involvement of the 5th, 8th, oth, roth, ııth and ate nerves. Absent 
deep reflexes, pyramidal signs, paresthesias and signs of meningeal irritation were 
encountered. In 73:6°5 of 34 cases the spinal fluid showed abnormal findings, 
indicated by increased cell-count and protein content and by elevated pressure. 


G. W. T. H. FLEMING. 


Allergy in Migraine-like Headaches. (Amer. Journ. Med. Sci., vol. cxc, p. 232, 
Feb., 1935.) Sheldon, J. M., and Randolph, T.G. 


The writers investigated a group of 127 cases of migraine-like headaches. The 
results of treatment in the 60:89) of patients from whom adequate follow-up 
information was available showed that two-thirds of this number experienced 
relief of symptoms, partial or complete, following the rigid avoidance of suspected 
articles of the diet as determined by skin-testing and dietary history. They believe 
that allergy is an important contributory factor in certain cases of irregularly 
recurrent migraine-like headache. G. W. T. H. FLEMING. 


Hypothermia in Cases of Hypothalamic Lesions. (Arch. of Neur. and Psychiat. 
xxxiii, p. 570, Mar., 1935.) Davison, C., and Selby, N. E. 


The authors describe a case with slight polyuria and polydipsia, adiposo-genital 
dystrophy, hypersomnia and a prolonged subnormal temperature. For three 
months the average temperature was 92:5" F. At autopsy, an angioma situated in 

the floor of the third ventricle was found. It had partially destroyed the oral ends 

of the supra-optic and paraventricular nuclei and the right mamillary bodv. 
The nuclei tuberis proper were entirely destroyed. In addition, the following 
nuclei were implicated—the mamillo-infundibular and pallido-infundibular nuclei, 
the substantia grisea centralis and the intercalate and interfornicate nuclei. The 
authors think that the extreme subnormal temperature was due to the extensive 
implication of the nuclei tuberis proper and of the mamillary bodies. 


G. W. T. H. FLEMING. 


„tal. 


Clinical Significance of Chorea as a Manifestation of Rheumatic Fever. (Journ. 


Amer. Med. Assoc., vol. cv, No. 8, p. 571, Aug. 24, 1935.) Jones, T. D., and 
Bland, E. F. 


The aim of the authors of this paper is to weigh the prognostic significance of 
chorea as a manifestation of rheumatic fever. Their material consisted of 482 
patients with chorea and 518 patients with manifestations of rheumatic fever other 
than chorea, studied over a period of eight wears. The incidence of rheumatic 
heart disease was 86°, in the rheumatic fever without chorea group, and only 
54° in the group with chorea as a symptom. When the latter group was analysed 
into (1) those with chorea and other symptoms of rheumatic fever, and, (2) these 
with chorea only (so-called “ pure chorea ’’), the incidence of heart disease was 73°, 
and 3°, respectively. The number of attacks of chorea does not appear to influence 
the development of rheumatic heart disease. Precordial pain, pericarditis and 
congestive heart failure occurred twice as frequently in patients having rheumatic 
fever as in those having chorea in addition to rheumatic fever. Death occurred in 
only 0:7°, of patients with chorea as compared wri 14°, of those with other 
symptoms of rheumatic fever and chorea, and in 32°, of those with rheumatic 
fever and no choreic symptoms. The authors say, therefore, that chorea is to 
be considered a mild manifestation of rheumatic fever, and one in itself not 
especially conducive to the development of rheumatic heart disease. 


J. L. Favir 
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The Role of the Cerebral Cortex in Narcolepsy ; the Classification of Narcolepsy and 
Allied Disorders. (Journ. of Neur. and Psychopath., vol. xv, p. 236, Jan., 
1935.) Levin, M. 


The writer points out that the cerebral cortex is the part that sleeps, not the 
sleep centre, which merely regulates the frequency, depth and duration of sleep. 
He would divide cases of narcolepsy into two groups, the first consisting of cases 
of morbid somnolence without signs of localized sleep, and in which it is impossible 
to tell whether the disturbance is in the cortex or in the sleep centre. The second 
group consists of cases with signs of localized sleep with or without morbid somno- 
lence. The four principal signs of localized sleep are: cataplexy, sleep paralysis, 
attacks of powerlessness occurring without relation to sleep or emotion, and increased 
motor activity during sleep. In group 2 probably the cortex is at fault, part or 
parts of it being unduly inhibitable. G. W. T. H. FLEMING. 


The Thalamic Syndrome [Sindrome taldmico). (La Semana Méd., vol. xlii, p. 921, 
March 28, 1935.) Rugiero, H. R. 


An exhaustive review of the previous work and of the various views which have 
been held on this subject is given. The thalamus is not to be regarded solely as a 
terminal centre for certain forms of sensibility and as a centre of transit for others, 
but also as a centre of elaboration for sensory impulses subject to the control of 
the higher centres. The thalamic syndrome ‘forms a clinical picture which can 
be differentiated from other lesions in the vicinity. The syndrome may occur in 
two main forms. We have a pure form, in which, without a “ stroke ”', there is a 
slight and transitory motor hemiplegia, without epileptoid symptoms, and usually 
without Babinski's sign. The hemiplegia is accompanied by disturbances of 
sensibility, severe pains on the paralysed side and tactile anesthesia. Choreic 
movements sometimes occur. There is also a mixed form, with paralytic dis- 
turbances, to which are added superficial and deep hemi-anesthesia with intense 
and lasting pains. But it must be remembered that, in atypical cases, the absence 
of anesthesia and pain is an insufficient reason to exclude the diagnosis of a lesion 
limited to the optic thalamus. M. HAMBLIN SMITH. 


/ 


5. Pharmacology and Treatment. 


The Effects of Alcohol Injected Intravenously. (Amer. Journ. Psychiat., vol. xci, p. 
1343, Mav, 1935.) Newman, H. W. 


In most instances the intravenous administration of a 10°% solution may be 
accomplished without the patient knowing that he is receiving alcohol. This is 
of great importance in any investigation. In normal individuals the response to 
moderate doses of alcohol consists of an increased freedom of conversation, an 
intensification of the previously existing mood, and a tendency to drowsiness. 
The psycho-neurotic group showed exaggerated garrulity, a tendency to excessive 
emotional outbursts and a multiplication of symptoms. Many were rendered more 
accessible to psychotherapy. On the contrary, the schizophrenic group retired 
further from reality. M. HAMBLIN SMITH. 


A Comparative Study of Changes Produced by Various Drugs in Schizophrenic 
Patients. (Amer. Journ. Psychiat., vol. xci, p. 1287, May, 1935.) Gildea, 
E. F., Himwich, H. E., Hubbard, O. E., and Fazikas, Jed: 


There is evidence that the favourable changes in the behaviour of catatonic 
patients following the intravenous injection of sodium amytal are not dependent 
on the dilatation of the cerebral vessels, on the rise in the CO, content or a fall in 
the pH in the arterial blood. Narcosis produced by a number of different drugs 
was not followed by any such change in symptoms, such as occurred after narcosis 
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by sodium amytal. Since sodium amytal acts primarily upon the brain-stem, it 
is suggested that the symptoms of schizophrenia are due in part to a dysfunction 
of this part of the brain. M. HAMBLIN SMITH. 


The Therapeutic Effects of Estrogenic Hormone Preparations. (Amer. Journ. 
Psychiat., vol. xci, p. 1273, May, 1935.) Whitehead, R. W., and MeNiei, 
| eee DA | 

The results obtained in a selected series of 18 cases of epilepsy treated with 
estrogenic substances (emmenin, theelin, theelol and amniotin) are presented. 

Marked relief occurred in 8 and partial relief in 5 of the cases. In a series of 12 

selected cases of migraine, 6 were markedly and 3 partially relieved. The most 

likely mechanism appears to be an alteration in the water balance. While not 


claiming any “ cure ” for epilepsy, it is suggested that the results warrant further 
investigation. M. HAMBLIN SMITH. 


Dinitrophenol in Dementia Præcox. (Journ. of Neur. and Psychopath., vol. xv, 
p. 232, Jan., 1935.) Finkelman, I., and Stephens, W. M. 

The authors treated 12 cases of dementia præcox with dinitrophenol, and found 
an increase in oxygen consumption of 37:16°,. The average loss of weight was 
1-44 lb. a week. The non-protein nitrogen and icteric index increased and blood 
cholesterol decreased during treatment. Five patients improved mentally. 


Possibly the extra attention given to these patients roused them from their apathetic 
State. G. W. T. H. FLEMING. 


The Aschner Treatment of Schizophrenia. (Amer. Journ. Psvchiat., vol. xcii, p. 
201, July, 1935.) Appel, K. E., Farr, C. B., and Braceland, F. J. 

Aschner has sought to revive the constitutional therapy in vogue prior to 
Virchow. He holds, for example. that the menstrual function is excretory in 
nature, and that retained menstrual products are toxic. An emmenogogue along 
with other somatic therapy, is a powerful agent in the amelioration and cure of 
psychoses and neuroses. He rejects most of our modern therapeutic measures and 
drugs. The authors have attempted a moditied Aschner system. General out- 
lines of their method are given. Fourteen patients have been treated in this way. 
The results have been disappointing. In some cases there was temporary improve- 
ment. The authors, however, feel that the method may prove useful in young 
persons who appear to be stuck in a hopeless rut. M. HAMBLIN SMITH. 


Psvchotherapy in State Hospitals. (Amer. Journ. Psvchtat., vol. xci, p. 1351, Mav. 
1935.) Noves, A. P. 

Our views on the applicability of psychotherapy will depend upon our con- 
ceptions as to the fundamental nature of mind. The multicellular animal functions 
in each act as unifiedly as does the animal of one cell. Mind is the biological 
expression of the organism responding to its own needs and to the stresses of its 
environment. We should regard mental disorder as an unsuccessful attempt to 
solve life's problems through psychological mechanisms. There is a large group 
of patients whose institutional residence can be made more comfortable by a dis- 
cussion of their disturbing experiences. Another group will, with psychiatric 
advice, be able to maintain sutficiently socialized behaviour. Ina third, much 
smaller group, psychotherapy will prove to be the most effective of all forms 
of treatment. Formal psychotherapy should be in the hands of specially selected 
physicians, for the ordinary medical officer does not necessarily possess the requisite 
gifts for this type of work. M. HAMBLIN SMITH. 


On Utilizing Mental Patients to Influence Other Patients Psvchotherapeutically. 
(Amer. Journ. Psychiat., vol. xcii, p. 60, July, 1935.) Storchheim, F. 

There are psychogenic features in almost all mental disorders. The obvious 

approach to these factors is some form of psychotherapy. It is probable that there 
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will never be a sufficiency of trained psychotherapists in institutions to treat all 
the patients. One patient mav befriend another, and this, when not resented bv 
the other, may produce desirable results. This process should be encouraged, 
with due selection and reasonable safeguards. There is usually a homosexual 
component, but this is not of serious import. M. HAMBLIN SMITH. 


Dementia Paralytica: Results of Treatment with Trvparsamide. (Arch. of Neur. 
and Psychiat., vol. xxxiii, p. 1216, June, 1935.) Solomon, H. C., and Epstein, 
S. H. 


From a consideration of their results with a series of 81 paretics treated with 
tryparsamide, the writers conclude that (1) the clinical results of treatment with 
tryparsamide do not ditter greatly from those obtained by malarial therapy. 

(2) The patients treated with tryparsamide and subsequently given malarial 
treatment showed a percentage of improvement that is unusually high. 

(3) Combined treatment with tryparsamide and malaria in many cases is far 
superior to tryparsamide alone. G. W. T. H. FLEMING. 


Dementia Paralvtica: Results of Treatment with Malaria in Association with Other 
Forms of Therapy. (Arch. of Neur. and Psychiat., vol. xxxiii, p. 1008, May, 
1935.) Solomon, H. C., and Epstein, S. H. 


The writers analyse a group of 173 paretics treated with malaria between 
February, 1925, and February, 1931, and who received other treatment as well. 
They found good improvement from the clinical standpoint in 36-4°,, and definite 
improvement in an additional 27-194. The serological results in 169 patients who 
could be followed indicated a completely normal spinal fluid in 36:7°,, a greatly 
improved fluid in 20:7°, and a somewhat improved fluid in 18-3°,. Their final 
conclusion is that a combination of other methods with malarial therapy gives 


more Satisfactory results than treatment with malaria alone. 
G. W. T. H. FLEMING. 


Effect of Endemic Malaria on the Incidence of Neurosvphilis. (Arch. of Neur. and 
Psychiat., vol. xxxiv, p. 618, Sept., 1935.) Needles, R. J. 


In the valley of the Amazon, four years of clinical and laboratory work by the 
writer revealed only one case of neurosyphilis amongst many thousands of natives 


who showed 31:8°, positive Kahn and Eagle tests. Malaria is endemic. 
G. W. T. H. FLEMING. 


An Improvement in the Psychiatric Prolonged Sleep Treatment. (Amer. Journ. 
Psychiat., vol. xci, p. 1409, Mav, 1935.) Cloetta, M., and Maier, H. W. 


Animal experiments and clinical tests have resulted in the production of what 
is known as the “ Cloetta mixture ’’, which is claimed to satisfy the requirements 
of this form of treatment better than any other drug hitherto employed. The 
presence of digalen and ephedrine hydrochloride is prophylactic against circu- 
latory collapse. Owing to the ditħculty in always obtaining ingredients of the same 
standard, the medicament can be obtained in a mixed form, in packets of a size 
sufficient for the necessary eight to ten days’ treatment. Details of the procedure 
are given. M. HAMBLIN SMITH. 


Caffeine Sodio-benzoate, Sodium Iso-amvlethyl-barbiturate, Sodium Bromide and 
Chloral Hydrate: Effect on the Highest Integrative Functions. (Arch. of 
Neur. and Psvchiat., vol. xxxiii, p. 1030, May, 1935.) Wolff, H. G., and 
Gantt, W. I. 


The writers carried out experiments on dogs based on the work of Pavlov on 
conditioned reflexes. The term “ threshold-lowering stimulus ’’ was used to denote 
a stimulus which evoked a relatively strong response and which for the time 
increased the magnitude of the response to subsequent stimuli. The term 
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““threshold-raising stimulus ” was used to designate a stimulus which elicited 
little or no response, and which for the time decreased the magnitude of the 
responses to subsequent stimuli. 

Caffeine sodiobenzoate lowered the threshold of the highest integrative functions. 
It accentuated the effect of the threshold-lowering stimuli and lessened the eftect 
of the threshold-raising stimuli. 

Small or moderate doses of sodium isoamvl-ethylbarbiturate, sodium bromide 
or chloral hydrate raise the threshold, and accentuate primarily the ettect of 
threshold-raising stimuli. They also lessen the effect of threshold-lowering stimuli. 

In large doses the effect of sodium isoamyl-ethvibarbiturate may be divided 
into the following phases: (1) A brief phase during which conditioned responses 
are greater than average, (2) the longer phase of narcosis, (3) the phase of recovery 
from narcosis, and (4) the post-narcotic phase, during which the conditioned 
responses are again greater than during control periods. 

G. W. T. H. FLEMING. 


A Pharmacodynamic Investigation of the Autonomic Nervous System in Schizo- 
phrenia. (Arch. of Neur. and Psychiat., vol. xxxiii, p. 342, Feb., 1935.) 
Freeman, H., and Carmichael, H. T. 

The authors investigated the reaction of the blood-pressure and the pulse-rate 
to -05 mgrm. epinephrine given intravenously to 24 normal males and 72 
schizophrenics. 

The mean rise in systolic pressure in the schizophrenics was 43:8 mm. and in 
the normals 56-2 mm.—this is a significant ditference, and indicates a diminished 
reactivity to the drug in the psychotic group. There was a greater diversity of 
response of the pulse-rate among the psychotics, possibly due to the existence of a 
strong vagus tonus. 

The authors conclude that no characteristic syndrome of autonomic imbalance 
occurs in schizophrenia. G. W. T. H. FLEMING. 


The Effect of Amyl Nitrite on the Cerebro-Spinal Fluid Pressure in Normal and 
Pathologically Altered Brains. (Klin. Wochens., vol. xiii, pp. 1858-9, 1434.) 
Stefan, H. 

Amyl nitrite causes an enormous increase in the cerebro-spinal fluid pressure, 
from a normal value of approximately 150 mm. to over 400. Cases of cerebral 
tumours react similarly. In arterio-sclerosis and chronic inflammatory conditions 
of the central nervous system, in which the degree of vasodilatation of the cerebral 


vessels ıs limited, the degree of increase is much less. 
HARRY EAGLE (Chem. Abstr.). 


The Psvcho-pharmacologv of Sodium Amytal. (Journ. Nerv. and Ment. Dis., vol. 
lxxxi, p. 161, Feb., 1935.) Thorner, M. W. 

The writer found that the administration of sodium amytal uncovered new 
psychological material. Many of the reactions produced resembled those produced 
by the imbibition of alcohol. Catatonic and negativistic states were greatly 
influenced. The hebephrenic group of patients showed some suppression of ex- 
pressed delusions. Sodium amytal was useless asa “sedative "in excited patients. 
In the manic-depressive group, the profoundiy depressed and highly excited 
patients who were subjected to prolonged narcosis with sodium amytal with con- 
scious intervals for nutritional and eliminative requirements, appeared to return 
to an approximately normal emotional state more quickly than their untreated 
tellows. G. W. T. H. FLEMING. 


The Psvcho-pharmacology of Sodium Amytal in Catatonia. (Journ. Nerv. and Ment. 
Dis., vol. lxxxi, p. 299, Sept., 1935.) Thorner, M. W. 

Sodium amytal acts partly by inhibiting the activity of nerve-cells. It aftects 

the various divisions of the nervous system in the order of their phylogenetic 
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appearance. The release phenomena observed may be explained by the inhibition 
of higher inhibitory centres. In the over-inhibited catatonic states, sodium amytal 
exerts specific psychological eftects. G. W. T. H. FLEMING. 


Detoxification of Amidopyrin by Sodium Amvtal. (Proc. Soc. Exptl. Biol. Med., 
vol. xxxii, Pp. 1242-3, 1935.) Rose, C. M. 


Amidopyrin and sodium amytal have the same toxicity ; the minimum lethal 
dose of each was 150 mgrm. per kgrm.in the mouseand ı35intherat. The antidotal 
action of sodium amytal against convulsive drugs is well known: amidopyrin 
causes convulsions of central origin; the toxicity of amidopyrin was reduced 
approximately two-thirds when an optimal dose of sodium amytal (40% of the 
minimum lethal dose for the mouse and 50° for the rat) was given. 

C. V. BaILtey (Chem. Abstr.). 


Medicaments Acting on the Nervous System and the Vegetative Life and Gas Meta- 
bolism. (Arch. Ital. Biol., vol. xcii, pp. 46-63, 1934.) Orestano, G. 


The vegetative nervous system exercises a direct action on the oxygen consump- 
tion of the tissues innervated by it. Sympathetico- and para-sympathetico- 
mimetic drugs influence the gas exchange by influencing primarily the nervous 
svstems indicated. A. E. MEYER (Chem. Abstr.). 


The Penetration of Bismuth into the Central Nervous System. (Derm. Wochens., 
vol. c, p£. 307-70, 1935.) Huang, Chin Tsing. 


The penetration of bismuth into the central nervous system depends on the 
charge of the bismuth-containing ion. Anions penetrate better than cations. 
M. L. (Chem. Abstr.). 


The Theory of Narcosis: III. (Biochem. Zeitschr., vol. celxxwii, pp. 39-71, 1935, cf. 
C.A., vol. xvii, p. 2917.) Mever, K. H., and Hemmi, H. 


A critical examination of the adsorption theory of narcosis. It is shown from 
theoretical considerations that departures from Henry’s law of solution equivalent, 
or the discovery of a so-called adsorption isotherm do not prove adsorption and, 
therefore, the evidence adduced in tavour of this is not conclusive. A comparison 
ot the narcotic action of a series of substances fails toreveal any relationship to their 
adsorption in interfaces or on surfaces, nor has any relationship been found to their 
solubility in proteins. A critical review is also offered of the “lipoid model’. 
A study of the distribution quotient oleic alcohol/water leads to the conclusion that 
narcosis sets in whenever any chemically indifferent substance reaches a definite 
molar concentration in the cell lipoids (in tadpoles 0-03 mol./1). The experiments 
were carried out with an homologous series of alcohols up to the tetradecy] alcohol, 
also with various mixtures of narcotics and at various temperatures. 

S. MorGuLis (Chem. Abstr.). 


Treatment with Atropine in Large Doses for the Sequele of Chronic Epidemic Encepha- 
litis Atropinbehandlung mit hohen Dosen bei Folgezuständen nach Encephalitis 
Epidemica Chronica.. (Acta Psychiat, et Neur., vol. x, p. 203, 1935.) 
Askgaard, V. 


After reviewing some of the literature on this subject, the results of treatment 
in twelve cases of encephalitic parkinsonianism are given. The writer started with 
4 mgrm. and. increased the drug up to 30-40 mgrm. per day, given in two doses. 
The average daily dose, however, was between 6 and 20 mgrm. Most cases 
improved considerably; four patients did not improve; one did not stand the drug 
well. The rigidity responded best to this treatment ; respiratory and oculogyric 
crises became rare in one case. The psychotic symptoms showed no change, 
but the bradyphrenia and depression which was present in some cases improved. 

S. L. Last. 
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The Treatment of Post-encephalitic Parkinsonianism by Large Doses of Alropine 
Sulphate Le traitement du syndrome parkinsonien par le 
sulphate d’atropine à haule dose). (Ann. Med. Psvch., vol. xv (i), p. 420, 
March, 1935.) Bauer, E., Golse, J., and Marquet, G: 


A report on eight cases of post-encephalitis treated by Roemer’s method. 
4 mgrm. of atropine sulphate is administered ¢.d.s., and this dose is augmented 
daily by one or two + mgrm. In case of intolerance, giddiness, palpitations, 
gastric disorder, retention of urine, the dose is not increased for several davs. 
Otherwise the quantity is gradually augmented until there is no further evidence 
of objective or subjective amelioration. The maximum dose is maintained for a 
time. and is then decreased daily until the first manifestation of an aggravation of 
symptoms is shown. The optimum should be fixed by experiment just above the 
minimum. The maintenance dose varies considerably in each subject, and in the 
reported cases was between 73 and 22$ mgrm. per dav. The treatment is, as a 
rule, well tolerated, and in only a single case the maximum quantity, 25 mgrm., 
had to be slowly decreased on account of digestive disturbance. Initial intoler- 
ance was nil or insignificant ; one case on two occasions showed digestive trouble, 
but supported treatment well at the third attempt. 

Regarding the results of treatment on the parkinsonian syndrome, rigidity 
completely disappeared in one severe case ; it was considerably diminished in the 
others. 25 mgrm. a day had no appreciable influence on the only case of torsion 
spasm. In all cases tremors were diminished to a marked degree. Ocular spasm 
disappeared or was diminished both in intensity and in frequency in those cases 
in which it had occurred. Functional recuperation was remarkable in certain 
cases. Salivation was arrested. 

Concerning the mental state, depression and hypochondria gave place to mild 
euphoria. These were, however, secondary disorders in lucid patients, provoked 
by a consciousness of their disability. On the contrary, suicidal obsessions in one 
case persisted despite considerable neurological improvement. Character dis- 
orders—irritability, unsociability, impulsiveness, perversions, intellectual deficiency 
—remained unaltered by the therapy. STANLEY M. COLEMAN. 


6. Pathology and Biochemistry. 


The Colloidal Gold Reaction in 500 Cases of Neurosyphilts. (Journ. Lab. and Clin. 
Med., vol. xx, p. 383, Jan., 1935.) Menninger, W. C., and Bromberg, L. 

The writers describe the appearance of the colloidal gold reaction IN 500 cases 
of clinical neurosyphilis with a positive fluid Wassermann. They found that there 
was no constant correspondence between the pattern and degree of precipitation 
and the type of central nervous system involvement, and that the colloidal gold 
curve is not in itself diagnostic, i.e., 28:9°, of the cases of asymptomatic neuro- 
syphilis and 39°, of cases of tabes dorsalis showed a paretic curve. 

G. W. T. H. FLEMING. 


The Blood Wassermann Test in 500 Cases of Neurosvphilis with Positive Cerebro- 
spinal Fluids. (Journ. Lab. and Clin. Med., vol. xx, p. 608, April, 1935.) 
Menninger, W. C., and Bromberg, L. 

In the entire group 31°, showed a negative blood Wassermann : 4:2°%, showed a 
one plus, 12:42 a two plus, 8-4% a three plus and 44°% a four plus blood Wasser- 
mann. In 297 cases of asymptomatic neurosyphilis 33:69, showed a negative 
blood Wassermann. In 133 cases of tabes dorsalis 27:8°g showed a negative 
blood Wassermann. In 38 cases of general paralysis 211°, and in 10 cases of 
taboparesis 20:3? showed a negative blood Wassermann. In 13 cases of meningo- 
vascular neurosyphilis, 30°8°, showed a negative blood Wassermann. The Kahn 
test was positive in 38 cases, showing a negative blood Wassermann. 

G. W. T. H. FLEMING. 
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The Relationship of the Bromide Content of the Lumbar Fluid to that of the Cisternal 
Fluid after the Walter Bromide Test. (Amer. Journ. Physiol., vol. cix, pp. 
193-6, 1934.) Massermann, J. H. 


Twenty-eight paretic and twenty-two schizophrenic patients were given 0:01 
grm. of sodium bromide by mouth per Ib. of bodv-weight thrice daily for five davs, 
after which the bromide contents of their blood, cisternal fluid and lumbar fluid 
were determined. The average bromide content of the lumbar fluid exceeded that 
of the cisternal fluid by a mean difference of 1'553 +0119 mgrm. per 100 c.c. 

E. D. W. (Chem. Abstr.) 


Inorganic Phosphorus and Sugar of the Cerebro-spina! Fluid. (Orvosi Hetilap., vol. 
lxxix, pp. 381-2, 1935.) Ursdghv, P. 

Some proportionality could be observed on the same individual but no regu- 
larities were found. Extraordinarily high phosphorus values do not indicate 
presence of meningitis, and normal values do not assure the non-existence of 
meningitis. S. S. DE Finaty (Chem. Abstr.). 


On the Müller-Ballung Reaction in Spinal Fluid. (Acta Psychiat. et Neur., vol. x, 
p. 231, 1935.) Geert-Jörgensen, E. 

The writer examined ninety-five spinal fluids and compared the results of the 
Miiller-Ballung reaction with those of various serological reactions (Wassermann 
test with human heart and cholesterinized calf heart extract, Kahn and sensitized 
Kahn). The author reaches the conclusion that the Müller-Ballung reaction is not 
more sensitive than the Wassermann reaction with cholesterinized calf heart and the 
Kahn reaction, but holds that these three reactions are superior to the Wassermann 
reaction with human heart extract. As the results of the various reactions are 
not always identical, the importance of using several serological reactions is 
emphasized. S. L. Last. 


Cerebro-spinal Symptoms in Liver Failure [Cerebrospinale Symptome bei Leber- 
insuffizienzj. (Acta Psychiat. et Neur., vol. x, p. 245, 1935.) Geil, T. 


After giving records of nine cases, the symptomatology and causation of the 
symptoms are discussed. As symptoms the writer mentions increased irritability, 
depressed mood, apathy, somnolence and deep coma. Before the setting in of the 
coma there is frequently a stage of ‘ cerebral irritation ’” with headache, hallu- 
cinations, confusion, amnesia, delirium and occasional clonic, usually unilateral, 
convulsions. An extensor response is not always present. 

As possible causes the author discusses hypoglycæmia, acidosis, increase of 
bile-salts in the blood, increase of polypeptides in the cerebro-spinal fluid and lack 
of NaCl. He is, however, convinced that the nervous symptoms are not due to 
any of these single conditions, but to the sudden breakdown of the o 
liver functions. S. L. LAST: 


The Prognostic Value of Negative Findings in the Cerebro-spinal Fluid of Sv philitic 
Patients Die prognostische Bedeutung des negativen Liquorbefundes bei 
Svphilitikern‘. (Acta Psychiat. et Neur., vol. x, Pp. 343, 1935.) Lomhold, E. 


This paper contains a very thorough review of most of the work published on 
the question of the prognostic value of negative reactions in the cerebro-spinal 
fluid during a latent phase of syphilis. The author contributes thirty-eight of his 
own cases, which had their cerebro-spinal fluids examined repeatedly after having 
given a negative result. The second lumbar puncture was performed between 
one and ten years after the first one. In thirty-two cases all reactions had remained 
negative. Four of the remaining six showed a slight increase ın cells, which dis- 
appeared in two of them The two others had a slightly positive Wassermann 
reaction, which remained positive only in one case. 5. L. LAST. 
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The Sugar Content of the Cerebrospinal Fluid in Affective Psychoses and Dementia 
Preecox [Der Zuckergehalt der Spinalflüssigkeit bei Stimmungspsvchosen und 
Dementia Pracox). (Acta Psychiat. et Neur., vol. x, .481,1935.) Reistrup, H. 

The author examined the sugar content of the cerebro-spinal fluid and compared 
it to the blood sugar in IOI cases: Ig cases were manic-depressives and the 

remainder suffered from dementia præcox, 58 of which were active and 24 

stationary cases. These three groups showed no differences with regard to the 

sugar content of the cerebro-spinal fluid, or the relationship of the blood sugar 
to the sugar level in the cerebro-spinal fluid. S. L. Last. 


The Occurrence of Thvrotropic Hormone in the Central Nervous System and in 
Cerebro-spinal Fluid. (Zeitschr. Ges. Exptl. Med., vol. xcv, pp. 121-3, 1935.) 
Schittenhelm, A., and Eisler, B. 

Material from cats was injected into guinea-pigs. The thyroids of the guinea- 
pigs were studied histologically for evidence of activity. Active material was 
present in all parts of the cat brain, but only the midbrain and cerebro-spinal fluid 
contained the true heat-labile thyrotropic hormone. 

Mitton Levy (Chem. Abstr.). 


The Ammonia Content of the Brain in Uremia. (Arch. Exper. Path. Pharmakol., 
vol. claxvit, pp. 313-16, 1935.) Stefi, J., and Kunzova, H. 

Urease injected into nephrectomized animals or into animals with uranium 
nephritis causes convulsions and death. The brain of uremic animals contains 
more ammonia than normally. Conclusion: Ammonia is the immediate cause of 
uremic convulsions. H. E. (Chem. Abstr.). 


The Lipoid-chemical Constitution of the Brain in Niemann-Pick's Disease and in 
Amaurotic Idiocy, etc. (Arch. Path. Anat. [Virchow's], vol. cexetii, pp. 135- 
47, 1934.) Epstein, E. 

Epstein gives methods and results of analyses of pathological and normal 
brains, both fresh and formol-fixed. Although believed by some to represent 
different stages of the same disease, the phosphatide values in brains of infants 
with amaurotic idiocy were normal, while in Niemann-Pick’s disease they were 
much increased. E. M. HUMPHREYS (Chem. Abstr.). 


A Study of Blood Sugar of Epileptics. (Amer. Journ. Med. Sci., vol. cxc, p. 164, 
Aug., 1935.) Tyson, G. N., Otis, L., and Joyce, T. F. 

The writers found from a study of the fasting ‘blood sugar level of 92 epileptic 
patients that, although 85 were on luminal, which may cause a rise in fasting blood 
sugar level, 56:4% showed subnormal fasting blood sugar levels compared with 
12:5° of the non-epileptic control group. The glucose tolerance tests pointed 
strongly to the conclusion that there is a correlation between abnormal glucose 
tolerance and the frequency of the seizures. G. W. T. H. FLEMING. 


The Action of Methylindoles. (Tohoku Journ. Exper. Med., vol. xxv, pp. 407-11, 1935.) 
Yanai, B. 

Both a and 8 methyl-indole completely paralyse the central nervous system 
in frogs. The reflex excitability is particularly susceptible. The exciting ettect 
of indole on the spinal motor centres is not observed. 

HARRY EAGLE (Chem. Abstr.). 


The Cause of Indole Convulsions in Frogs. (Tohoku Journ. Exper. Med., vol. xxv, 
pp. 385-400, 1935.) Yanai, B. 

The convulsions are due to the exciting effect of the indole on the motor elements 
in the spinal cord, resembling the eftect of pyrrole. This is followed by a decreased 
excitability. The sensory elements in the spinal cord were inhibited throughout. 

Harry EAGLE (Chem. Abstr.). 
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The Cause of Indole Convulsions in Warm-blooded Animals. (Tohoku Journ. Exper. 
Med., vol. xxv, pp. 401-6, 1935.) Yanci, B. 
The increased excitability is due to the stimulating effect on the motor elements 
in the spinal cord and the pontine ganglia. There is a simultaneous decrease in 
sensory excitability. HARRY EAGLE (Chem. Abstr.). 


Effect of Morthine on the Oxvgen Consumption of Brain Tissue in the Rat. (Journ. 
Pharmacol., vol. litt, pp. 156-68, 1935.) Gross, E. G., and Pierce, I. H. 
Morphine added to hashed brain tissue decreases the oxygen consumption due 
to added glucose. Brain from non-tolerant animals killed one hour after a sub- 
cutaneous injection of morphine shows an increased oxygen consumption rate due 
to increased glucose. Brain from tolerant animals has the same metabolic rate as 
that from normal animals. T. H. RIDER (Chem. Abstr.). 


The Inorganic Composition of Blood-serum in Schizophrenics. (Arch. Sci. Biol. 
[U. S.S.R.], vol. xxxviB, pp. 339-43 [in English, pp. 343-4, 1934.) Minker- 
Bogdanova, E. T., Povorinskaya, S. A., and Povorinski, Y. A. 

Analyses of sodium, potassium, calcium, magnesium, inorganic phosphorus and 
chlorine of the blood-serum of 18 schizophrenics are presented. Greater variations. 
were found than in normal individuals. In the average figures the serum calcium 
is higher, while the sodium and chlorine are lower than in normal individuals. The 
serum potassium tends to be increased in the initial stages of the disease ; if the 
disease is very much prolonged the calcium decreases to subnormal levels. The 


potassium calcium and sodium;calcium ratios are considerably lower than normal. 
W. A. PERLZwEIG (Chem. Abstr.). 


Serological Studies in Multiple Sclerosis. (Klin. Wochenschr., vol. xiii, pp. 1714-17, 
1934.) Sachs, H., and Steiner, G. 

Alcoholic extracts of brains of patients with multiple sclerosis give a positive 
complement-fixation reaction with the serum of patients with multiple sclerosis. 
The reaction is adjudged positive when the serum gives a negative reaction with 
similar extracts of other types of brain. So evaluated, 41°, of patients gave a 
positive reaction, as against 3°, of a control group. 

Harry EAGLE (Chem. Abstr.). 


Does the Blood Contain Acetylcholine ? (Klin. Wochenschr., vol. xiv, pp. 453-6, 1935.) 
Ammon, R. 

The blood of horses, human beings and cows does not contain biologically 

demonstrable acetylcholine. The experiment is complicated by the presence of 


other substances which may simulate acetylcholine. 
Harry EAGLr (Chem. Abstr.). 


Vagotonin and the Heart-slowing Action of Acetylcholine. (Compt. Rend. Soc. Biol., 
vol. cxviii, pp. 1562-5, 1935.) -Merklen, L., Franck, C., and Grandpierre, R. 
Ordinarily o-1-0-2 mgrm. /kgrm. acetylcholine is required to produce a noticeable 
slowing of the heart of a chloralosed dog. But if vagotonin is first injected the 


threshold is lowered and o-o1--0-02 mgrm./kgrm. produces an effect. 
L. E. Gitson (Chem. Abstr.). 


The Choline, Acetvicholine and Carnitine Contents in Muscle. (Zeitschr. Physiol. 
Chem., vol. ccxxxiit, pp. 189-203, 1935.) Strack, E., Wördehoff, P., Neubaur, 

E., and Geissendörfer, H. 
Neither free choline nor acetylcholine could be demonstrated chemically or 
biologically in the skeletal muscles of the steer and dog. No choline could be 
obtained from fresh muscle, from muscle incubated 5 hours at 37°, from boiled 
muscle or from the aqueous extract after hydrolysis. On the other hand, added 
choline was recovered without difficulty. Carnitine was quite regularly obtained 
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in 0-02-0:2°% yield and isolated as the chloroaurate. Probably the choline reported 
by Kinoshita and the acetylcholine reported by Bischoff were actually carnitine. 
A. W. Dox (Chem. Abstr.). 


The Vitamin C Content of the Brain and of the Cerebro-spinal Fluid at Various Ages. 
(Klin. Wochenschr., vol. xiii, pp. 1744-5, 1934.) Plaut, F., and Bülow, M. 
The liver, brain and testis of rabbits are particularly rich in ascorbic acid, 
containing 15, 20 and 26 mgrm.% respectively. The brains of newborn mice and 
rabbits contain more of the vitamin (40-50 mgrm.°,) than that of one-year-old 
animals (20-30 mgrm.®%,). The cerebro-spinal fluid content of vitamin C varies 
widely in human beings, but averages considerably more up to the age of 35 (15 
to 20 mgrm.°,) than it does in later life, falling to 0-4 mgrm.°, above the age of 
61. HARRY EAGLE (Chem. Abstr.). 


Studies on the Phosphorus Compounds of Brain. I: Phosphocreatine. (Journ. 
Biol. Chem., vol. cx, p. 625, Aug., 1935.) Kerr, S. E. 

The writer froze the brain in situ with liquid air in animals under amytal anırs- 
thesia. This procedure preserves a very labile phosphorus compound, which dis- 
appears so quickly after death that only one-tenth is left 30 seconds after excision 
of the brain. The writer shows this labile compound to be phosphocreatine. No 
significant differences were observed in the labile phosphorus content of the 
cerebrum and the cerebellum. G. W. T. H. FLEMING. 


The Lactic Acid Content of Mammalian Brain. (Journ. Biol. Chem., vol. cx, p. 637, 
dug., 1935.) Avery, B. F., Kerr, S. E., and Ghantus, M. 

The writers used the liquid air freezing method of preparation of the brain, 
and the Friedemann-Graeser procedure for determination of the lactic acid. The 
lactic acid content was found to range between 11-4 and 35:6 mgrm. per 100 grm., 
averaging 15:3 mgrm. for the cat and 22:3 for the dog. There was no significant 
difference between the cerebrum and the cerebellum. The highest values for 
lactic acid are accompanied by relatively low concentrations of phosphocreatine. 
As autolysis proceeds, this relationship is accentuated. The longer the freezing 
is delayed, the greater the content of lactic acid. G. W. T. H. FLEMING. 


The Blood Fats in Schizophrenia. (Journ. Nerv. and Ment. Dis., vol. lxxi, p. 613, 
June, 1935.) Brice, A.T. 

The writer examined 62 cases of schizophrenia and 25 normal individuals. 
Estimations of total cholesterol and total fatty acids were made by Bloor’s method 
and for iodine absorption by the method of Gibson and Howard. Evidence of a 
real depression of the level of the blood fatty acids and of the blood cholesterol in 
schizophrenia was found. The functions of desaturation and utilization of fatty 
acids seem to be closely associated with motor phenomena. Variations in the 
absolute levels of blood cholesterol and unsaturated fatty acids seem to be closely 
associated with emotional phenomena. 

The depression of the level of the total blood fats is most pronounced among 
the apathetic stuporous types of case. The iodine numbers of the blood fats in 
schizophrenia are generally high except in the paranoid group. 

G. W. T. H. FLEMING. 


Pathological Changes tn the Tuber Cinereum in a Group of Psychoses. (Journ. Nerv. 
and Ment. Dis., vol. Ixxxii, p. 286, Sept., 1935.) Morgan, L.O., and Gregory, 
H. S. 

The authors compared 32 brains of various types of psychoses with 6 control 
cases. The cell groups in the diencephalon were examined. Significant changes 
were found in the substantia grisea of the third ventricle and the nucleus tuberis 
lateralis. Cell counts of these areas were made and compared with the normal 
brains. 
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In the substantia grisea the cells were in all stages of chromatolysis ; neurono- 
phagia was common ; many cells were seen in an advanced stage of degeneration 
and dissolution. In the control brains the percentage of normal cells was 90, 
in the psychotic brains from 9-33. The amount of cell loss in this area ranged 
from 38°, to 68°, average 52°). 

In the nucleus tuberis lateralis similar changes took place. The percentage of 
normal cells in the 6 control brains varied from 66-96°,, average 82°. In the 
psychotic cases the number varied from 3-32°%,. The cell loss was less severe 
than in the substantia grisea, the average being about 235%. The nucleus tubero- 
mamillaris which is degenerated in all cases of epilepsy was unaffected in the 
psychoses examined. There was no relation between the type of psychosis and 
the damage done. The changes were not necessarily due to arterio-sclerosis, which 
was absent in four cases. G. W. T. H. FLEMING. 


Chemical Changes in the Epileptic Syndrome. (Amer. Journ. Psychiat., vol. xcii, 
p. 75, July, 1935.) Hopkins, H. 

This paper deals with nocturnal and diurnal rhythm in blood chemistry. The 
quality of these changes may be correlated with the clinical observation of increased 
susceptibility to seizures during sleep, especially after midnight. There is evidence 
for a shift of the blood and urinary titre towards the alkaline side during the early 
morning hours, as well as rising intracranial pressure and brain volume during 
sleep. The cholesterol content of the blood falls consistently during sleep, reaching 
minimal values at 3 a.m. It may be that each of these changes is related to the 
precipitation of seizures in susceptible persons. The acid-base, water-shifting 
and ionic blood changes of the author’s experiments are of the type to encourage 
the development of seizures during the latter half of the period of sleep. These 
rhythmic changes occur in the normal as well as in the epileptic subject, and may 
be regarded as the normal rhythm for blood chemistry. M. HAMBLIN SMITH. 


The Blood Glutathione (GSH) Level in Mental Diseases. (Amer. Journ. Psychiat., 
vol. xci, p. 1387, May, 1935.) Brice, A.T. 

There appears to be a statistically significant difference in the GSH level between 
groups of mental patients and adequate individuals. This difference is greatest 
in catatonic dementia præcox. It is also marked in hebephrenic and paranoid 
præcox and in general paresis. It is less marked, but still significant in manic- 
depressive psychosis. In epilepsy it was not significant, but the number of cases 
was small. M. HAMBLIN SMITH. 


The Relationship between Various Emotional Disturbances and the Sugar Content 
of the Blood. (Amer. Journ. Psychiat., vol. xcti, p. 115, July, 1935.) Gildea, 
E. F., Mailhouse, V. L., and Morris, D. P. 

Severe emotional disturbances in people free from mental disease are accom- 
panied by a hyperglycæmia. Slight emotional disturbances are rarely associated 
with a hyperglycæmia. Severe disturbances in patients with mental disorders, 
even when they appear to be as acute as those in the normal group, are not 
accompanied by a hyperglycamia. The blood sugar content in patients with 
pathological emotional states is sufficiently different from that found in normal 
persons under acute emotional stress to indicate the presence of some qualitative 
difference in metabolic processes. M. HAMBLIN SMITH. 


The Tone of the Autonomic Nervous System in the Puerperal State [El tono del sistema 
neurovegelalivo en el estado puerperal]. (La Semana Meéd., vol. xlii, p. 1553, 
May 30, 1935.) Pérez, M. L., and Rosenvasser, J. 

The authors’ investigations lead them to the following conclusions : In pregnancy 
there is hyperexcitability of the whole of this system, both sympathetic and para- 
sympathetic. In pregnancy the tone is, in general, maintained within normal 
limits, although with a slight tendency to sympathetic and vagal hypertonia. 


966 EPITOME. [Oct., 


During the puerperium the hyperexcitability of the sympathetic persists, there 1s 
vagal hypoexcitability and the tone of the autonomic nervous system is diminished. 
M. HAMBLIN SMITH. 


Juvenile Dementia Paralytica. XII: Gross and Microscofic Pathology. (Arch. of 
Pathol., vol. xix, p. 316, March, 1935.) Menninger, W. C. 

The characteristic macroscopic changes in juvenile dementia paralytica include 
a generalized atrophy, often hypoplasia of the brain, a marked leptomeningitic 
reaction, frequent hydrocephalus, and extensive ependvmitis granulosa ; frequent 
cerebellar atrophy. Because of proliferation of neuroglia both the cerebrum and 
cerebellum are usually very firm in consistency. 

Microscopically there is a generalized round-cell infiltration, an extensive pro- 
liferation of neuroglia and microglia, an increase in vascularity with proliferative 
changes of the elements of the vessel wall, a reduction in the number of nerve-cells 
in the cortex and changes in the nerve-fibres. The frequent finding of bi-nucleated 
Purkinjé cells in the cerebellum is characteristic. 

In a small percentage of cases spirochetes can be demonstrated in the cortex, 
basal ganglia and cerebellum. G. W. T. H. FLEMING. 


The Peculiar Cells in Pick’s Disease. (Arch. of Neur. and Psychiat., vol. xxxiv, 
p. 508, Sept., 1935.) Williams, H. W. 

The three types of cell described in Pick’s disease are not dependent on the 
senium or on specific etiological agents for their development. A factor in their 
pathogenesis is axonal alteration which is of recent development and located ın 
the vicinity of the cell of origin. There appears to be a close parallel between Pick’s 
cells and axonal chromatolysis. Type Il cells were more prominent in the less 
atrophic areas in Pick’s disease and type I in the more atrophic region. 

The term “ Pick’s cells ” should be limited to those two types. Type III is 
rare and 1s not found in association with I and II, and resembles the early forms of 
Alzheimer’s fibrillary changes. G. W. T. H. FLEMING. 


The Chemistry of the Brain in the Mental Defective. (Journ. of Neur. and Psyche- 
pathol., vol. xv, p. 193, Jan., 1935.) Ashby, W. R., and Glynn, A. 

The grey matter of the frontal lobe from 62 mental defective and 9 normal 
adults was analysed chemically. The water content showed a significant corre- 
lation with mental age, the normal brains being drier than those of defectives. The 
myelin content and the lipoids showed no change with mental age. The protein 
phosphorus showed a significant correlation with mental age, the defective's 
brains being richer in protein phosphorus than those of normal individuals. This 
latter may be explained by the presence of more immature nerve-cells lacking in 
cytoplasm or by an excess of neuroglia. G. W. T. H. FLEMING. 


The Reliability of the pH of Human Mixed Saliva as an Indicator of Physiological 
Changes. (Amer. Journ. Psychol., vol. xlvii, p. 222, April, 1935.) Baker, 
K. H., and Eye, M.G. : 

Noise, problem-solving and exercise all tend to bring about a decrease in the 
salivary pH. A positive correlation between salivary pH changes and blood pH 
changes after exercise was observed. There was a negative correlation between 
pH changes in the saliva and blood after moderate anoxæmia. Carbon dioxide 
is the primary factor in salivary pH changes, but there is a lack of correspondence 
between pH changes and pulmonary ventilation. G. W. T. H. FLEMING. 


The Share of the Basal Ganglia in Epilepsy |La participación de los ganglios centrales 
en la epilepsia]. (La Semana Med., vol. xlii, p. 1433, May 16, 1935.) 
Hanon, J. L. 

When we consider cerebral physiology, we are quickly forced to reject the hypo- 
thetical theories of localization—a pernicious influence to which is due the lack of 
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progress in these investigations. We must conceive a functional unity of the 
nervous system, and we shall find that such a conception is rich in possibilities for 
study. We must not be content with an examination of the cortex ; we must look 
for anatomical lesions in the basal ganglia. If these ganglia sutter, 11 common 
with the other parts of the brain, vascular and nutritional changes, the fact should 
be manifested by structural alterations. Eight brains were studied. The results 
given by the study of five of these brains are presented. M. HAMBLIN SMITH. 


Studies of the Urinary Excretion of Gonadal Stimulating Substances in Mental Patients. 
(Aimer. Journ. Psychiat., vol. xci, p. 1237, Mav, 1935.) Harris, M. M., 
Brand, E., and Hinsie, L. E. 


A group of 15 mental patients and 5 non-psychiatric subjects was investigated 
over long periods, regarding the total daily urinary excretion of gonadal-stimulating 
hormones. Female patients in the involutional period were found to excrete 
large amounts of this hormone, the level of excretion appearing to be more marked 
in the patients with the more marked mental disturbance. The excretion was 
neither continuous nor uniform. The male patients excreted the hormone only 
occasionally, and usually at approximately monthly intervals, this suggesting the 
presence of a sexual cycle in the male. The younger female patients excreted 
the hormone only at intervals, and in much smaller amount than those of the 
involutional group. M. HAMBLIN SMITH. 


The Status of Reticulo-endothel in Certain Psvchoses. (Amer. Journ. Psychiat., vol. 
xci, p. 1433, Mav, 1935.) Davidson, G. M. 


Outstanding features of the reticulo-endothelium are ability to produce blood, 
abilitv to act as phagocyte, and ability to retain electro-negative colloids. In 
certain cases of schizophrenia and manic-depressive psychosis definite hypo- 
function of the reticulo-endothelial system was found. Such a hvpofunction 
will result in disturbance of most important items of metabolism. It is 
well known that there may be a remission of a psychosis following an intercurrent 
physical disease. Most commonly such a remission follows a physical state with 
a blood-picture of leucopenia, and leucopenia is believed to be an outcome of the 
action of negative chemotaxic agents ypon the blood-cells. It may be that reacti- 
vation of the reticulo-endothelum may re-establish neuro-humoral equilibrium 
and proper metabolism of the nervous tissue. Colloid treatment of the reticulo- 
endothelium may thus be helpful in certain psychoses. M. HAMBLIN SMITH. 


7. Criminology. 


Suicide by Means of Four Revolver Shots. (Arch.di Antropol. Crim. Psychiat. e Med., 
vol. lv, p. 586, May-June, 1935.) Guareschi, G. 


The author illustrates a case of suicide by means of four revolver shots, self- 
inflicted, fired into the right temporo-parietal region. The first three involved the 
base of the skull without touching the brain. The fourth passed through both 
frontal lobes. He draws the conclusion that even severe wounds of the cranial 
bones are compatible with the performance of successive acts of an apparently 
voluntary nature. H. W. EDDISON. 


The States of Doubt and Certainty in Relationship to Crimes of Jealousy. (Arch. di 
Antropol. Crim., vol. liv, No. 5, p. 708, 1934.) di Fisco, S. 


The author gives a description of the state of doubt preceding certainty of 
infidelity on the part of the loved one, emphasizing the state of endopsychic tension 
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During the puerperium the hyperexcitability of the sympathetic persists, there is 
vagal hypoexcitability and the tone of the autonomic nervous system is diminished. 
M. HAMBLIN SMITH. 


Juvenile Dementia Paralvtica. XII: Gross and Microscopic Pathology. (Arch of 
Pathol., vol. xix, p. 316, March, 1935.) Menninger, W.C. 

The characteristic macroscopic changes in juvenile dementia paralytica include 
a generalized atrophy, often hypoplasia of the brain, a marked leptomeningitic 
reaction, frequent hydrocephalus, and extensive ependymitis granulosa ; frequent 
cerebellar atrophy. Because of proliferation of neuroglia both the cerebrum and 
cerebellum are usually very firm in consistency. 

Microscopically there is a generalized round-cell infiltration, an extensive pro- 
liferation of neuroglia and microglia, an increase in vascularity with proliferative 
changes of the elements of the vessel wall, a reduction in the number of nerve-cells 
in the cortex and changes in the nerve-fibres. The frequent finding of bi-nucleated 
Purkinjé cells in the cerebellum is characteristic. 

In a small percentage of cases spirochetes can be demonstrated in the cortex, 
basal ganglıa and cerebellum. | G. W. T. H. FLEMING. 


The Peculiar Cells in Pick’s Disease. (Arch. of Neur. and Psychiat., vol. xxxiv, 
p. 508, Sept., 1935.) Wailliams, H. W. 

The three types of cell described in Pick’s disease are not dependent on the 
senium or on specific ætiological agents for their development. A factor in their 
pathogenesis is axonal alteration which is of recent development and located in 
the vicinity of the cell of origin. There appears to be a close parallel between Pick's 
cells and axonal chromatolysis. Type II cells were more prominent in the less 
atrophic areas in Pick’s disease and type I in the more atrophic region. 

The term *“ Pick’s cells ’’ should be limited to those two types. Type III is 
rare and is not found in association with I and II, and resembles the early forms of 
Alzheimer's fibrillary changes. G. W. T. H. FLEMING. 


The Chemistry of the Brain in the Mental Defective. (Journ. of Neur. and Psyche- 
pathol., vol. xv, p. 193, Jan., 1935.) Ashby, W. R., and Glynn, A. 

The grey matter of the frontal lobe from 62 mental defective and 9 normal 
adults was analysed chemically. The water content showed a significant corre- 
lation with mental age, the normal brains being drier than those of defectives. The 
myelin content and the lipoids showed no change with mental age. The protein 
phosphorus showed a significant correlation with mental age, the defective's 
brains being richer in protein phosphorus than those of normal individuals. This 
latter may be explained by the presence of more immature nerve-cells lacking 1n 
cytoplasm or by an excess of neuroglia. G. W. T. H. FLEMING. 


The Reliability of the pH of Human Mixed Saliva as an Indicator of Physiological 
Changes. (Amer. Journ. Psychol., vol. xlvii, p. 222, April, 1935.) Baker, 
K. H., and Eye, M.G. ; 

Noise, problem-solving and exercise all tend to bring about a decrease in the 
salivary pH. A positive correlation between salivary pH changes and blood pH 
changes after exercise was observed. There was a negative correlation between 
pH changes in the saliva and blood after moderate anoxemia. Carbon dioxide 
is the primary factor m salivary pH changes, but there is a lack of correspondence 
between pH changes and pulmonary ventilation. G. W. T. H. FLEMING. 


The Share of the Basal Ganglia in Epilepsy [La participación de los ganglios centrales 
en la epilepsia. (La Semana Meéd., vol. xlii, p. 1433, Mavy 10, 1935.) 
Hanon, J. L. 

When we consider cerebral physiology, we are quickly forced to reject the hvpo- 
thetical theories of localization—a pernicious influence to which is due the lack of 
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progress in these investigations. We must conceive a functional unity of the 
nervous system, and we shall tind that such a conception is rich in possibilities for 
study. We must not be content with an examination of the cortex ; we must look 
for anatomical lesions in the basal ganglia. If these ganglia suffer, im common 
with the other parts of the brain, vascular and nutritional changes, the fact should 
be manifested by structural alterations. Eight brains were studied. The results 
given by the study of five of these brains are presented. M. HAMBLIN SMITH. 


Studies of the Urinary Excretion of Gonadal Stimulating Substances in Mental Patients. 
(Amer. Journ. Psvchiat., vol. xci, p. 1237, Mav, 1935.) Harris, M. M., 
Brand, E., and Hinsie, L. E. 


A group of 15 mental patients and 5 non-psychiatric subjects was investigated 
over long periods, regarding the total daily urinary excretion of gonadal-stimulating 
hormones. Female patients in the involutional period were found to excrete 
large amounts of this hormone, the level of excretion appearing to be more marked 
in the patients with the more marked mental disturbance. The excretion was 
neither continuous nor uniform. The male patients excreted the hormone only 
occasionally, and usually at approximately monthly intervals, this suggesting the 
presence of a sexual cycle in the male. The younger female patients excreted 
the hormone only at intervals, and in much smaller amount than those of the 
involutional group. M. HAMBLIN SMITH. 


The Status of Reticulo-endothel in Certain Psychoses. (Amer. Journ. Psychiat., vol. 
xci, P. 1433, May, 1935.) Davidson, G. M. 


Outstanding features of the reticulo-endothelium are ability to produce blood, 
ability to act as phagocyte, and ability to retain electro-negative colloids. In 
certain cases of schizophrenia and manic-depressive psychosis definite hypo- 
function of the reticulo-endothelial system was found. Such a hypofunction 
will result in disturbance of most important items of metabolism. It is 
well known that there may be a remission of a psychosis following an intercurrent 
physical disease. Most commonly such a remission follows a physical state with 
a blood-picture of leucopenia, and leucopenia is believed to be an outcome of the 
action of negative chemotaxic agents ypon the blood-cells. It may be that reacti- 
vation of the reticulo-endothelium may re-establish neuro-humoral equilibrium 
and proper metabolism of the nervous tissue. Colloid treatment of the reticulo- 
endothelium may thus be helpful in certain psychoses. M. HAMBLIN SMITH. 


7. Criminology. 


Suicide by Means of Four Revolver Shots. (Arch.di Antropol. Crim. Psychiat. e Med., 
vol. lv, p. 586, May-June, 1935.) Guareschi, G. 


The author illustrates a case of suicide by means of four revolver shots, self- 
inflicted, fired into the right temporo-parietal region. The first three involved the 
base of the skull without touching the brain. The fourth passed through both 
frontal lobes. He draws the conclusion that even severe wounds of the cranial 
bones are compatible with the performance of successive acts of an apparently 
voluntary nature. H. W. Eppison, 


The States of Doubt and Certainty in Relationship to Crimes of Jealousy. (Arch. di 
Antropol. Crim., vol. liv, No. 5, p. 708, 1934.) di Fisco, S. 


The author gives a description of the state of doubt preceding certainty of 
infidelity on the part of the loved one, emphasizing the state of endopsychic tension 
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which the period of doubt engenders. When the doubt becomes a certainty there 
is such a release of tension that the ensuing actions are out of all proportion to the 
immediate cause, and may constitute a sort of temporary delirium in which the 
subject is not fully responsible for his actions. He considers, on the other hand, 
that when, in the absence of previous suspicions, anyone is unexpectedly con- 
fronted with the object of his affections caught in flagrante delicto, the subject is 
more likely to be bereft of all power to act immediately, the act of violence being 
then committed only after a pause. The author maintains that such an act is 
premeditated and not impulsive. With regard to the law in Italy on the subject 
of crimes of passion, the new Penal Code allows extenuating circumstances to be 
taken into account only when the victim was caught in flagrante delicto. The 
author considers, therefore, that many will be at an unfair advantage, while others 
will come off undeservedly lightly owing to the difficulty of proving the presence of 
previous suspicion, H. W. EDDISON. 


The Establishment and Administration of the Juvenile Court. (Arch. di Antropol. 
Crim., vcl. liv, No. 6, p. 811, 1934.) Vigna, V., and Sacerdote, A. 


The objects of the Act of 1934 in Italy may be summed up under tour headings : 
(1) Amplification and specialization of the scope of the Juvenile Court. 
(2) Direction of the punitive function towards re-adaptation. 
(3) Organization of a system of prevention of juvenile delinquency and 
the re-education of the delinquents. 
(4) Rendering a return to ordinary social life possible. 

The institute in Rome comprises a children’s tribunal, court of appeal, two grades 
of reformatory school, a prison and an observation centre. The latter is provided 
with laboratories and other facilities for investigation, and is administered as a 
branch of the National Maternity and Child-Welfare Organization. The court 
and the prison have separate entrances. New admissions are subjected to an 
exhaustive mental and physical examination under the supervision of the Medical 
Director. A theatre for minor surgery, an isolation unit, and, for those who are 
subject to fits or to bizarre conduct, single rooms. 

In court, cases are heard in camera. The presiding magistrate is chosen 
for his qualifications. It does not seem clear whether the Act intends women to 
sit on the Bench. A psychiatric expert is present in an advisory capacity. The 
court has jurisdiction over the same area as the ordinary court. 

A special list of lawyers who are entitled to act for the defence has been, or is 
being, compiled. Only picked men who specialize in this work are selected. 

All the sections of the court, the reformatories, observation centre and so on, 
are in one building, and the inmates wear a special uniform. Provincial institutions 
will be similar in every respect to the one in Rome. H. W. Evpison. 


Psychiatry and the Juvenile Delinquent. (Amer. Journ. Psychiat., vol. xci, p. 1311, 
May, 1935.) Healy, W. 


Crime is the particular scourge of the United States. Criminal behaviour and 
wholesome characteristics are both bred in the earlier years of the second decade 
of life. Our civilization constantly provides elements which make delinquency and 
crime more prevalent. There should be widespread changes in general social 
attitudes and vastly greater provision for satisfying the innate urges of young 
people. Environmental conditions often erect unsurmountable barriers to the 
adequate treatment of delinquents. It is but a small proportion of the cases 
which can be treated in the previous environment. The deeper issues of emotional 
adjustments are the most valuable to explore. The sense of guilt often produces 
a demand for punishment, but with punishment comes a renewed permission, as it 
were, to offend. Very few parents will acknowledge that their child’s delinquency 
is due to their own attitudes. Better education in this respect should be gradually 
devised, and here the well-trained social worker may be of great assistance. We 
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are not vet in a position to say that prolonged psycho-analytic procedure is often 
necessary, but we can always investigate in the light of the psycho-analvtic theory. 
M. HAMBLIN SMITH. 


8. Oligophrenia. 


Inheritance of Phenvipyruvic Amentia (Phenylketonuria). (Lancet, July 27, 1935.) 
Penrose, L. S. 


This paper gives the pedigree of a case of this condition. The mode of 
inheritance is demonstrated. The cause is held to be a single recessive gene. 
This gene occasions oligophrenia when present in the individual in homozygous 
form. The heterozvgotes or carriers show a marked tendency to the development 
of psychosis in the involutional period. M. HAMBLIN SMITH. 
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Part IV.—Notes and News. 


THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 


NINETY-FOURTH ANNUAL MEETING. 


THE NINETY-FouRTH ANNUAL MEETING of the Association took place at the 
Middlesex Guildhall, Westminster, and at 11, Chandos Street, Cavendish Square, 
London, on Wednesday, Thursday and Friday, July 3, 4 and 5, 1935, under the 
chiirmanship in the earlier proceedings of Dr. Daniel F. Rambaut, M.A., and 
later of Dr. Reginald Worth, O.B.E. 


Wednesday, July 3.—Morning Session. 


Dr. RAMBAUT in the Chair. 


MINUTES. 


The minutes of the ninety-third Annual Meeting, held at Northampton, having 
been published in the Journal, were taken as read and confirmed. 


OBITUARY. 


The PRESIDENT said it was his sad duty to record the death of three members : 
Dr. J. H. Morton, who died last month, Dr. Charles Planck, who also died in June, 
and Mrs. Ruby Lord. 

Dr. McDowaLL paid a short tribute to the memory of Dr. Morton. 

A tribute to the memory of the deceased members was paid by members present 
standing In silence. 


ELECTION OF OFFICERS, COUNCIL AND COMMITTEES. 
The following resolutions were put from the Chair and carried: 


(a) That the Officers for 1935-36 be: 
President. —Reginald Worth, O.B.E., M.B. 
President-Elect.—Michael Abdy Collins, O.B.E., M.D., B.S., M.R.C.S., 
L.R.C.P. 

Ex-President. —Daniel F. Rambaut, M.A., M.D., B.Ch. 
Treasurer. —George William Smith, O.B.E., M.B. 
General Secretary.—Reginald Worth, O.B.E., M.B. 
Registrar. —Daniel F. Rambaut, M.A., M.D. 
Editors of Journal : 

Douglas McRae, M.D., F.R.C.P.E. 

Maurice Hamblin Smith, M.A., M.D. 

Alexander Walk, M.D., D.P.M. 

G. W. T. H. Fleming, M.R.C.S., L.R.C.P., D.P.M. 
Honorary Librartan.—James Richard Whitwell, M.B. 


(b) That the Nominated Members of the Council for 1935-36 be: 


Sir Hubert Bond, Drs. A. Helen Boyle, J. F. W. Leech, T. R. C. 
Spence, R. B. Campbell, R. M. Macfarlane, T. Saxtv Good and 
H. C. Beccle. 
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(c) That the Parliamentary Committee be reappointed. 


(d) That the Educational Committee be reappointed, with the addition of 
the name of Dr. C. J. Thomas. 


(e) That the Library Committee be reappointed, and that the following 
be added thereto: Dr. R. Ström-Olsen and Dr. A. J. Lewis. 


(f) That the Research and Clinical Committee, with the addition of Dr. 
T. W. Davidson, be reappointed. Drs. H. J. Norman, A. G. 
Shera and H. Yellowlees have resigned from this Committee. 


(2) That the Mental Deficiency Committee be appointed. The members 
of this Committee number 89. The Chairman is Dr. F. Douglas Turner, the 
Vice-Chairman Dr. W. Rees Thomas, and the Secretary Dr. E. O. Lewis. 


(h) That the Mental Nursing Advisory Committee (Official Members) be 
reappointed as follows : 


For England and Wales.—Drs. H. Dove Cormac, S. Edgar Martin. 

For Scotland.—Drs. D. McRae, T. C. Mackenzie, R. D. Hotchkis, 
D. Ross, W. M. Buchanan. 

For Northern Iveland.—Drs. F. J. Deane, Dorothy Gardner, N. B. 
Graham, M. J. Nolan, J. Watson. 

For Irish Free State —Drs. S. Blake, J. O’Conor Donelan, R. R. Leeper, 
L. Gavin, J. C. Martin. 

(i) That the Maudsley Lecturer for 1936 be: 

Sir Walter Langdon Brown, M.A., M.D., B.Ch., F.R.C.P., Regius 

Professor of Physic, University of Cambridge. 


REPORT OF THE COUNCIL. 


The Council begs to submit its 39th Annual Report as under: 

It is gratifying to note that the number of members steadily increases year by 
year. In January, 1935, the number of members, as shown in the list of names 
published in the Journal of. Mental Science, totalled 912, compared with 895 in 
1934- 


1933. 1934. 
35 Number of new members elected ; i 45 
895 Number of members registered . i ‘ 912 
.. Removed according to Bye-law 17 pi 
10 Number of members resigned . ; : 20 
13 Number of deaths . : : ; A 10 
Members : 1925. 1926. 1927. 1928. 1929. 1930. 1931. 1032. 1933. 1934. 


Ordinary . . 703 700 706 72 753 77ı 787 Bor 815 81 
Honorary . - 29 30 31 33 35 36 36 37 37 36 
Corresponding . 16 15 17 22 31 40 46 45 43 45 


— 00 1 eee 


748 745 754 782 8ı9 847 869 883 895 912 


The Council do not propose to report on the work of the Standing Committees 
or of the Officers, as this is covered in full in their respective Annual Reports. The 
Council desire, however, to place on record their appreciation of the valuable 
work done by the Committees of the Association during the past year. 


Notes of General Interest. 


Members will recall that last year a Special Committee was appointed to prepare 
a Memorandum for submission to the Departmental Committee on the Cost of 
Hospitals (appointed by the Minister of Health). This was duly prepared by the 
Committee, and in January last Drs. R. Worth, F. D. Turner and Ian Skottowe 
gave oral evidence in support of the Memorandum. 

The revision of the Bye-laws passed by the Annual Meeting last year was 
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sanctioned by the Privy Council in October, 1934. Perhaps the most important 
alteration relates to the creation of a new Standing Committee, viz., the Mental 
Deficiency Committee. Many members are deeply interested in this subject, and 
there is little doubt that the new Committee will become an important part of the 
Association. Among their other activities the Committee have decided to organize 
observation visits to mental deficiency institutions each spring. This year, throu gh 
the courtesy of Dr. N. H. M. Burke, members of the Association were invited to 
visit Cell Barnes Colony. Many members accepted the invitation and spent an 
interesting and enjoyable day. 

The Mental Health Services Committee, which was appointed at the Annual 
Meeting, 1934, to consider the relationship of Local Authorities to Mental Hospitals, 
presented their Report in February last. This Report was later circulated to all 
members, and at the May Quarterly General Meeting a discussion on the matter was 
opened by Dr. A. A. W. Petrie. Five representatives—Drs. R. Worth, A. A. W. 
Petrie, G. W. Masefield, P. K. McCowan and F. D. Turner—were appointed to 
confer with the Board of Control on the whole question. l 

In October last Drs. J. Shaw Bolton, H. G. L. Haynes, M. A. Collins and D. 
Rice represented the Association at a meeting with delegates of the British Medical 
Association to discuss the Report of the B.M.A. on the Relationship of the Private 
Practitioner to the Treatment of Mental Disability. The Association took excep- 
tion to Paragraph 52, iii, of the Report, and after an amicable discussion Part ni 
of Paragraph 52 was withdrawn and replaced by a new paragraph reading: 


Paragraph 53.—If and when the suggestions contained in Paragraph 45 
are operative, and in consequence a sufficiency of adequately qualified 
consultants in mental disability are available, it will be unnecessary for 
whole-time salaried medical officers to undertake private consulting work. 


By the desire of the B.M.A. delegates Paragraph 42 was also re-drafted in order 
to render its meaning less obscure : 


Paragraph 42.—At present in many districts there is a very restricted 
number of specialists in mental disability, and in order that the public 
should have a wide field of selection for consultant and specialist services, 
it is undesirable that any system should be established or perpetuated which 
would make it increasingly difficult for private practitioners to engage 1m 
this class of work. 


Following the result of the questionnaire on Sterilization, Dr. Worth was 
appointed to represent the Association on the Joint Committee of V oluntary 
Sterilization. The Council, however, still do not feel that there is sufhcient 
unanimity among members to justify them in giving unreserved support to the 
Joint Committee. It has been decided that a discussion on Voluntary Sterilization 
shall be held at the Quarterly Meeting in November next, at which there will be 
a definite opener in support of Sterilization and a definite opposer. It is hoped 
that members will make every effort to be present at the debate. l 

The Council has agreed to a proposal that the Journal of Mental Science should 
be published bi-monthly, and that the domestic news of the Association should be 
printed separately and sent with the Journal only to members of the Association. 
The Council has every belief that this is a progressive step. : 

The 1935 Maudsley Lecture was delivered by Dr. L. C. Bruce, M.C., F.R.C.P.E., 
M.P.C., in February. The lecture, ‘ Observations on the Physical Symptoms 
of Acute Confusional Insanity ”, was illustrated by slides, and was well attended 
by an appreciative audience. 

The following members were appointed during the year to represent the Asso- 
ciation at various functions, and the Council is grateful to them tor their 
co-operation : 

Dr. G. W. B. James at the 38th Congrès des Médecins Alienistes et Neurolo- 
gistes de France et des Pays de Langue Française held at Lyons in 
July last. 
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Dr. F. Douglas Turner at the Conference on Mental Welfare, November, 
1934. 

Dr. Doris Odlum at the Health Congress of the Royal Sanitary Institute, 
Bournemouth, July, 1935. 

Dr. J. Ivison Russell at the Annual Congress of the Royal Institute of Public 
Health, Harrogate, June, 1935. 

Dr. G. W. B. James at the Centenary Celebrations of Magnan, Paris, 1935. 


Obituary. 


The Council regrets to report the sad loss of many well-known and respected 
members of the Association who passed away during the year. 
Honorary Members: René Semelaigne, Thomas I. Considine. 
Ordinary Members : Eric D. Macnamara, Hugh Kerr, Sir Maurice Craig, H. T. S. 
Aveline, Samuel Gilfillan, J. P. Sturrock, J. H. Morton. 
Dr. WORTH read the Report and moved its adoption. 
Dr. Haynes seconded. 
[Agreed. 


REPORT OF THE HONORARY TREASURER. 


Dr. G. W. SMITH said that the Annual Balance-Sheet of the Association was 
being passed round. It was made up to December 31, 1934, and would be published 
in the Journal in due course. The Association’s Capital Account shows a slight 
increase owing to an appreciation in the market value of the investments. 
Receipts from subscriptions had increased, and there was an excess of income 
over expenditure amounting to £319 16s. 3d. The Maudsley Bequest was in a 
solvent condition, also the Gaskell Memorial Fund. He thought the Association 
could congratulate itself on its financial position. 

He moved the adoption of the Report. 

[Agreed. 


REPORT OF THE Hon. LIBRARIAN AND LIBRARY COMMITTEE. 


The Library has been used extensively during the past year by members and 
some visitors, both for reading and reference purposes. The issue of books during 
the past twelve months has exceeded that of any previous year. 

The Committee has decided to add to the number of foreign journals for the 
use of members, namely : 

Zentralblatt für Neurologie und Psychiatrie, 
Der Nervenarzt, 
at a total annual cost of approximately £26 13s. 6d. 

A number of books, both recent and historical, have been added to the Library, 
and the Library Committe wishes to thank those members who have been so good 
as to present books. 

Dr. J. R. WHITWELL read the Report and moved its adoption. 

Dr. McDowa_t seconded. 

[Agreed. 


REPORT OF THE REGISTRAR. 


The total number of entries for the Preliminary and Final Examinations for the 
year 1934 was 7,210—an increase of 290 as compared with the year 1933. _ Of these 
7,210 candidates, 884 were candidates in the Mental Deficiency Section. The 
candidates for the Preliminary Examinations numbered 4,052, and for the Final 
Examinations 3,158. ie 

There were 4,434 entries for the May, 1934, Examination—2,486 Preliminary 
and 1,946 Final. For the November, 1934, Examination there were 2,778 entries— 
1,506 Preliminary and 1,212 Final. 
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The details of the Preliminary Examinations for the year 1934 were as follows : 


Preliminary Examination, 


Class of institution. Entries. Passes, Percentages. 
English County Mental Hospitals : . 2,228 « 1,195 2 53°63 
English Borough Mental Hospitals : : 300 . 231 . 6311 
Registered Hospitals and Licensed Houses . i77 4 107 . 6o45 


Scottish Mental Hospitals . : : ; 478 © 270 . 5027 
Irish Mental Hospitals ; $ ; : 297 % 163 . 5488 
Federated Malay States . : ‘ : I i 0. — 

Mental Deficiency Section . ; ; : 505 . 3II . 6158 


Totals i i ; i . 4052 . 2,277 . «56:19 
The details of the 1934 Final Examinations were as follows : 


Final Examinations. 

Percentage of— 
Distinc-  —— 
tions. Passes to Dists. to Dists. to 
; . entries. entries. Passes. 
English County Mental Hospitals 1,725 972 36 50:34 2'02 3'70 
English Borough Mental Hospitals 352 193 Io 54°82 2:84 5°23 

Registered Hospitals and Licensed 


Class of institution. Entries. Passes. 


Houses : : : . 128 79 9 61-71 703 11°39 
Scottish Mental Hospitals . . 337 200 6 77°15 1:77 2-30 
Irish Mental Hospitals : . 230 122 4 51:09 1°59 3:27 
Federated Malay States . : I I O 100-00 — — 
Mental Deficiency Section . . 379 208 4 70:71 1:05 1:49 


Totals : ; . 3,158 1,895 69 60:00 2:18 3°64 


In the year 1934 there were 5 entries for the Gaskell Gold Medal and Prize. 
Dr. William Blyth, of Paisley District Mental Hospital, was the winner. 

There were 3 entries for the Bronze Medal and Prize, which was awarded to 
Dr. Harold G. Beccle, of Springfield Mental Hospital. 

The Divisional Prize for 1934 was awarded to Dr. E. J. Fitzgerald, of Winwick 
Mental Hospital. 

The Campbell Clark Medal and Prize was won by Nurse Cissie Morris, of Bexley 
Mental Hospital, in May, 1934. She obtained an aggregate of 185 marks out of a 
possible 200. In November, 1934, 1t was won by Male Nurse John Humphries, of 
Belfast Mental Hospital, who obtained 182 marks. 


May, 1935, Examinations, 


For the May, 1935, Examinations the entries numbered 4,677, the highest 
number on record. Of these, 2,714 were Preliminary and 1,963 Final candidates. 
The analysis of the Examinations is as follows: 


Preliminary. 
Class of institution. Entries. Passes. Percentages. 
English County Mental Hospitals . ; 1,442 : 833 : 57°70 
English Borough Mental Hospitals . : 243 j I7 : 69°95 
Registered Hospitals and Licensed Houses 148 . 85 ~. 57°42 
Scottish Mental Hospitals . i i 270 A 181 A 65°58 
Irish Mental Hospitals . ; i : 248 : 129 ; 52:01 
Ingutsheni, Southern Rhodesia : ; 3 i 2 ; 66-66 
Mental Deficiency Section . 3 ; 354 3 209 : 59°03 


Totals . : i š ‘ 2,714 . 1,609 5928 
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Final. 
: Percentage of — 
S e u w a Nstine- EEE” OES Ee EEEE ERE A, 
Class 5 : 5. ? 5S. L - 
s of institution Entries Passes tons. Passes to Dists. to Dits. to 
entries. entries. — passes. 


English County Mental Hospitals . 1,009 584 23 57:87 2°27 3°93 
English Borough Mental Hospitals 212 107 50°47 2-83 5:60 
Registered Hospitals and Licensed 

Houses ; : ‘ . gO 43 2 
Scottish Mental Hospitals . . 226 79 o 34°95 — — 
Irish Mental Hospitals : . 163 33 O 20:25 — — 
Mental Deficiency Section . . 203 138 3 52°47 1:14 2-17 

34 


o 


47°77 2'22 4°65 


Totals . i ; . 1,963 984 50-12 1:73 3°45 

The Campbell Clark Medal and Prize was won by Nurse Thelma Mary Preece, of 
Powick Mental Hospital, with an aggregate of 176 out of a possible 200. 

In the Preliminary Examination three candidates were disqualified from the 
Examination because their respective Medical Superintendents found they were 
obtaining external aid when writing their papers. 

Some cases of suspected collusion in the Final Examination were reported to 
me by the Examiner and referred by me to the Chairman of the Educational 
Committee. 

In 1935 there were two entires for the Examination for the Gaskell Gold Medal 
and Prize, but only one candidate took the examination. In the result no award 
was made. 

There was no candidate for the Certificate in Psychological Medicine. 

The Bronze Medal and Prize for 1935 has been awarded, and the name of the 
winner will be announced later. 

No entry was received for the Divisional Prize. 

DANIEL F. RAMBAUT, 
Registrar. 


The PRESIDENT and REGISTRAR (Dr. Rambaut) read this Report, and moved 
its adoption. 
[Agreed. 


REPORT OF THE EDITORS. 


The cost of the Journal for 1934 again shows a reduction compared with previous 
years. The total net cost to the Association was £750 gs. 11d., a reduction of 450, 
and the cost per copy stands at 3s. Id. as against 3s. 4d. Both tigures are the 
lowest since 1924, when the size of the Journal was much smaller. 

During the year the Journal was honoured by a contribution from Prof. Pavlov. 
Among other outstanding contributions may be mentioned Dr. A. J. Lewis's 
exhaustive historical and clinical study of melancholia, and the investigation of 
cancer mortality in mental hospitals by Drs. Rudolf and Ashby. The first mono- 
graph under the scheme approved last year will be published with the forthcoming 
July number. 

As a result of a conference between the Editors and representatives of the 
Research and Clinical Committee held with a view to devising means for increasing 
the usefulness and prestige of the Journal and for meeting certain criticisms, the 
following proposals were approved by the Council: 

(1) That the Journal should be published bi-monthly, instead of quarterly. 

(2) That the section dealing with the internal affairs of the Association should 
be printed as a supplement to be issued to members only. 

It is estimated that the more frequent issue of the Journal will not involve any 
appreciable increase in its cost to the Association. 

It is also proposed to publish regularly brief reviews of recent work ın various 
fields. 
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‘ 
At a later date the Editors hope to take steps to bring the Journal more 
prominently to the notice of potential subscribers, especially abroad. 
The Editors have again to express their cordial thanks to those who have 
supported the Journal by contributing extracts and reviews during the past year. 


Analysis of Cost of Journal, 1933-34. 


1933. 1934. 

I sd £ S.d. Debit. £ s.d. £ s.d. 

959 4 9 Printing, Illustrations, Paper, 925 17 3 

Binding 

144 16 6 Reprints and dispatch . . - 140 6II 

26 8 4 Stationery, postage and index 21 5 6 

4I 3 3 Publishers’ fees 40 I5 3 
— 1,17I I2 10 —————1,128 4 II 
are ee Pa Fe 

Credit. 

276 17 6 Sale of Journal, etc. . : 270 O O 

9317 4 Advertisements . ; : 107 15 0 
370 14 10 —— 377 I5 0 


Cost of Journal. 


£ s. a £ s.d 
800 18 o Net cost to Association . : ‘ . 750 QII 
45. 1o}d. Cost of production per copy . . i 4s. 8d. 
35. 4d. Cost to Association per copy . : : 38. Id. 
Size of Journal in pages . : : ; 824 


872 new format, equal 
to about 1,030 old 
format. 


Dr. WALK read the Report and moved that it be adopted. 
(Agreed. 


REPORT OF THE PARLIAMENTARY COMMITTEE. 


During the past year there has been no legislative action of outstanding import- 
ance to the Mental Health Services. At the meetings of this Committee discussion 
has taken place on the subject of the control of the mental health services by the 
medical officer of health, or even in some cases by a lay official. This subject, 
however, has been referred to a special committee. 

The question of sterilization continues to be a thorn in the flesh of the Associa- 
tion, and the difficulty of getting an authoritative opinion from the Association 
appears to be insurmountable. An open discussion on the subject has been arranged 
for the Quarterly Meeting in November. 

The reports of the Parliamentary Agent continue to be useful, though this year 
they have not been of the paramount importance they are when the Legislature 
is occupying itself with our speciality. 

Dr. HAYNEs read this Report and moved that it be adopted. 

[Agreed. 


REPORT OF THE EDUCATIONAL COMMITTEE. 


The Educational Committee begs to submit the following report for the year 
ending June 30, 1935. 

During the year four meetings have been held, with an average attendance of 
21 members. 


LXXXI. 64 
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Much time of the Committee has been devoted to the subject of a Certificate 
in Occupational Therapy for Mental Nurses. Syllabus and regulations for the 
training and examination of candidates for such certificate have been drawn up 
and adopted. 

The following institutions have been recognized as Training Centres : 

Jersey Mental Hospital, for mental nurses. 

Pewsey Colony Certitied Institution, for female M.D. nurses. 
Stoke Park Colony, for M.D. nurses. 

Leybourne Grange Colony, for male M.D. nurses. 

Serious consideration has been given to the question of alleged collusion of 
candidates at a recent nursing examination. It was agreed that a candidate proved 
guilty of collusion or of obtaining any other form of illicit aid should be disqualitied 
at the examination, and, in addition, prohibited from entering for any examination 
of the Association for a period of two years. The Committee reserved the right 
to take further action with regard to the recognition of any training centre where 
sufficient supervision has not been carried out. 

The question of the mode of appointment of examiners for the Association's 
examinations is receiving special attention. 

It has been noted with gratification by the Committee that an increasing number 
of candidates enter for the Association's examinations. . 

Dr. PETRIE (in the absence of the Secretary of the Committee) read the Report 
and moved its adoption. 

(Agreed. 


REPORT OF THE RESEARCH AND CLINICAL COMMITTEE. 


The Research and Clinical Committee begs to submit the following Report for 
the year ending July, 1935: 


Meetings. 


The Committee has met four times during the year: viz., on July 3, 1934; on 
November 19, 1934 ; on February 27, 1935; and on May 15, 1935. 


Changes in Personnel. 


The changes in representative members of Sub-Committees are referred to in 
the reports of the Sub-Committees. 


Re-appointment of Sub-Committees. 


The following Sub-Committees were re-appointed at the November, 1034, 
meeting: 
Clinical Psychiatry. 
Psychotherapy and Psychopathology. 
Infectious Diseases. 
Pathology, Bacteriology and Biochemistry. 
Study Tours and Post-graduate Educational Information. 
Heredity of Mental Diseases. 


At the February meeting a Sub-Committee was formed to draw up a scheme 
for a ‘‘ refresher course ” for medical officers of mental hospitals. It is proposed 
to hold the first course during the first two weeks of November at the L.C.C. 
Central Pathological Laboratory, Maudsley Hospital. The Chairman of the Board 
of Control and the corresponding officials for Scotland, the Free State and Northern 
Ireland will be asked to advise the Visiting Committees of their mental hospitals 
to pay the expenses of medical officers attending ‘ refresher courses ’’, on the 
grounds that the bringing up to date of the psychiatric knowledge of such medical 
officers would be to the direct benefit of the patients under their care. 

A Sub-Committee to meet the Editors of the Journal was formed during the 
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vear, and, as a result of its activities, the following recommendations were adopted 
by the Council: 
| (1) That the Journal should be published bi-monthly. 
(2) That the reports of Association meetings should be printed in a separate 
supplement to the Journal, to be issued to members only. 


Clinical Psychiatry Sub-Committee. 


This Sub-Committee has been occupied in the bringing out of a History Form 
for use in mental hospitals. 

During the year Dr. Yellowlees resigned. 

Drs. McCartan, Nicol, McCowan and Fleming now represent this Sub-Committee 
on the main Committee. 


Psychotherapy and Psychopathology Sub-Committee. 


The routine activities of this Sub-Committee have continued as usual throughout 
the vear. 

In addition, the Bibliography on War Psychology, now being circulated by the 
War Prophvlaxis Sub-Committee of the Dutch Medical Association, has been 
corrected and enlarged. 

Drs. Franklin and Hardcastle represent this Sub-Committee on the main 
Committee. 


Infectious Diseases Sub-Committee. 


This Sub-Committee met twice during the year. At the meeting in November, 
1934, a discussion took place upon the value of cholecystectomy in the treatment 
of typhoid carriers in mental hospitals. As a result of this discussion it was 
decided to send out a questionnaire on the subject to various mental hospitals. 
The Sub-Committee drew up the form of questionnaire. The questionnaire was 
sent to sixty-eight mental hospitals in England and Wales, and the replies received 
were considered by the Sub-Committee at its meeting in May, 1935. After a 
general discussion, it was resolved that Dr. Ashby be asked to analy se the replies 
and to submit a report to the Sub-Committee at its next meeting. 

The Sub-Committee has also had under consideration for some time the value 
of vaccination as a prophylactic measure against Flexner dysentery. One of the 
members is at present engaged in various experiments dealing with this subject, 
but it will be some time before these can be completed. 

The oral administration of Flexner and typhoid vaccines is a matter of consider- 
able importance, and the Sub-Committee propose to make it the subject for a 
special inquiry shortly. 

Drs. Rudolf and Davidson were elected as representatives to serve on the main 
Committee. 

Dr. McGrath was re-elected Secretary. 


Pathology, Bactertology and Biochemistry Sub-Committee. 


This Sub-Committee continues to hold meetings, at which special problems are 
discussed. Three meetings have been held in the past vear, and papers have been 
read on focal sepsis and on the pituitary gland, followed by interesting and 
instructive discussions. 

One new member has been co-opted on the Sub-Committee, and Drs. Shaw and 
Ford-Robertson have been re-elected as representatives on the main Committee. 
Drs. Pickworth and Drury have been re-elected Honorary Secretaries. 


Study Tours and Post-Graduate Educational Information Sub-Committee. 


Last October twenty-one members and others took part in an organized 
tour of the following mental hospitals: North Riding and The Retreat at York, 
Chester, Swansea, Carditt, Devon at Exminster, and Dorset House, Bristol. 
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They witnessed valuable demonstrations of various methods of developing manual 
and other occupations in the treatment of illness, the steadying of behaviour and 
the advance of hospital administration. The party was received throughout the 
journey with generous hospitality in the hospitals. 

Other activities of the Sub-Committee include arrangements for single visits 
to foreign hospitals and correspondence with the American Medical Association 
of Vienna on the subject of special courses in psychiatry. 

Information has been collected which will assist in the organization of future 
tours bearing on the question of “ family care ’’ and other subjects. 

Drs. Forsyth and Haynes represent this Sub-Committee on the main Committee. 


Heredity of Mental Diseases Sub-Committee. 


This Sub-Committee has been in touch with the Medical Research Council 
throughout the year, and, as a result, Dr. Munro, of the Royal Edinburgh Mental 
Hospital, was appointed to pursue the research on consanguineous marriages in 
relation to mental disease, and Dr. Slater, of the Maudsley Hospital, will probably 
be appointed soon to carry out a research into the heredity of the manic-depressive 
psychoses. 

P. K. McCowan, 
Hon. Secretary. 
Dr. McCowan read the Report and moved its adoption. 
Dr. CAMPBELL seconded. (Agreed. 


REPORTS OF SPECIAL COMMITTEES. 
(a) The Mental Nursing Advisory Committee to the General Nursing Councils. 


Dr. WoRTH announced that there was no Report to submit. 

Dr. M. ABpy COLLINS said that, as far as England was concerned, the General 
Nursing Council had declined to summon this Committee. He believed that Dr. 
Worth had seen someone at the Ministry of Health, but the Association did not 
appear to have had any reply. He, the speaker, did not know whether it was 
consistent with the Association’s dignity to go on appointing this Committee. It 
would not be summoned unless the Minister intervened. 

Dr. WorTH said it was decided at the meeting of the Council on the previous 
day that a further letter be written to the General Nursing Council calling attention 
to the fact that this Association, as stated by the Minister of Health, should 
nominate examiners for the General Nursing Council. They had not done so for 
many years, and he thought it was now time that the General Nursing Council was 
slightly called to order on the matter. The Council yesterday decided that the 
letter to be sent should give them a hint that they ought to remember a past 
resolution emanating from the Ministry of Health. 


(b) The Mental Deficiency Committee. 


Dr. DouGLas TURNER reported that during the year a visit had been paid to 
the Cell Barnes Colony, and was very much enjoyed. Other meetings had been 
held, and three papers had been read, and they were well discussed. 

The Report was agreed to. 


(c) The Mental Health Services Committee. 


Dr. PETRIE said that this Committee had met on several occasions and had 
prepared a tentative report, which was circulated and discussed at the May meeting 
of the Association. As directed by the Council, that Committee had interviewed 
the members of the British Medical Association, and a delegation had interviewed 
the Board of Control. Broadly, it could be said that both those bodies approved 
of the policy the Committee put before them, but were rather inclined to say that 
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a closer linking-up than some members of the R.M.P.A. desired with the Medical 
Officers of Health seemed to be inevitable. On the previous day the Council 
appointed a delegation for the purpose of getting more exact terms from the 
Secretaries of the British Medical Association. That delegation, it was decided, 
should consist of the Secretary, the President-Elect, Dr. Masefield, Dr. McCowan, 
Dr. Petrie, Dr. Brander and Dr. Douglas Turner, the last-named to represent mental 
deficiency. This deputation would again report to the Association as a whole. 
He concluded by moving that the Report be adopted. 
(Agreed. 


MoTIONS INVOLVING EXPENDITURE OF FUNDS. 


Dr. G. W. SmitH (Hon. Treasurer) asked for a grant of £150 to cover the 
President’s expenses incurred in fulfilment of his cffhice, as decided by a former 
general meeting. (Agreed. 

The CHAIRMEN of the Research Committee and of the Library Committee made 
application for a grant of £50 for the work of their respective committees, and the 
amounts were unanimously granted. 

On mention being made of a similar grant for the Mental Deficiency Committee 
Dr. DouGLAs TURNER said he did not think a grant of money was now necessary 
for that Committee, as it had become one of the Association’s Standing Committees. 

Dr. SMITH said that a grant was made to that Committee; he believed it was 
£200. 

Dr. TURNER replied that only 9s. 6d. had been used. 


DATES OF QUARTERLY GENERAL MEETINGS. 


The PRESIDENT said the dates proposed for Quarterly General Meetings for 
the ensuing year were: Friday, November 22, Wednesday, February 26, and 
Thursday, May 14. 

These dates were approved. 


ELECTION OF MEMBERS. 


The following were voted upon by ballot, the scrutineers being Dr. M. Abdy 
Collins and Dr. Whitwell, and were unanimously elected : 


Honorary Members. 


Jous Kray, C.B.E., M.D., C.M., F.R.C.P., “Champions ”, Beaminster, 
Dorset. (President 1918 ; Chairman, Educational Committee, 1920-27.) 
HAMILTON Marr, CB. M.D, CM, F.R.F.P.S., M.P.C., Commissioner, 
General Board of Control for Scotland: 10, Succoth Avenue, Edinburgh. 

(Secretary, Scottish Division, 1907-10; President, 1927-28.) 
Proposed by Drs. D. F. Rambaut, R. Worth, G. W. Smith, W. R. 

Dawson, A. Walk and F. D. Turner. 
They were unanimously elected. 


Corresponding Members. 


Prof. PIERRE COMBEMALE, Medecin-Chef à l’Asile de Bailleul, Nord, France. 
Prof. W. MAYER-GROss, Professor of Psychiatry in the University of Heidel- 
berg ; Rockefeller Research Fellow at the Maudsley Hospital. 
Dr. THORDUR SVEINSSON, Medical Superintendent, Gamle Kleppur Asylum, 
Reykjavik, Iceland. 
Dr. Hı:ıcı Tomasson, Medical Superintendent, Nyja Spitalanum á Kleppi, 
Revkjavik, Iceland. 
Proposed by Drs. D. F. Rambaut, R. Worth, A. Walk and G. W. Smith. 
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Ordinary Members. 


TAYLOR, Moore, Major I.M.S., M.D., D.P.H., Medical Superintendent, 
Ranchi European Mental Hospital, Bihar and Orissa, India. 
© Proposed by Drs. D. F. Rambaut, N. R. Phillips and I. McLeman. 

Daxsy, Tuomas ANYAN, M.B., Ch.B.Vict., D.P.H., Capt. R.A.M.C. (T.A à, 
Medical Superintendent, Sandhill Park, Bishop's Lydeard, Taunton ; 
“ Wayside ”, Bishop's Lydeard, Taunton. | 

Proposed by Drs. J.W. W. Adamson, E. O. Lewis and G. W. Mackay. 

ARNOTT, DESMOND WILLIAM HENRY, M.B., Ch.M., D.P. Sydney, Secretary 
of Section of Neurology and Psychiatry, B.M.A., N.S S.W. Branch ; 
“ Harley ”, 143, Macquarie Street, Sydney, Australia. 

Proposed by Drs. R. Noble, R. Worth and H. C. Beccle. 

Lioyp, JOHN ERNEST SETON, M.B., Ch.B., M.R.C.P., D.P.M., Barrister- 
at-Law, Assistant Medical Officer, Cane Hill Mental Hospital, Coulsdon, 
Surrey. 

Proposed by Drs. G. A. Lilly, O. P. Napier Pearn and G. J. Bell. 
These also were elected. 


WINNERS OF MEDALS AND PRIZES. 


=" The PRESIDENT announced that the Bronze Medal and Prize had been won 
by Dr. A. Guirdham, Assistant Medical Officer, Brentwood Mental Hospital. The 
Gaskell Medal had not been awarded. Dr. Guirdham would unfortunately not be 
able to attend that afternoon to receive the prize. 


Honours CONFERRED BY HIS MAJESTY. 


The PRESIDENT said that members had been glad to learn that the Ning had 
conferred a Baronetcy on Lieut.-Col. Sir Arthur Rose, D.S.O., the Chairman of the 
Board of Control for Scotland, and a Knighthood on Mr. L. G. Brock, the Chairman 
of the English Board of Control. If the meeting approved, it was proposed to 
send letters of congratulation to those two gentlemen. 

It was unanimously agreed that this should be done. 


Afternoon Session. 
At the Middlesex Guildhall, Westminster. 


Dr. DANIEL RAMBAUT in the Chair. 


VOTE OF THANKS TO THE OFFICERS AND COUNCIL. 


Dr. MacALISTER, in proposing the vote, said that he had never at any time 
held any office of any description in the Association, and could therefore claim to 
speak for that great silent mass of the membership who, though seldom vocal, 
still took an active interest in the affairs of the Association. He wished to say that 
the gratitude of the members was really very deep and very sincere. 

First among those he wished to thank came Dr. Rambaut. For manv years 
they had been accustomed to look upon Dr. Rambaut as one of the most etticient 
servants the Association ever had; his work as Registrar had placed the whoie 
Association under a deep debt of gratitude to him. When it came to the point of 
selecting a President for last year, it was no mere matter of routine promotion 
which secured for Dr. Rambaut the Presidential chair. 

Another to whom he felt he must specially refer was Dr. Worth, who was 
about to combine in his one person the two offices of General Secretary and President. 
Nobody but a super-man would lightly tackle two such heavy offices ; but he had 
no doubt that Dr. Worth was eminently fitted to carry the twin responsibility, with 
that fine air with which he has so long performed the duties of the single ottice. 
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Then he would like to mention the services which had been given to the Asso- 
ciation by the Divisional Secretaries ; and he would like especially to refer, in this 
connection, to a compatriot of his own, Dr. Buchanan, who was, for many years, 
the life and soul of the Scottish Dixision. U nfortunately he had been laid aside 
by sickness, and had had to resign his office. It was opportune, he thought, 
to refer to his splendid work for the Scottish Division, and to express the hope 
that Dr. Buchanan would be at least sufficiently restored to take again an active 
part in the work of the Scottish Division. 

He must refer, also, to the distinguished work which had been done by the 
General Treasurer. That morning he had presented to the members a budget which 
might well have done credit to his opposite number across the way in the House of 
Commons. It showed that the financial condition of the Association was an 
exceedingly prosperous one, so prosperous, indeed, that at a secret conclave of 
the Scottish members after this morning’s meeting the hope was piously expressed 
that the dav would soon come when the Association would declare a dividend in 
cash, and not merely in the form of an intellectual stimulus ! 

Then there were the Editors of the Journal and the Librarian. The Journal 
was becoming a much more valuable production than it had been, and the new 
steps which were forecast that morning as to the future development would place 
them, in future years, still more under a debt of gratitude to their distinguished 
Editors. 

There were so many committees associated with the work of the Association 
that he could not, on such an occasion as this, speak about them in detail. The 
increase in the number of committees, especially in reference to research and other 
departments in psychiatry, was a sign that the Association was renewing its 
youth ; it had once again become, what it should always be, a live Association. 

The members of the Council equally deserved their thanks, and he asked the 
meeting to accord them and all the Officers an exceedingly hearty vote of thanks 
for their work of the past vear. 

Dr. M. ABby COLLINS seconded the vote of thanks, which was carried by 
acclamation. 

The PRESIDENT (Dr. Rambaut), in returning thanks on behalf of the Officers 
and the Council of the Association, said that he, personally, had had a very happy 
and very harmonious year of office, and had enjoved every minute of it. He had 
had the honour of the office, while the General Secretary and the Treasurer, the 
Editors and the Registrar had done the bulk of the work. If on occasion he 
had been in any doubt he had alwavs consulted Dr. Worth. Dr. Worth would have 
nobody to consult now that he was President, but he would not need a consultant ; 
he was a host in himself. 


INDUCTION OF Dr. REGINALD WORTH, O.B.E., TO THE PRESIDENCY. 


Dr. RAMBAUT said that Dr. Worth was well known to all as the great adminis- 
trator of a large mental hospital, Springtiell—one of the most up-to-date mental 
hospitals in England. They all knew the splendid work which Dr. Worth had done 
for their Association. For sixteen vears he had aeted as its Honorary General 
Secretary, and the Association owed him a great deal for his zeal and for his con- 
tinual attention to its interests, for his sound common sense, his bonhomie and his 
good humour. Addressing Dr. Worth he added: ‘ We are all grateful to you for 
your work for the Association, we are proud to have you as our President, and in 
investing vou with this Badge of Office I hope you will have as pleasant and 
harmonious and as fruitful a year as 1 have had.’ (Loud applause.) 

He then invested Dr. Worth with the Presidential Badge. 


Dr. R. WortnH in the Chair. 


Dr. WorTH, on taking the Chair, expressed his warm thanks for the kind words 
which Dr. Rambaut had used concerning him, 
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PRESENTATION OF FOREIGN DELEGATES AND DISTINGUISHED VISITORS. 


Dr. G. W. SmitH (Hon. Treasurer) presented to the President the following 
gentlemen : 

Prof. M. Laignel-Lavastine, representing the Société de Neurologie de Paris. 

Dr. Jaques de Busscher, representing the Société Belge de Neurologie et de 
Psychologie and the Société Belge de Médecine Mentale. 

Dr. Robert Largeau, representing the Société Medico-Psychologique de Paris. 

Dr. Med. Jens Chr. Smith, President of the Association of Danish Alienists. 

Prof. A. J. Westerman-Holstijn, representing the Netherlands Association 
of Psychiatry and Neurology. 

Prof. W. Maver-Gross, Professor of Psychiatry, University of Heidelberg, 
Rockefeller Research Fellow at the Maudsley Hospital, and Corresponding 
Member of the Royal Medico-Psychological Association. 

The PRESIDENT, in welcoming the delegates, said that they had travelled long 
distances in some cases in order to be present, and to give their British colleagues 
the benefit of their experiences. He hoped that their example would bring such 
associations in other countries into closer communication with each other. In 
England workers were handicapped by their lack of acquaintance with foreign 
languages, but that was a difficulty which, he felt sure, was not insurmountable. 
English workers could test the feelings of their own countrymen, and though 
French, German and Scandinavian representatives might have different view- points, 
yet there was a common basis for all the knowledge. They wished the delegates 
to understand that this Association felt very grateful to them for coming. 

Some expressions of regret had been received from members of the profession 
overseas who were unable to attend. One was from Dr. Robert M. Elliott, the 
President of the American Psychiatric Association, who regretted that, owing to 
unforeseen circumstances, he was unable to be present. The President of the 
Medico-Psychological Association of Sweden sent his cordial thanks for the invi- 
tation to the Annual Meeting, but regretted it was impossible to send a delegate. 
The Swedish Association would be delighted to have a closer association and co- 
operation with the Royal Medico-Psvchological Association. The Swiss Society 
of Psychiatric Medicine regretted being unable to send a delegate to the Annual 
Meeting, but they hoped for a very successful meeting. The Congress of Alienists 
and Neurologists of France also were unable to send a delegate, but they sent 
cordial greetings and good wishes for a successful meeting. 


THE PRESIDENTIAL ADDRESS. 


The PRESIDENT then delivered his address, entitled ‘‘Four Decades of 
Psychiatry ” (see p. 755). 

Sir HUBERT Bonn, in thanking the President for his Address, said : Upon me 
has been cast the pleasurable duty of moving a vote of thanks for the address 
which has just been delivered by our newly installed President. You will wish 
me at once to place on record your especial satisfaction, as indeed the applause 
which punctuated his induction indicated, at seeing Dr. Worth at last in this 
Chair. I say “at last”, because it is common knowledge, I think, that this 
position, which is the highest honour the Association has in its power to confer 
on any of its members, might have been his long ere this could he have been 
prevailed upon to take it. Now that he has done so, I am safe in saying that not 
only we wish him a very happy and successful year of office. but that he can 
count upon the best efforts of every member of the Association to make it so tor 
him. 

To look back is the privilege of old age ; evidently, as this address has taught 
us, it is likewise the privilege of perennial youth. If for a moment I too mav 
indulge ın reminiscence, Jet me mention that not quite fortv vears ago found 
Dr. Worth and myself both young doctors, I a junior member of the medical statt at 
Banstead, and he in a like position at the hospital of which for the past twenty-two 


1935.] NOTES AND NEWS. 987 


years he has been the distinguished head. I shall assume that he has included 
us both among those to whom he has alluded as “ desperately in earnest ”. 
For my part I believe I was imbued with a cocksuredness which I hope I long since 
have shed; I know, for instance, that I thought, and said so, that the Com- 
missioners of the day were unaccountably blind in not regarding general paralysis 
as an entity, whereas my maturer belief—pace Dr. Nicol next Friday—is that 
they were nearer the truth on that point than many of us are to-day. I now 
recognize that Dr. Worth, in avoiding any such dogmatisms, probably was taking 
the wiser course; indeed, in him we, this afternoon, have had a reminder that silent 
water is apt to be deep. The whether-or-not of all this is, however, really of no 
moment. My particular reminiscence is of our exchange of calls, and of the acquaint- 
ance we made of each other in those early days of the first of his Four Decades of 
Psychiatry ; of the fact that we had tastes in common, though I never could rival 
him in sport; of his geniality and hospitality ; of the liking for him which I so 
swiftly formed and which I fain hope was mutual; and of the growth of that liking 
into a firm friendship which I greatly value. 

It is fortunate for Dr. Worth that he has a pair of shoulders on which respon- 
sibility sits—it would be wrong to say “lightly ’’, because to every matter that 
calls for his attention his consideration is both prompt and serious—so let me say, 
sits with equanimity. This remark is apropos the fact, doubtless known to most 
of us, that for the nonce, and notwithstanding the weight of affairs that the occupant 
of our Presidential Chair has to bear, Dr. Worth is retaining the post of Honorary 
General Secretary, so to speak in commendam. 

Thus it comes about that this is the first time during the long period of sixteen 
years since, on this annual occasion, we have been free from the vigilance of Dr. 
Worth’s secretarial and proctorial eve. Knowing that he would be immersed in 
the delivery of his address and, despite his ‘“‘down’’ on academic philosophy, 
being himself a philosopher—disown it though he may—and moreover being 
obedient to his own precepts, instead either of “ don’ting ” us or of admonishing 
us to listen and to be otherwise attentive, he just bade us please ourselves and 
not hesitate to indulge any feeling of drowsiness that should assail us. Having 
had, Sir, some experience myself of the post of Secretary to the Association, I 
have ventured in this particular matter to deputize for you, and can assure you 
that, throughout the exactly forty minutes during which you were occupied in 
delivering your address, there was neither nod or yawn nor so much as a wink 
of sleep on the part of any member of your audience. I am not concerned to 
deny that that alertness on their part may have been in some measure the negati- 
vistic response which you adroitly foresaw would be the sequence to your grant 
of licence; but in truth, and as I do most positively assert, its main explanation 
has been the total absence of any of the Pavlovian allurements to sleep which you, 
Sir, seemed to suggest we should find in your remarks. 

On the contrary—as you, Ladies and Gentlemen, will agree—we have been 
favoured with an address which, begotten of that modesty and that generosity 
towards the views of others, both of which belong to the true sportsman, and 
delivered with a robust simplicity and, as its author said was his intention, with 
an entire absence of oratorical effect, has riveted our attention at every point ; 
and, with its deft turns, its homely phrases—satirical but never cynical—with its 
quips and its apophthegms, it has been a delight to listen to. 

““ Four Decades of Psychiatry ” is the title which the President has chosen for his 
address. By custom that is becoming time-honoured, criticism of it is out of order ; 
no very long time, however, for, not further back than the ’eighties, while the 
President himself never was treated otherwise than with full respect, and while 
his address never failed to secure the thanks due to: at least its preparation, it 
nevertheless seems to have been regarded as fair game, even for polemical dis- 
cussion, especially if the President had been rash enough, either by design or 
accident, to broach a contentious topic. With a wholesome respect for convention, 
custom shall rule me; but I need not, I trust, feel thereby estopped from one or 
two endorsements. 
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That, for instance, he has used the word “ psychiatry ” I am glad. For while 
I have no personal liking for this kind of word, it gives me an opportunity of noting 
with satisfaction that he uses it in the broad and full sense which I believe to be 
correct, and as having httle, if anv, less scope than psychological medicine instead 
of limiting its meaning, as some are unfortunately beginning to do, to the psvchoses 
-—a practice which is likely to give rise to confusion and even to schism. 

Again we shall be permitted, I feel sure, a ready endorsement of the remarks 
made concerning the progressive policy pursued, through its Mental Hospitals 
Committee, by that great body, the Middlesex County Council, in providing 
up-to-date accommodation and other requirements for cases of mental disorder 
and mental deficiency. The forwardness of their policy, not even forgetting the 
wonders of Shenley, is not least seen in the link they have helped to forge between 
their mental hospitals, especially Springfield, and Westminster Hospital with its 
medical school; and the lead which, within the last twelve months, they have 
given in taking advantage of the Mental Treatment Act by making a substantial 
grant towards the cost of providing beds for mental cases in the new Westminster 
Hospital about to be erected. 

As to our Association's calendar of events, until their marshalling in the wav 
in which Dr. Worth has reminded us of them, 1t mav be doubted whether there 
are many of us who realized how numerous and stirring are the events in which, 
during the past sixteen years, the Association has taken effective part. Worthy 
as that part may have been, I am inclined to doubt whether members, including 
not a few superintendents, take as full advantage of such opportunities as thev 
might. No doubt their position is sometimes one of delicacy. Nevertheless, upon 
their clear thinking and firm expression of opinion may depend to no small extent 
the wise shaping of future administrative policy. As his remarks teach us, Dr. 
Worth has the courage of his convictions. 

Dr. Worth’s topics are many and important. They have been welded into an 
address the charm of which is not less because, as we may be sure it was meant 
to be, it is so provocative. That we do not agree either with all he postulates 
or with all the opinions he expresses, or that we even could prove these to be wrong, 
matters not in the least. That some of us, for instance, might question there being 
any increase at all in the amount of adolescent psychosis—might confront, for 
instance, such an allegation by statistics showing that the ratio of admissions 
under 25 years of age to the general population between, say, 15 and 24 years of 
age was, to a decimal point, the same in 1931 as it was in 1921, would be beside the 
point, and would miss the purport of the address. Its value—and great, l am sure, 
it will be found to be—hes in the fact that here is a physician who for nearly forty 
years has occupied a position of unrivalled opportunity for observation, who so 
clearly has availed himself of it, and who now, by no means pressing it upon us, 
but at our request, comes forward and gives us the fruit, as he puts it, of his 
maturity. For his doing so we are grateful; and this vote of thanks, which I 
now have the honour formally to move, will find, I am convinced, a ready seconder 
and a hearty response. (Applause.) 


Dr. HAMILTON MARR, in seconding, said: When I knew on what subject 
the new President would address us to-day I was reminded of the information 
once given me by a bee-keeper. The life-work of a bee is forty drops of 
honey. The review which our new President has given us has been a living 
personal review of forty years, distilled from his life work. Those forty vears 
might be broadly placed in two divisions. The first of these divisions, and to me 
the most attractive, were the twenty years which might be called the vears of the 
scientific attitude towards mind; the past twenty years represent the philosophical 
or psychological attitude. 

In the first twenty years, if any of you entered any mental hospital in England, 
Scotland or Ireland, say, in 1897, you would have found 95°, of all the medical 
officers working from early morning to late at night at the Bevan Lewis method of 
demonstrating the wonderful detail in nerve-cells. As a Scotsman I should like 


1035.] NOTES AND NEWS. 989 


to say how this scientific work was initiated and perfected by three Englishmen. 
The first of these was Bevan Lewis, the second, Prof. Shaw Bolton, and the third, 
Dr. Goodall; we should have been working in the dark if we had not had that 
wonderful handbook of Dr. Goodall, whom I am pleased to see here to-day, on 
laboratory methods. The first of these three has died; the two others are still 
active members of the Association. All three have been Presidents of our Associa- 
tion. 

With regard to the second twenty years, which might be described as that 
with a philosophical and psychological aspect, you, Mr. President, have dealt 
with it in a lucid manner. I am glad it is not the custom to criticize the 
President’s address, though I do not think it requires criticism. Of philosophy 
and philosophical systems in general, I would quote what Maudsley wrote about 
them. He said they reminded him of Humboldt’s Etrurian parrot, which spoke 
in the language of an extinct tribe to a people that knew it not, and the phrase is 
certainly most applicable to the new psychology. 

I second Sir Hubert Bond’s motion with much pleasure, and I thank you, Mr. 
President, personally, and in the name of the Association, for the stimulating and 
thoughtful address which you have given us to-day. 

The resolution of thanks was carried by acclamation. 


The PRESIDENT: I sincerely thank Sir Hubert Bond and Dr. Marr for their 
very kind words. They have been very judicious in their remarks about my 
address. I have felt that they have said what they could, and they have said it 
very well. I feel that they might have said other things. I have looked forward 
to this ordeal of giving this address as the greatest one in a President’s career ; 


it means great anxiety, and practically the spoiling of a whole day. I am very 
grateful to you. 


Thursday, July 4.—Morning Session. 
At 11, Chandos Street. 
The PRESIDENT in the Chair. 


PapER.—‘ Modern Endocrinology and Mental Disorder,” by Dr. THomas D. 


Power, D.P.M., Deputy Medical Superintendent, Essex County Mental 
Hospital, Brentwood. 


[For paper and discussion see p. 783.] 


PAPER.—" Recent Investigations in the Hematology of the Psychoses,” by 
Dr. H. C. BEccLE, Springfield Mental Hospital. 
[For paper and discussion see p. 840.] 


Friday, July 5.—Morning Session. 
At 11, Chandos Street. 
The PRESIDENT in the Chair. 
PaPER.—‘‘ Some Clinical Aspects of General Paralysis,” by Dr. W. D. Nico and 


Dr. E. Litian Hutton, Horton Mental Hospital, Epsom (read by Dr. Nicol). 
[For paper and discussion see p. 804.] 


Dr. Davip RICE. 


The PRESIDENT said he had received a very sad letter from Dr. David Rice, 
who was extremely ill, and he was sure members would wish to convey to Dr. 
Rice their great sympathy in his illness. In the letter much regret was expressed 
at his inability to come to the annual meeting, and Dr. Rice sent his best wishes 
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That, for instance, he has used the word “ psychiatry ” I am glad. For while 
I have no personal liking for this kind of word, it gives me an opportunity of noting 
with satisfaction that he uses it in the broad and full sense which I believe to be 
correct, and as having little, if any, less scope than psychological medicine instead 
of limiting its meaning, as some are unfortunately beginning to do, to the psychoses 
—a practice which is likely to give rise to confusion and even to schism. 

Again we shall be permitted, I feel sure, a ready endorsement of the remarks 
made concerning the progressive policy pursued, through its Mental Hospitals 
Committee, by that great body, the Middlesex County Council, in providing 
up-to-date accommodation and other requirements for cases of mental disorder 
and mental deficiency. The forwardness of their policy, not even forgetting the 
wonders of Shenley, is not least seen in the link they have helped to forge between 
their mental hospitals, especially Springfield, and Westminster Hospital with its 
medical school; and the lead which, within the last twelve months, they have 
given in taking advantage of the Mental Treatment Act by making a substantial 
grant towards "the cost of providing beds for mental cases in the new Westminster 
Hospital about to be erected. 

As to our Association’s calendar of events, until their marshalling in the way 
in which Dr. Worth has reminded us of them, it may be doubted whether there 
are many of us who realized how numerous and stirring are the events in which, 
during the past sixteen years, the Association has taken effective part. Worthy 
as that part may have been, I am inclined to doubt whether members, including 
not a few superintendents, take as full advantage of such opportunities as they 
might. No doubt their position is sometimes one of delicacy. Nevertheless, upon 
their clear thinking and firm expression of opinion may depend to no small extent 
the wise shaping of future administrative policy. As his remarks teach us, Dr. 
Worth has the courage of his convictions. 

Dr. Worth’s topics are many and important. They have been welded into an 
address the charm of which is not less because, as we may be sure it was meant 
to be, it ıs so provocative. That we do not agree either with all he postulates 
or with all the opinions he expresses, or that we even could prove these to be wrong 
matters not in the least. That some of us, for instance, might question there being 
any increase at all in the amount of adolescent psychosis—might confront, for 
instance, such an allegation by statistics showing that the ratio of admissions 
under 25 years of age to the general population between, say, 15 and 24 years of 
age was, to a decimal point, the same in 1931 as it was in 1921, would be beside the 
point, and would miss the purport of the address. Its value—and great, I am sure, 
it will be found to be ysician who for nearly forty 
years has occupied a position of unrivalled opportunity for observation, who so 
clearly has availed himself of it, and who now, by no means pressing it upon us, 
but at our request, comes forward and gives us the fruit, as he puts it, of his 
maturity. For his doing so we are grateful; and this vote of thanks, which I 
now have the honour formally to move, will find, Jam convinced, a ready seconder 
and a hearty response. (Applause.) 


Dr. HAMILTON MARR, in seconding, said: When I knew on what subject 
the new President would address us to-day I was reminded of the information 
once given me by a bee-keeper. The life-work of a bee is forty drops of 
honey. The review which our new President has given us has been a living 
personal review of forty years, distilled from his life work. Those forty vears 
might be broadly placed in two divisions. The first of these divisions, and to me 
the most attractive, were the twenty years which might be called the vears of the 
scientific attitude towards mind; the past twenty years represent the philosophical 
or psychological attitude. 

In the first twenty years, if any of vou entered any mental hospital in England, 
Scotland or Ireland, say, in 1897, you would have found 95°, of all the medical 
officers working from early morning to late at night at the Bevan Lewis method of 
demonstrating the wonderful detail in nerve-cells. As a Scotsman I should lke 
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to say how this scientific work was initiated and perfected by three Englishmen. 
The tirst of these was Bevan Lewis, the second, Prof. Shaw Bolton, and the third, 
Dr. Goodall; we should have been working in the dark if we had not had that 
wonderful handbook of Dr. Goodall, whom I am pleased to see here to-day, on 
laboratory methods. The first of these three has died; the two others are still 
active members of the Association. All three have been Presidents of our Associa- 
tion. 

With regard to the second twenty vears, which might be described as that 
with a philosophical and psychological aspect, you, Mr. President, have dealt 
with it in a lucid manner. I am glad it is not the custom to criticize the 
President’s address, though I do not think it requires criticism. Of philosophy 
and philosophical systems in general, I would quote what Maudsley wrote about 
them. He said they reminded him of Humboldt’s Etrurian parrot, which spoke 
in the language of an extinct tribe to a people that knew it not, and the phrase is 
certainly most applicable to the new psychology. 

I second Sir Hubert Bond’s motion with much pleasure, and 1 thank vou, Mr. 
President, personally, and in the name of the Association, for the stimulating and 
thoughtful address which you have given us to-day. 

The resolution of thanks was carried by acclamation. 


The PRESIDENT: I sincerely thank Sir Hubert Bond and Dr. Marr for their 
very kind words. They have been very judicious in their remarks about my 
address. I have felt that they have said what they could, and they have said it 
very well. I feel that they might have said other things. I have looked forward 
to this ordeal of giving this address as the greatest one in a President's career; 
it means great anxiety, and practically the spoiling of a whole day. I am very 
grateful to you. 


Thursday, July 4.—Morning Session. 
At 11, Chandos Street. 
The PRESIDENT ın the Chair. 


PArERr.—** Modern Endocrinology and Mental Disorder,” by Dr. THomas D. 


Power, D.P.M., Deputy Medical Superintendent, Essex County Mental 
Hospital, Brentwood. 


[For paper and discussion see p. 783.] 
PAPER.—*' Recent Investigations in the Haematology of the Psychoses,” by 


Dr. H. C. BeccLe, Springfield Mental Hospital. 
[For paper and discussion see p. 840.) 


Friday, July 5.—Morning Session. 
At 11, Chandos Street. 
The PRESIDENT in the Chair. 
PArEr.— Some Clinical Aspects of General Paralysis,” by Dr. W. D. Nico and 


Dr. E. LıLıax Htutrron, Horton Mental Hospital, Epsom (read by Dr. Nicol). 
[I'or paper and discussion see p. 804.) 


Dr. Davib RICE. 


The PRESIDENT said he had received a verv sad letter from Dr. David Rice, 
who was extremely ıll, and he was sure members would wish to convey to Dr. 
Rice their great sympathy in his illness. In the letter much regret was expressed 
at his inability to come to the annual meeting, and Dr. Rice sent his best wishes 
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for ahappy week. He was sure members would agree to a message being sent at 
once. 


VOTE OF THANKS FOR HOSPITALITY. 


Dr. MacCowan said that this task of proposing a vote of thanks was to him a 
very pleasant one. He thanked, in the name of the Association, all those who had 
helped to render the week as pleasant to members as it had been. Those who, 
like himself, knew Dr. Worth well would not be surprised at the high level at which 
he had kept up the hospitality. Members must put Dr. Worth first on the list of 
those they had to thank, because, in his usual thorough way, he had arranged 
everything delightfully. (Applause.) They also wished to convey their thanks 
to the Visiting Committees of the two Middlesex Mental Hospitals for their 
hospitality on the preceding day at Springtield, and for the visit to be paid at the 
end of this meeting to Shenley Mental Hospital. If the Clerk of the Weather 
happened to be listening, it was hoped that he would accept their thanks for 
what he had done to make the meeting a success. In this vote of thanks he 
wished to include the authors of the various papers, which everyone would agree 
had been most instructive. 


Prof. A. J. WESTERMAN-HOLsTIJN (Holland), in seconding, said : When we return 
home we shall have much to say about the very interesting papers we have heard, 
besides telling of what we have seen of your wonderful hospitals. But I know 
that the cordiality with which you have received us, and the kindness which has 
enabled us to make the personal acquaintance of several English and other col- 
leagues, will have a value of a special kind, for we feel that there is a love for science 
and human understanding which binds us, and is above all differences between 
nations or psychological schools. I stand here representing the Dutch psychiatrists 
and psychologists ; but in Holland I am a representative of psycho-analysis. It 
is a centre of interest there, and is of preponderant value in the treatment of 
neuroses. The programme of these meetings has given us biological organic facts, 
and 1 applaud that, because knowledge of organic disease must be based on 
pathology, while the psycho-analyst cannot dive into that aspect, ] would like 
to remind you of one single biological observation. You remember that the 
learning capacity of animals is studied in several ways—for instance, in the 
case of rats, having to find their way into a chamber in which food is placed. 
There is the question of the absence of sex hormones in animals which have been 
castrated, and the consequent decrease of their capacity to learn ; whereas, on the 
other hand, a supply of sex hormones stimulates in a striking way the activity and 
the learnability of the rat. We could show that in man things are much the same, 
only a little more complicated. There, in man, the primitive instincts are ditte- 
rentiated or sublimated into friendships, human understanding, cordiality, etc., 
and every act which stimulates cordiality, friendship, etc., stimulates the Iıbido. 
And we could show that, if there are no conflicts, anything which stimulates the 
libido increases intellectual attainment in man. Furthermore, when vou put rats 
which have received these hormones on to a revolving drum, they will march and 
revolve the drum for hours. And it has been shown that the energy of the march, 
the number of miles they run is directly dependent on the activity of the sex 
hormones arising from the libido. You stimulate the libido by your love for 
science and by vour facility in learning. When we go home we shall be returning 
with a greater love for science, with a greater friendship for our English colleagues, 
and our stimulated libido will urge us towards greater intellectual accomplishments, 
and at the same time our capacity for learning will be increased. When we return 
to the treadmill of daily life, to the revolving drum of our practice, then, lke the 
rats, we will work with greater activity and energy, and we will be grateful to vour 
Association not only for the many new ideas we have received from you, but, above 
all, for the stimulus exerted by everything which you have given us with your 
kind hospitality. Therefore I second this vote most heartily. 
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The PRESIDENT said that members of the Association would feel very much 
obliged, and he personally would have been glad to have heard Prof. Westerman- 
Holstijn a little longer. He hoped that when that gentleman paid another visit 
he would be prepared to read a paper to the Association. Possibly some scientific 
papers were on the dull side, but he was sure such a paper from such a source 
would be listened to with a smiling face. The foreign delegates were very welcome, 
and he hoped they would be seen at these meetings again. 


THE ANNUAL DINNER. 


The Annual Dinner took place at Claridge’s Hotel, Brook Street, W. 1, and was very largely 
attended. The guests included: The Rt. Hon. Lord Macnullan, A.C., LL.D. (Lord of Appeal), 
The Rt. Hon. Lord Wakefield of Hvthe, The Rt. Hon. Lord Blanesburgh, G.B.E. (President, 
Child Guidance Council), Sir Claud Schuster, G.C.B., K.C. (Clerk of the Crown), Sir Arthur 
Robinson, G.C.B. (Permanent Secretary, Minister of Health), Sir W. J. Collins, A.C.V.O., M.D., 
Sir C. F. de Salis, K.B.E. (Chairman, Springfield Hospital Committee), Surgeon Vice-Admiral 
Sir Reginald Bond, K.C.B., F.R.C.P. (Medical Director-General of the Navy), Sir Stanley Wood- 
wark, C.M.G., C.B.E., F.R.C.P., Sir Francis Fremantle, M.P., Sir Laurence Brock (Chairman, 
Board of Control), Sir Squire Sprigge (Editor, The Lancet), Sir Ernest Hart, Prof. M. Laignel- 
Lavastine (representing the Société de Neurologie de Paris), Dr. Jacques de Busscher (represent- 
ing the Société Belge de Neurologie et Psychiatrie and the Société Belge de Médecine Mentale), 
Dr. Jens Chr. Smith (President of the Association of Danish Ahenists), Dr. R. Largeau (represent- 
ing the Société Medico-Psvchologique de Paris), Prof. Ridin (President of the German Association 
of Psychic Hygiene and Eugenics), Dr. Westerman-Holstijn (representing the Association of 
Psychiatrists of the Netherlands) and Mrs. Westerman-Holstijn, Prof. William MeDougall, 
S. P. Vivian, Esq., C.B. (Registrar-General), Lt.-Gen. J. A. Hartigan, C.B., C.M.G., D.S.O. 
(Director of Medical Services, Aldershot), Lt.-Col. B. T. Hodgson, C..M.G., D.L. (Commissioner of 
the Board of Control), Dr. Charles S. Myers, C.B.F.., D.Sc., F.R.S., Major J. H. Hebb, C.B.E., 
M.B., Mr. Alderınan Button (Chairman, Middlesex County Council), Dr. A. Salusbury MacNaltv, 
M.D., F.R.C.P. (Chief Medical Officer, Ministry of Health), S. J. Fraser Macleod, Esq., A.C. 
(Senior Commissioner of the Board of Control), J. Kirkland, Esq., O.B.E., F.R.1.B.A. (Architect, 
Middlesex County Council), Miss Ruth Darwin (Senior Commissioner, Board of Control), F. W. 
Rattenbury, Esq. (President, Institute of Municipal Corporation Treasurers), A. H. Evans, 
Esq., O.B.E., F.R.C.S., Miss E. D. Vickers (Secretary, Mental After-Care Association), Dr. 
Robert Hutchison, LL.D., M.D., F.R.C.P. (President, Roval Society of Medicine), Col. Hayes 
Newington, Dr. S. A. Kinnier Wilson, M.D., F.R.C.P., Surgeon-Captain A. D. Cowburn, R.N.V.R. 
(President, Coroners’ Society of England and Wales), Dr. S. Watson Smith, M.D., F.R.C.P. 
(President, British Medical Association), Dr. G. C. Anderson (Medical Secretary, B.M.A.), Dr. 
N. G. Horner (Editor, British Medical Journal), John Lea, Esq., M.A. (University of London 
Extension Registrar), Prof. E. D. Adrian, M.D., B.Sc., F.R.S., G. Gibson, Esq. (Secretary, 
Mental Hospitals and Institutional Workers’ Association), A. Seabridge, Esq. (President, Incor- 
porated Association of Clerks and Stewards of Mental Hospitals). 


Prof. D. K. HENDERSON, M.D., in proposing the toast of “ Mental Health ”, said : I wish, in 
the first place, to sav what peculiar pleasure it is to me to have been asked to propose this toast, 
and to say how much I feel honoured by having been invited to do so. This topic which I have to 
propose, * Mental Health ”, isa topic which is very comprehensive, very general in its application, 
and extremely important. Psychiatry, the technical name which we use to describe the studv and 
investigation of mental health problems, has often been described as the Cinderella of the medical 
sciences. She is a Cinderella who is gradually getting on more easy terms with her step-sisters 
medicine and surgery. Psychiatry cannot claim brillant epoch-making advances such as have 
marked the progress of her sister sciences, the advances which appeal so much to the popular 
imagination. But psychiatry, too, has been making advances in the way of becoming recon- 
stituted, and has become a vital factor in the life of the community. The maintenance of the 
mental health is one of the greatest, if not the greatest problem of the age, and if we fail to deal 
with this problem adequately, it means an individual, a family and a racial wastage which is 
enormous, a social and economic burden which ts becoming more and more overpowering. It will 
not avail us much to control physical disease, to increase the expectation of life, to improve the 
environmental conditions under which the people will live, unless, at the same time, we can see to 
it that we are going to have a well-constituted, a well-balanced race. If we are unsuccessful in 
this respect, it means that by our improved physical and environmental conditions we shall 
merely increase the potentiality for the development of nervous and mental illness. Under these 
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circumstances it seems fundamental that we should study, very much more than we have done in 
the past, the quality, the character, the stuff, the personality. How can we do this? How can it 
be done ? It can only be done by developing a programme of mental health, a programme which 
must start even before the child is born, which provides for the birth of healthy children, and 
which also is responsible for maintaining both their physical and their mental development. 
Some time ago Mr. Aldous Huxley, in one of his books, translated a Latin tag, Mens sana in 
corpore sano, as “ the soul of an English gentleman in the body of a Greek god ”. We have 
heard much about the body of the Greek god; we have not heard enough-about the soul of the 
English gentleman. It is very important and very essential that we should study and take note 
of nervous and emotional needs, just as much as we take heed of phvsical development. 
In the past, nervous and emotional needs have been taken for granted; it has not been 
realized that those habits and behaviours which are formed in childhood are forerunners of 
later maladjustments. If we look at the problem in this way we shall see it is not a problem 
for our mental hospitals, but one which should be considered long before our hospitals and 
institutions are thought of ; it should be tackled in its incipiency. 

I do not want to dilate on this further ; if I were to enter at all fully into such a problem it 
would take hours, not minutes, and I wish to present these remarks to vou in as tabloid a form 
as I can. We have to recognize that we are dealing with large heterogeneous groups, we are 
dealing with people who are mentally disordered and disturbed, and with the mentally defective, 
with people who are called neurotics and social mistits, With people who, for some 
reason or other, cannot fit into the social problem. And vet thev have one feature 
in common—the feature of showing disordered behaviour. But, more than that, all these 
people we are attempting to deal with are men and women who are in need of medical 
help, and that is the important point to realize. We have got into the habit of accepting 
all such conditions as inevitable, as something to be borne patiently, to put up with, not recog 
nizing that these disordered states are reactions of our disturbed personalities who are trying 
to meet hfe’s difheulties in a somewhat Inadequate way. 

There are a variety of wavs in which this problem can be dealt with. I only want to engage 
vour attention for a few minutes, but the important points we have to keep in mind are these: 
(I) We have to educate the medical profession ; (2) we have to gain the goodwill and the 
co-operation of the public by judicious propaganda, not promising more than we can actually 
accomplish ; (3) we have to develop research. If I may be allowed a minute, 1 should like 
to discuss these three. 

As far as the first is concerned, we all recognize that our Universities and our medical schools 
have had an obligation with regard to mental health which has never been fulfilled. Lam net 
referring to Great Britain alone when Esav this, but to every country in which medicine is taught. 
At the present time, as most of vou know, there is a special committee of the General Medical 
Council which ts considering the problem of medical education, and I think f can sav that every 
medical faculty of the country Is giving earnest consideration to how that curriculum can be 
improved. It is heartening to know that psychological medicine is receiving consideration. 
We are all hoping that a great deal more svstematic instruction will be given, both clinical 
and general, with regard to this subject, and should include such things as applied psvchology 
and psycho-pathology, and the principles governing the care and treatment of these various 
groups which I have mentioned. None of us want to manufacture specialists at once: the 
student probably does not want to become a specialist at once ; the idea is that bv teaching 
this subject in an intelligent way—and it can be taught in an intelligent, stimulating and 
persuasive way—we should gradually educate a group of broad-minded phvsicians—I would 
rather put it in that way—who will recognize that this subject is not merely a specialty, but 
one which comes into touch with every phvsical disease, medical or surgical, The doctor 
who is most successful in general practice is the doctor who understands the psychological 
needs of his patients. In the last few weeks I have been listening to a series of lectures 
on the subject of who should teach medical students to care for nervous patients. The 
lecturer, a very distinguished psycho-therapeutist dismissed the claims of various groups; he 
dismissed the psychiatrist, the neurologist, and the psycho-analvst, but in their place, I am 
sorry to sav, he had no very constructive suggestions to put forward. And as one listened to 
him one began to feel that the psychiatrists should begin to stand up for their rights—(Hear, 
hear)—that we should take up a more definite position than we have done in the past, and that 
we should be thoroughly convinced that the person who has had an adequate psychiatric train- 
ing and has a working knowledge of neurology and psycho-therapeutic principles, is the person 
who should continue to teach psychiatry to our medical men. The ditheulty about this is that 
we have too much criticism from the other fellows, and we have not, in our own ranks, enough 
co-ordination, and therefore, instead of patients coming to consult us, they go to the Pastor, 
or the educationist, or the lay psychologist, or to anybody else who professes to have an 
understanding of these delicate and dithicult matters. 

With regard to the second point 1 mentioned—to educate the public—the dithculty in the past 
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has been due more to professional apathy and to public prejudice than to anvthing else, and the 
public prejudice has been dependent on the professional apathy ; and if we can get such a group 
as F have been mentioning, I hope we shall be able to dispense with much of the public prejudice. 
I hope it will be imbued with some of the spirit of the National Council of Mental Hygiene and 
the Institute of Industrial Psychology, and other organizations of like nature. It is onlv a little 
over twenty-five vears since the National Mental Hygiene movement was inaugurated in the 
United States by that energetic man Clifford Beers, a man who, in this particular branch of 
medicine, has brought more blessing on humanity than anvone since the davs of the illustrious 
Pinel. I hope this movement will go on and that it will prosper. 

The third point which ] mentioned is that of research. We need, in this matter, to have 
far more workers; we need to have more money and we need to come anew to many of 
the problems which are awaiting solution, both in relation to personality, and to all sorts 
of technical topics, the nature of which I need not go into here. It is absolutely essential 
we should attempt to pool the resources of the community in dealing with this big problem of 
the care and treatment and the understanding of those who are suffering from disorders of 
their mental health. It is a huge scheme, and I hope that it may—some of it at any rate — 
with the help of the Ministry of Health, be brought to fruition. It is verv important and very 
gratifving that we have with us this evening Sir Arthur Robinson, the Permanent Secretary of 
the Ministry of Health, and I have great pleasure in coupling his name with this toast. 
(Applause.) 


Sir ARTHUR Ropinson (Permanent Secretary of the Ministry of Health), in responding to 
the toast, said : I feel that I am here to-night perhaps under rather false pretences. The person 
who should have answered this toast is not the Permanent Secretary of the Ministry of Health, 
but the Minister of Health, and I should lke, first of all, to express to the Roval Medico-Psvcho- 
logical Association and to its President the regret of the Minister of Health that he is not able 
to be present personally on this occasion, Unfortunately, changes of Governinent cannot wait 
even upon the banquests of the Koval Medico- Psychological Association. Ministers change, and 
they trv to fitin their engagements with a certain modest pride. [think that the present Minister 
has fulfilled all the engagements of his predecessor except this particular engagement, and I 
express in a double sense, my sympathy with the Association for that unfortunate incident. Tam 
reminded of the immortal work of Mr. James Boswell on Dr. Johnson. A ladv—in those davs 
called a woman—had delivered a public speech, and Dr. Johnson was called on to applaud the 
speech. He replied to this effect: ‘ Sir, if vou see a dog dance, vou do not wonder that the 
dog danced well, vou wonder that the dog danced at all.” Sometimes I think that is applicable 
to the oratorical efforts of a permanent civil servant. (Laughter.) Prof. Henderson, with his 
expert knowledge of mental health, has covered a very wide feld. I am a poor layman, and I 
feel that I ought to have taken off niy shoes before entering into this presence. I confess that 
I cannot follow Prof. Henderson in these great matters; but I would ask Prof. Henderson 
to tahe courage; I would ask him to reflect that it may not be without significance altogether 
that the person who Is very imperfectly endeavouring to respond to the toast of mental 
health is the Permanent Secretary of the Ministry of Health and Local Government, and 
if one wants evidence of progress in mental health, 1 would ask Prof. Henderson to spend a 
little time retlecting upon that fact. What Prof. Henderson is doing, as 1 understood him 
is saving that mental health, although it is mental health, is also health, and that it has just 
the same chum to consideration, to support, to research, to assistance, as has any other branch 
of public health. (Hear, hear.) Looking back on some fifteen vears at the Ministry of Health, 
| suppose that on this side there has been more progress in the removal of mental questions 
from the art of position of banishment, or isolation, of the idea that it is the sort of thing 
that you must not mention or must not talk about, and placing them in the sphere of problems 
which have got to be faced and can be tackled, than in almost anv other sphere of public 
health. I cannot, as a layman, pretend to be able to assign a causation for this. I think 
purely as a layman, that one of the things which has appealed most to me is all this research 
into what Prof. Henderson referred to, what [ mav call the question of the physical causation, 
or the phvsical relations, of mental disorders. Of course it is limited, but the more you can 
consider it from that point of view, the stronger is the bridge which vou establish between mental 
health and the other parts of health. 

Prof. Henderson talked about the essentials of progress. I have, on iny right, Lord Macmillan, 
who, before long, will entertain vou with very much more effective and appealing oratory than 
I can possibly do myself. But when I see Lord Macmillan I do remember that of all the things 
with which at the Ministry of Health I have been associated. I think one of those which I shall 
retnember most is the Mental Treatment Act of 1930, partly because of the conditions under 
which that Act was passed. It required, for example, I think, all-night sittings, and all-night 
sittings are the kind of thing that, when a civil servant gets Into a position of greater freedom 
and less responsibility, he will love to include in highly injudicious memoirs. (Laughter.) 
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Now let us look at some of the things in the Mental Treatment Act. You say, in ordinary 
medicine, that vou must get your cases soon, and the Mental Treatment Act embodies that 
principle, and, for the first time, authorizes local authorities to start out-patient clinics forincipient 
mental cases, and since then 140 such clinics have been established. You say it should net 
be necessary for a person to be certified before he could go into a public mental hospital ; and, 
of all the things, that, to me as a layman, appealed most in that Act. And I think that made 
the strongest impression, because what it did was to say that the poor man should have the 
same privileges as the rich man, (Applause.) Under that particular clause there has been 
enormous progress. I want you to realize that in the last vear, 1934, 20% of all the direct 
adinissions to public mental hospitals were adınissions without certification; that, to me, is 
progress indeed. There are many other things that could be quoted as signs that mental health 
is coming into its own. We have travelled very far from the bad old davs, but we have not 
travelled the whole distance. Prof. Henderson says that what is required is more education 
of the public; I wholly agree with that view. After all, the essential basis of democracy is 
that if you make the people understand what is the right thing to do, you can rely on the peuple 
to do the right thing. In the sphere of mental health I quite agree that more education, more 
enlightenment as to the possibilities of progress, is badly needed. Then there is required, I 
think, a development of what Prof. Henderson referred to—closer relations between those who 
are learning to practise mental medicine and those who practise other forms of medicine. As a 
lavinan, | will not specify in what particular directions that closer relationship should take place 
or take effect, but I am sure that the closer relation must be there, and that if the will to secure 
it is present, the results will readily and rapidly follow. Because I am sure that so far as those 
who are responsible are concerned, bodies like this Association, so far as these bodies responsible 
for mental medicine make their approach to the great bodies who are responsible for general 
medicine—the phvsicians and surgeons, the Public Health Service, the British Medical Asso- 
ciation—this approach will be readily received, and etfect will be given to it in the spirit of 
statesmanship which I, at all events, after fifteen years at the Ministry of Health, have learned 
to associate with the medical profession. 

There is, perhaps, just one thing more that I ought to say. The Ministry of Health is a 
Ministry of Health, and it is also a Ministry of Local Government, and, for good or evil, mental 
medicine is inseparably associated in this country with local government. You can hold vour 
own views as to local government, you can criticize it—I, with fifteen years’ experience of it, 
could probably criticize it with extreme skill—but I think you have to remember that local 
governinent is with you, and that if local government does not remain with you, you mav have 
with you something a great deal worse, and that is—low be it spoken—government by bureau- 
crats. Therefore I myself remain a strong believer in local government, and I should like 
the Royal Medico- Psychological Association to consider carefully that there is a mental side to 
their problems, and that there is also a local government side to their problems, in the handling 
and the administration of the work of mental medicine in the areas. Sometimes I see rather 
too strong a tendency to assume that mental medicine is a thing entirely apart and bv itself, 
that it requires to have an isolated or special committee or organ in the area of the local authority, 
and that if that is not recognized it is not fair to mental medicine. As a person who has had a 
good deal of experience of local government, I should like the Royal Medico-Psychological 
Association to consider that particular proposition very carefully before they commit themselves 
to it. To my mind it is entirely inconsistent with the other theory that mental medicine must 
be closely allied with the other branches of medicine ; for what Is the consistency in saying that 
mental and other medicine are allied in theory, but in practice must be dissevered ? I should 
like the Medico-Psychological Association to think that problem over very carefully, because 
I am perfectly satistied that in proportion as, in the local areas, mental health keeps close touch 
with public health in the Public Health Committee of the local authority as a whole, and does 
not go on its own lonely way—I speak purely as a practical man—TI think that, from that point 
of view, the interests of mental medicine will not, in the areas, suffer. 

I fear that I have made a long and rather dull sort of oration, and that what I said at the 
start has been fully justified by the course of my remarks. I am always reminded of the experience 
of the wretched civil servant—mvyself—who spends weary hours in the House of Commons waiting 
for the business of the Ministry of Health to come on, and who goes to that unrivalled professor 
of psychology, the policeman outside, behind the Speaker’s chair, and who says to him, * When 
is the Ministry of Health business coming on ? ’” and on this particular occasion the policeman 
replied, t They are still talking about foot-and-mouth disease ; cften I wish some of them had 
it”. (Laughter.) I donot wish, Mr. President and Prof. Henderson, that a kindly wish of that 
sort should be expressed at my expense. Therefore I will remind you again that [am here as 
responsible for the Ministry of Health, which has got a considerable number of interests, so 
many interests at a time, that one is apt to forget some of them; and I will only remark 
further that mental health in this country now occupies a stronger and better position than | 
have known, at all events in my time at the Ministry of Health. It requires combination—l 
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will not use the word ‘‘ co-ordination "’—it requires sympathy, it requires research and know- 
ledge, and so far as those at the Ministry of Health are concerned, such assistance as We can 
give will readily and always be forthcoming. (Applause.) 


Sir Wırııam Jos Corliss, M.D., F.R.C.S., in proposing the toast of * The Middlesex County 
Council ”, said: I have been asked to submit to vou the toast of the Middlesex County Council, 
and, as an old municipal hack myself, I am delighted to have that honour imposed upon me. 
It mav have been given to me because I am an Honorary Member of vour Association—-a position 
I highly prize. My association has been not so much with Middlesex as with its little neighbour 
London, withits Lieutenaney and its County Council, of which, since the death of Lord Rosebery, I 
am the oldest living ex-Chairman. My acquaintance with Middlesex isa neighbourly and nodding 
acquaintance, and it has earned my deepest respect. I had the privilege of opening the North 
Middlesex Hospital fifteen vears ago, and sometimes T have distributed prizes at some of vour 
council schools. But mv memory goes back to the year 1888, when the Local Government 
Act of that vear set up the London County Council for dealing with London administration, 
when Lord Rosebery facetiously called it an incident in rural administration. The London 
County Council was carved out of the side of Middlesex, much in the same way that Eve was 
taken out of the side of Adam. I do not know whether Middlesex suffered greatly from the 
operation, but I think that both the Londen County Council and Middlesex County Council 
have put on a good deal of “ side ” since that time. I think the Middlesex County Council 
has the advantage, because the population of London has been falling since the first vear 
of this century, whereas that of Middlesex, which was little over half a million, is now 1} millions, 
and I understand that its rateable value has increased proportionately. But its county rate is 
one of the lowest in the Kingdom. The death-rate, 9'7 per thousand, is one of the lowest in 
England and Wales. It has been said that Middlesex has become the dormitory for London, 
and that “ green belt round London ” which some of us dream about seems to be receding into 
the distance. It has not vet come into existence, but it may possibly surround the police area 
of London. . 

Middlesex possesses three very fine mental hospitals, with four thousand beds. When I 
first joined the London County Council in 1892, and afterwards on an Asvlums Committee, 
I was impressed with two things. The first of these was the need for more pathological research, 
and the second was the need of pensions for asylum officers. With regard to the first of these, 
I started the laboratory at Claybury Mental Hospital, and got mv friend, the late Sir Frederick 
Mott, to be the pathologist there; and 1 wrote the Preface of the first Archives of Neurology, 
which is still carried on up to the present time. 

With regard to the second matter that I have mentioned, I felt the great need there was of 
pensions for asvlum officers, and I had the audacity to introduce into the House of Commons 
a Bill to give effect to the need ; and in that I was largely assisted by the late Dr. Shuttleworth, 
whose name should always be held in reverence by this Association. I had some trouble in 
getting for that Billa Second Reading, because ıny friend Lord Banbury habitually blocked it. 
And at last I said I would not oppose his Dogs Bill if he would allow my Bill to go on. I think 
the Dogs Bill never got bevond the Second Reading, and I was able to accept some amendments 
suggested by Banbury, in the hope, which turned out successfully, that many of them would 
be modified when the Bill got to the House of Lords, when the late Lord Monk Bretton kindly 
took charge of the Bill. That Act of 1909 1s greatly to the benefit of those officers, for thev have 
to perform duties which are sometimes repellent, and are always arduous, and I am glad that 
their later vears are now provided for. 

When I sent a questionnaire round to the superintendents of London asvlums, I was told 
by one of their number, a distinguished man, that there had been so much pathological research 
into Insanity that he did not think anv more was necessary. The same gentleman, in his 
lectures, defined insanity as a disease of the brain which necessitated putting the patient under 
restraint. So things were rather crude in those earlier days. 

I have the honour to couple with this toast the name of Mr. Alderman Button. For some 
time he served in the House of Commons for the Wrekin Division of Shropshire, and he thought 
it better not to associate with those who suffered from foot-and-mouth disease, but considered 
it better to associate with mental health. 

I will not detain vou longer, Ladies and Gentlemen, but will, with all enthusiasm, give vou 
the toast, ‘* The Middlesex County Council”, coupled with the name of County Alderman Howard 
Button, (Applause.) 


Alderman Burton, Chairman of the Middlesex County Council, in responding to the toast, 
said: Lam very proud tu reply to the toast which has been submitted to vou by no less a person 
than Sir William Collins. And am very proud that that toast is the Middlesex County Council, 
of which body I have a very high opinion. This feeling of pride is fortunate for me, because 
I am deeply conscious of another feeling which is running through me at the present time. 
To-night as an ordinary man, a business man, a local government administrator, I am standing 
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before an assembly of mental experts and scientists, and feel conscious that after having 
spoken to you for exactly two minutes, you all know me through and through ; vou know mv 
secret faults, inv unworthy ambitions, my inmost thoughts, and even my criminal tendencies. 
Having made a clean breast of this dreadful business, mav I sav a few words in reply to the 
toast of the Middlesex County Council which has been submitted to you ? 

I am one of the people who regard the County Council as comprising not merely so manv 
members, but possessing a close alliance and sense of co-operation between those members of 
the Advisory and Administrative Statf of that council, in Which respect Middlesex is outstandingly 
fortunate. We have with us to-night, in the person of Sir Ernest Hart, who retired from our 
service three days ago, a man who for many vears has held the highest position in his professional 
association as President of the Society of Clerks of the Peace; we have with us a gentleman, in 
the person of Mr. Rattenbury, of the County Council, who is at present President of the Institute 
of Municipal Corporation Treasurers and Accountants; we have Mr. Harvey, who is President 
of the Society of County Valuers, and in yourself, Sir, who has been elected to the Presidential 
Chair, we have vet another meniber of our staff who, by virtue of that exalted position, has 
brought added lustre and distinction to the County of Middlesex. (Applause.) On behalf of 
the County Council, which I represent, I extend most hearty congratulations to you, Sir, and 
I hope your year of service may be a very happy and successful one, and very beneticial for the 
county. 

From Sir William’s speech it will have been gathered that Middlesex is pretty well equipped 
in every Way, and that the county has always been willing to take up any scheme for the benent 
of the ratepayers. That has been very successful, judging by the number of people who have 
come to live in our county. With the exception of Rutland, we are the smallest county on the 
map, of an area of some 230 square miles. Yet, compressed into that area, we have a population 
equal to half that of the whole Kingdom of Denmark. That is the important area over which 
this County Council has the privilege of ruling. A phenomenal increase in our population in 
the last few vears has brought many problems m every direction, perhaps in every service of 
the County Council, but there is no service which has received more consideration, and 1 hope 
been more improved, than that of the medical and the hospital service. 

During the last year two very important outstanding events have taken place. A vear age 
we opened Shenley Hospital. The importance of that event was signalized by the fact that 
that hospital was opened by His Majesty the King, accompanied by the Queen. The hospital 
will ultimately provide some two thousand beds, and adjoining it there is to be a colony for 
mental defectives, consisting of a further two thousand beds. That will give vou some idea 
of the way Middlesex has tackled the problem of providing for those who are afflicted mentally. 

Another very important incident has taken place in the very close liaison between West- 
minster Hospital and that hospital over which vou, Sir, have the honour to preside. [t is true 
that Middlesex paid a certain sum—I think it was £10,000—bv wav of providing ground for 
rebuilding Westminster Hospital; but you will remember, Mr. President, that Middlesex get 
for that an adequate return in that six beds are reserved to us in it in perpetuity. There ts 
something even more important than that. We have come to an arrangement wherebv in 
exchange for certain services provided by Middlesex, Westminster have given us the call at 
all times for the free services of their expert staff. In that connection there is another incident 
which I hope may interest vou, and that is, that our own Public Assistance Comittee and 
Mental Hospitals Committee have been in close conference throughout the year—and this is 
on the lines of Sir Arthur Robinson’s speech—and there will be established, and they will be 
open within the next three weeks, at our county hospitals, out-patient departments whereby 
the people who are attending and the people in the wards of the general hospital too, who have 
any tendency towards mental maladies or breakdown, will be watched over and their cases 
will be noted by specialists. That is one way of bringing the services of those who help the 
physically sick and the inentally sick into closer co-ordination. 

We were very proud to learn that your Association propose to visit two of our mental hospitais 
— to-morrow Springfield, and the next day Shenley. Those two will be entirely open for vour 
inspection ; you will be able to go where you like and when vou like, and 1 only hope that what 
vou will sce will meet with vour approval, and that vou will conclude that if the whole of the 
services of Middlesex County are administered as they are in connection with the mentally 
atllicted, I feel that we shall be perfectly satished. I hope you will get some benetit from the 
visits. You may have suggestions to make to us; it may be vou will take ideas from them. 
łam sure that conference and inter-communication of this kind can lead to nothing but good 
results. 

l thank you very much indeed for the way vou have proposed this toast, and vou, Ladies 
and Gentlemen, for the way in which you have received it. (Applause.) 


Dr. W. G. MASEFIELD, in submitting the toast of “ The Visitors ”, said: That high legal 
authority and humorist, A. P. Herbert, has told us that the habit of after-dinner speakiug ıs a 
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pernicious one, and a totallv unnatural one. He has pointed out to us that human beings, 
alone of all the animals, are wont to give tongue after a satisfving meal, instead of indulging 
in a natural somnolence. I regret it is my duty to postpone your repose for a few more 
minutes. 

We members of the Royal Medico-Psvchological Association, in our capacity as medical 
superintendents, resident licensees and medical otħcers, give our guests a most hearty welcome. 
They have come here, on a temporary basis, to our care—(Laughter)—on the recommendation 
of no less a person than our President, a person specially approved for this purpose bv our 
Association ; and if any second medical recommendation is required, I have the honour to endorse 
our President's recommendation. But I regret E must hastily add that I am not the regular 
medical attendant of our guests. However, possiblv by now they have got used to their sur- 
roundings and their treatment, and thev may be expected to have attained the blessed state 
of volition, and therefore we may ask them to remain with us for the rest of the evening, on a 
purely voluntary footing. 

I am confident that in the annals of our Association we have never had a more distinguished 
company of guests at our annual dinner. It would be, of course, mere impertinence on my part 
to endeavour to sing their praises, but 1] feel that it is necessary that we should express, as an 
Association, the honour that they have conferred upon us by coming here : also, mav I sav, I 
feel they have paid a tribute to the worth of our President. (Laughter and applause.) But vou 
would all wish me, in the first place, to express on vour behalf our great pleasure in having 
with us to-night such a number of distinguished guests from overseas, distinguished psychiatrists, 
neurologists, psychologists, from sister associations and societies in a number of countries. 
We have here representatives from Belgium, Denmark, France, Germany, Holland. and the 
United States of America. Medicine knows no boundaries ; it recognizes no frontiers at all. 
We have a common aim. We would wish to our friends from overseas, a most pleasant and 
profitable stay with us. We trust that the impressions they form of our hospitals and our work 
— and perhaps, I may add, of ourselves—will be favourable ; and we would ask them to take: 
back to their own societies and countries the most sincere greetings from the inembers of our 
Association. (Applause.) 

The first distinguished guest is Sir Arthur Robinson. You have already had the pleasure 
of hearing him, and he has expressed regret that the Minister of Health is not here himself. 
We know that the Minister of Health has lately set all the telegraph and telephone wires buzzing 
and humming, both by dav and by night; we anticipate now, in the Ministry of Health, that 
there will be a mass reaction to continuous stimuli from that Minister of Health. We have also. 
among our distinguished guests Sir George Schuster, Permanent Secretary to the Lord Chancellor, 
whose Visitors we know so well, and to whom so much correspondence Is forwarded of a 
more or less useful type during the year. 

Then I come to our especial chiefs and advisers, the Board of Control: Mr. Brock—-I 
think that is the correct title, so soon to be changed to Sir Laurence Brock—we congratulate 
specially upon his honour. Some months ago I was surprised to see, in a much-read evening 
newspaper, the startling headline, “ Old Mr. Brock wakes up". Mr. President, Ladies and Gentle- 
men, I have never looked upon the Chairman of the Board of Control as either senile or somnolent, 
very much the reverse in fact, so it was distinctly a shock. But I read down, and I found that 
the article had nothing to do with the Board of Control ; it was of a most interesting nature, 
an article concerning hibernation. We have known for a long time that Brock fireworks go 
with a bang, and therefore none of us were surprised when we heard the great Report— 
(l.aughter)—it is still reverberating throughout the country. 

We have here other members of the Board of Control as our guests, old and tried friends 
-—sorely tried at times, I am afraid, by all of us. IT hasten to omit Miss Darwin from the ‘ old" 
friends, but, nevertheless, she is a friend to us all. The House of Commons is represented by 
our friend Sir Francis Freemantle. (Hear, hear.) Upon Sir Francis, for years past, we have 
looked in the House of Commons as the champion of the medical profession, and we have never 
Jooked to him in vain, 

With regard to the ofticials of the Middlesex County Council, the last speaker needed no 
pressure to extol, and rightiv so, his own high officials in the county, but, on behalf of the 
Association, ] express our great thanks for the hospitality thev have extended. Already we 
have received the hospitality of the Guildhall, and we are looking forward, to-morrow and the 
next dav, to the great pleasure of experiencing the hospitality of the same body at the great 
mental hospitals of the county. The Chairman of the Council has told us that Middlesex County 
is very small geographically, and that accounts for what is otherwise extraordinary—that thev 
never find a spot in their own county upon which to buid a mental hospital. We welcome 
the gratifying fact that there is such a close association between the work of the Springfield 
Mental Hospital and Westminster Hospital, and we are delighted to have with us eminent 
representatives of the medical school and the medical statf of that hospital. 

l am now going to dare to disagree with Prof. Henderson in regard to his family medical 
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tree. I know that psychiatry and psychological medicine have been termed in the past, some- 
what disparagingly, a Cinderella. It is a picturesque. name, and there is no reason why we 
should not accept it, but I do not accept from him that the step-sisters, the uglv sisters, are 
surgery and medicine. I think those ugly sisters are other forms of so-called medicine, which 
wild horses would not compel me to mention by name. Why not accept the name “Cinderella ” 
for the specialty ? She was a shy, unassuming lady, quietly getting on with her routine work, 
and doing her best all the time to adjust domestic stress and strain, and modestly awaiting the 
fulfilment of her destiny ; and I feel that her destiny is now at hand, that psychiatry and psycho- 
logical medicine taking them as one, may now, by the presence of so many distinguished guests 
to-night who represent general medicine, consider this dinner is the nuptial feast between the 
gallant, virile general medicine, and shy, timid psychiatry, and we shall all look forward to the 
twelve months following this union in the hope that it may be fruitful, and we shall look forward 
to the offspring with hope and expectation. 

We have with us the President of the British Medical Association and the Medical Secretary 
of that Association ; the President of the Roval Society of Medicine, and the President of the 
Society of Medical Officers of Health—all thoroughly representative of general medicine. Then 
we have with us the President of the Coroners’ Society of England and Wales. We view that 
body with awe and reverence, but, at the same time, we recognize that from the members of 
that Society we receive much courtesy and sympathetic consideration. We have also with us 
the Registrar-General, but, Ladies and Gentlemen, I dare not say anvthing about him, 
because I might be using indefinite and undesirable terms. (Laughter.) Finally, I come to 
that great figure, Lord Macmillan, who is such a friend of all of us, and who is to respond to 
this toast. The fact that Lord Macmillan is an Honorary Member of our Association shows what 
we think of him. Lord Macmillan did our specialty the greatest service when he conducted 
the Royal Commission on Lunacy and Mental Disorder. We, if we had been given the choice, 
would not have selected anybody else for that post. During the hearing of the evidence he 
heard medical superintendents referred to as merely glorified hotel-keepers, and as having 
so many wickednesses that I think he must feel he is now sitting at meat with publicans 
and sinners. I think, despite the fact that Lord Macmillan, for some extraordinary reason, did 
not control the Commission on the Betting and Gambling Laws, that he has earned the title 
of “ Royal Commission Agent ”. (Laughter.) His business motif should be—* No commission 
too big; all disputes amicably settled, and absolute fairness when appealed to”. (Laughter. 
I mean all this; I am completely serious. Lord Macmillan has been a great friend to this Asso- 
ciation ; he did us a great service when he delivered the Maudsley Lecture to us, and showed 
us the anatomy of our own minds ; he made for us a dissection of the professional mind. That 
was a service which we, perhaps, needed badly. I have the greatest pleasure in proposing this 
toast of “ Our Visitors ”, coupled with the name of the Right Hon. Lord Macmillan. 


The Right Hon. Lorp MACMILLAN, P.C., LL.D., in responding to the toast, said: At this 
hour, in this temperature, and after the generous hospitalitv which you have, as such eminent 
caterers, provided for us, I rejoice that I have only to reply for the visitors, not to answer fer 
them. (Laughter.) Indeed, even to reply for them is a heavy responsibility, because, looking 
round on the serried ranks of vour guests, I think I have never seen so much * ribbon develop- 
ment ”—(Laughter)—and of the most eminent and meritorious order. 

Amongst the visitors whom I have to reply for, I am glad there are also some ladies. I shall 
not follow the ungallant example of the gentleman who quoted Dr. Johnson ; rather mav I 
refer to a little story of that prince of after-dinner speakers, Mr. Choate. On one occasion he 
had to propose the toast of “ The Pilgrim Fathers ”—naturally a congenial toast. He said: 
“We have been admonished to-night to bear in our hearts the Pilgrim Fathers. No doubt that ıs 
very right and proper, for they endured much and came through great hardships ; but I venture 
to suggest, gentlemen, that to-night we should also have in our hearts the Pilgrim Mothers, for, 
gentlemen, not only did they endure all that the Pilgriin Fathers endured, but they also endured 
the Pilgrim Fathers.” (Laughter and applause.) That is a sentiment which, in a mixed 
gathering, is assured of rapturous applause, at least from 50% of the audience. 

Mav I thank you, Dr. Masefield, for your kindly reference to myself 2? It was a great privilege 
to be associated with vour profession for a time, and I think I learned much from that 
association, and I also escaped certification. (Laughter.) It was a liberal education, in manv 
ways, and it has brought with it the inevitable reward of public service, that is to sav, more 
Commissions, and, as a result of my special experience, I was thought to be an appropriate 
person to be made Chairman of the Committee on Income Tax. Could there have been a more 
appropriate selection ? If my labours in that capacity do not make me an inmate, voluntary 
or involuntary, of one of your delightful retreats, it will not be the fault of the Income-Tax 
Departinent of this country. 

Some reference has been made to the association of the universities with vour special subject. 
I came across a delightful association, which may be unknown to you. The President of the 
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Statistical Societv—one of the test words, I understand, in vour profession—was delivering a 
very instructive address to that learned body, in the course of which he said, * Have vou ever 
heard of the University of Dumfries ?’’ No one had ever heard of it. Then he said he 
had found it referred to in some early literature at the beginning of last century, but no 
further trace of this seat of learning was to be discovered. He had inquired and received the 
following information: A Mrs. Crichton proposed to found a University at Dumfries in or about 
the year 1831. But the lady changed her mind, or had it changed for her by the Lord 
Chancellor of that time, Lord Brougham. It was he who raised ditticulties in connection with 
the granting of the Charter. The lady, however, laid the foundation of the Crichton Royal 
Institution in Dumfries instead, now a very large mental hospital. To the university professor 
this is a solemn thought. One recollects that when charitable bequests are diverted, the new 
object must have some affinity with the original scheme. True, this was a living benefactor, so 
the rule cv pris might not strictly apply. However, sometimes at university committees, or 
when reading examination answers, I have wondered whether but the reflection is too painful 
to pursue! So there is a historical association between that famous institution and a university. 

One thing only I have noticed by wav of omission from your programme ; why have you 
not decided to have a special committee devoted to the pathology of post-prandial oratory ? 
I suggest that the next Maudsley Lecturer—I mean of course when another “ popular ” lecture 
is due—be exhorted to choose that topic, as it would be a most fruitful one. Think of all the 
svinptoms: the inhibition of secretion in digestion, the nervous irritation which is induced by 
the anticipation, which makes the speaker such an undesirable companion to the lady who is 
sitting by his side, and who says, “ I will leave vou now; you will be wanting to get your speech 
ready ”. It would, perhaps, make a good topic for a voung man who wanted to get an easy 
Ph.D. degree. l ; 

It has been to all your guests to-night a very great privilege to be here. We recognize it 
is magnificent work that you are doing. Mind, body and estate: we are reminded by the 
collect that these are the three interesting things in life. You are devoting your energies to 
one of these; we lawvers are devoting ourselves to estates, with the desire that we may get 
for ourselves as much of them as possible. But we do honour and respect the great work which 
is done in both treatment and research bv vour Association. And vour visitors’ best return 
for the hospitality vou have given to-night is to wish you further success in your great task. 
Many references have been made to the House of Commons to-night ; there is only one which 
occurs to me as apposite. There was a gentleman in that House—there are some, I believe— 
who had not taken a course in brevity at any rate; and a Member, who had been out for about 
an hour, came back and found this gentleman still speaking, and he said, ‘‘ Hasn’t he finished 
vet?” “Oh, yes,” said the Member asked, “ he finished about half an hour ago, but he is 
still speaking ”. That is a distressing pathological phenomenon much exhibited, I regret to 
say, by after-dinner speakers. I do not propose to exhibit it myself to-night, but I shall show 
inv knowledge of medical psychology if I gauge the feeling of this audience as being unanimously 
in favour of mv sitting down. Therefore I thank you most cordially on behalf of the visitors 
and myself for vour hospitality, and wish vou good fortune. (Cheers.) 


Dr. Rogert Hetcuison, F.R.C.P. (President of the Royal Society of Medicine), in proposing 
the toast of “ The Royal Medico-Psychological Association ", said that when the nght was late 
and some of them at least were far from home, thev would, he was sure, welcome a toast which 
required little in the way of speeeh to recommend it, namely, the toast of the Royal Medico- 
Psvchological Association. It required little to commend it because it was the toast of them- 
selves, and it did not require much eloquence to drink one's health. Secondly, it required 
little recommendation, because nobody less needed its health to be drunk than the Association, 
It was an old Society, one of the oldest of its kind, as it was approaching its hundredth birthday, 
but it exhibited no signs of dementia or decav. The work which the Association was doing was 
not for him to praise ; he would only say the proof of its disinterestedness was furnished by the 
fact that, next to that of His Majesty, the first toast was the toast of “ Mental Health”. Were 
they seeking their own interests they would have had as their toast t Madness ", and would 
have drunk damnation to the Ministry of Health and all its works. 

That evening he had heard their branch of the profession described as the ‘ Cinderella ”, 
and the branch of medicine which he represented described on the one hand as the wicked 
step-sister, and on the other hand by what was supposed to represent the prince. It was natural 
for him, as representing general medicine, to consider medicine as the prince, and he welcomed 
the rapprochement between Cinderella and, for the moment, himself. He thought the rapproche- 
ment between psvchological medicine and general medicine had still not gone as far as one would 
wish. It was an ardent flirtation, and he would like to see it go to the length of an engagement, 
with a view to matrimony. 

He congratulated Mr. Alderman Button on establishing psychiatric departments in the 
general hospitals; he would like to sec in all our hospitals a psychiatric department; and 
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general medicine, on its part, he would like to see represented more in the mental hospitals ; 
he would like to see attached to every mental hospital a visiting physician. He hoped the Asso- 
ciation would do more to bring together a closer union between psychological and general 
medicine, which was so much to be desired. It was in that hope that he asked them to drink, 
with him, to the health and prosperity of the Royal Medico-Psychological Association, coupled 
with the name of the President. (Applause.) 


The PRESIDENT, in replying to the toast, said: I sincerely thank Dr. Robert Hutchison for 
the very kind remarks he has made about our Association. Dr. Hutchison has given us to-night 
some advice which I think should bear fruit. But I would tell him this: that to-day, in the 
modern mental hospital, we have physicians of very high standing, men who are very hizhlv 
qualihed, and who fortunately have taken up this branch of medicine, and we shall benefit: by 
their advice. There was a time, in my early days, when it was the indifferent student who 
went into this kind of work. But all that kind of thing has now been changed, and it has become 
a distinct branch of medicine, where the best qualined and the keenest physicians are beginning 
to take their part. This is all to the good. 

On behalf of our Association, Dr. Hutchison, I thank vou for vour kind words, and I hope 
that on some future occasion you will honour us again ; there are still some physicians amongst 
us. (Applause.) 


During the meeting, visits were paid to Springfield Mental Hospital and to 
Shenley Mental Hospital. At each of these members were given opportunities of 
inspecting the buildings and were entertained to garden parties by the kind 
invitation of the respective Visiting Committees and Medical Superintendents. 


IRISH DIVISION. 


THE SUMMER QUARTERLY MEETING of the Irish Division was held at the 
District Mental Hospital, Sligo, by the kind invitation of Dr. John Dunne, Medical 
Superintendent, on Saturday, July 20, 1935. 

In the forenoon the members and guests were conducted over the Hospital and 
grounds by Dr. Dunne and his staff, and they noted with great interest the plans 
already in hand for extensive additions to the Hospital. 

Later the members were kindly entertained to luncheon, and guests at the 
luncheon included Judge Moonan, Mr. W. A. Dixon, F.R'LA.L, Mr. T. J. McGoldrick, 
Mr. McDonnell, Mr. R. F. Browne, Capt. W. Campbell, Mr. J. A. McCarthy, and 
Drs. McCarthy, McLoughhn, Martyn, Swan, Walsh, Moran and Harbinson. At the 
conclusion of the luncheon Mr. T. J. McGoldrick, Chairman of Committee of Manage- 
ment, extended a hearty welcome to members and guests to Sligo Mental Hospital. 
Dr. Mills and Dr. Deane replied. 

The following members were present : Dr. John Mills, in the Chair, Drs. Stanlev 
Blake, F. J. Deane, Kathleen Dillon, Catherine Daly, John Dunne, L. Gavin, 
B.F. Honan, P. J. Irwin, J. Kearney, R. R. Lee eper, P. Moran, J. C. Martin, Eveleen 
O'Brien, Alfred Sheridän, R. Tav lor, R. Thompson, Hon. Sec. 

Apologies for unavoidable absence were received from Sir Jocelyn Gore Booth, 
Capt. Percival, and Mr. S. C. Berridge, and Drs. J. O'C. Donelan, D. L. Kelly, 
John FitzGerald, P. Grace, E. N. M. O'Sullivan, Alexis Fitzgerald, and many 
other members. 

The Minutes of the previous meeting were read, approved and signed by the 
Chairman. 

The Secretary then submitted correspondence from Miss E. M. Delany, regarding 
the formation of an Irish Mental Hospital Matrons’ Association. Following upon 
a discussion it was unanimously decided to express approbation of the movement. 

Dr. STANLEY BLAKE, in the absence of the Hon. Sec., Dr. John Fitzgerald, then 
read the report of the sub-committee appointed at the Spring Meeting to consider 
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“Problems Relating to Mental Deficiency and the ‘Sane Epileptic The report 
was considered eminently satisfactory, and the Chairman and several members 
expressed their deep obligation to Dr. Fitzgerald for his endeavours. 

Dr. Martin, Hon. Secretary of the Sub-Committee appointed to consider the 
“Revision of Lunacy Laws in the Irish Free State’, then read his report, which 
included a sympathetic letter from the Chief Justice of Saorstät Eireann. The 
report was unanimously approved of, and Dr. Martin was cordially thanked by 
the members present for his efforts to bring about this much-needed reform. 

Dr. P. Moran then moved the following motion, tabled by Dr. O'Sullivan, who 
was unavoidably absent : 

“ That the question of the appointment of a temporary Medical Officer 
during the absence on holiday leave of the R.M.S. or an Assistant Medical 
Ofticer should be one of standard practice in all the Public Mental Hospitals, 
and that we request the Minister for Local Government and Public Health 
to include the arrangement in the statutory regulations of each of the 
Hospitals concerned.” 

Following upon a discussion, the motion, as tabled, was approved of, and the 
Secretary was directed to bring it to the notice of the proper authorities. 4 

The Secretary then brought to the notice of the meeting the suggested procedure 
in England regarding ‘ Sterilization of the Unfit”. It was decided to await 
events in England before further considering the matter. 

The Autumn Meeting was fixed for Saturday, November 2, 1935, at the Royal 
College of Physicians, Kildare Street, Dublin. 

At the conclusion of the business of the meeting the Chairman drew the attention 
of the members to the recent death of Dr. T. I. Considine, who was an Honorary 
Member of the Association. ‘Tributes of appreciation of the worth and work of 
Dr. Considine were paid by the Chairman and Dr. P. J. Irwin, and the Secretary 
was directed to convey to the relatives the deep sympathy of the meeting. 


PAPERS. 


Dr. LEEPER, R.M.S., St. Patrick’s Hospital, Dublin, gave the meeting a very 
interesting account of his recent visit to the Paris mental one He described 
many interesting features of the treatment of both mental and physical diseases 
by diathermy, other forms of electrical treatment, and pyrogenetic agencies. 

Dr. Leeper’s paper was fully discussed by the members and medical guests, 
many of whom expressed their appreciation of his very interesting account of the 
present trend of psychiatric practice in Parts. 


Mr. W. A. Dixon, F.R.T.A.T., and Dr. Joux DUNNE then gave the meeting a 
very interesting account of the proposed methods to remedy the overcrowding in 
Sligo-Leitrim Mental Hospital. 

Mr. Dixon described very fully the architectural features of the proposed 
additions to the Hospital, the sites of which the members had already seen in their 
tour of the hospital. 

The various features of these additions were fully discussed, and both the authors 
were thanked for the trouble they had obviously taken to give the meeting the 
benefit of their experiences. 


Owing to the lateness of the hour, Dr. Dunne proposed to read his paper on 
‘Some Mental Statistics of Sligo and Leitrim ” at a future meeting of the Division. 
Dr. LEEPER then proposed a cordial vote of thanks to Dr. Dunne for his very 
kind hospitality. This was seconded by Dr. MARTIN and carried unanimously. 
Subsequently the members and guests were kindly entertained to tea. 
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OPENING OF THE NEW EXTENSION AT THE ROYAL EASTERN 
COUNTIES INSTITUTION. 


This function took place on July 18, 1935, and was honoured by the presence of 
H.R.H. the Duke of Kent. The Duke was received by the Mayor of Colchester, 
the Earl of Stradbroke (Chairman of the Board of Directors), Sir Laurence Brock, 
Col. Gilbertson Smith and Dr. F. Douglas Turner. Col. Gilbertson Smith (Chairman 
of the Joint Committee) briefly traced the history of the Institution from its origin 
nearly eighty years ago. Sir Laurence Brock expressed the thanks of the Minister 
of Health and the Board of Control to His Royal Highness. Sir Laurence indicated 
the absurdity of the claim, sometimes made, that institutions for the mentally 
defective were unduly expensive, pointing out that a certain number of the inmates 
were enabled, as a result of training, to return to life in the general community. 
The Duke of Kent, in declaring the extension open, reminded his hearers that His 
Majesty the King had been patron of the Institution since 1910. He congratulated 
the County Councils of Essex, Suffolk and Cambridgeshire upon their wisdom in 
uniting for the present purpose. He was glad that the extension was to be known 
as “ Turner Village ’’, a name which would permanently commemorate the great 
work which has been done by the present Medical Superintendent, by his late 
father and by other members of his family. A vote of thanks to His Royal Highness 
ended the proceedings. 

Turner Village is planned on the villa system. The full scheme provides for 
the erection of twenty-three villas, but only eight of these have as yet been built. 
Each villa accommodates fifty-two patients, and the buildings embrace an area of 
about fifty acres. There is a recreation hall with a seating capacity of 900. 
The kitchen, laundry and workshops are equipped with the most modern machinery 
and appliances. The estimated cost of the full scheme is about £420,000; the 
present buildings have cost about £172,000. 


OBITUARY. 
Davin RICE. 


Dr. Davin Rice died on July 31, 1935, et. 64. He was the son of the Rev. 
C. H. Rice, of Cheam, Surrey. Having received his early education at St. Columba's 
College, Dublin, he proceeded to Guy’s Hospital. He qualified as M.R.C.S.Eng. 
and L.R.C.P.Lond. in 1898. He took the D.P.H. of the Victoria University of 
Manchester in 1906, and the M.D. degree of the University of Brussels in 1907. 
After acting as House Physician at Bethlem Royal Hospital he joined the staft 
of the Cheddleton Mental Hospital, Staffordshire, when that institution was opened 
under Dr. Menzies, in 1899. In 1907 he was appointed Medical Superintendent 
at the City of Norwich Mental Hospital at Hellesdon, a post which he held for the 
remainder of his life. He also acted as medical adviser to the Norfolk Committee 
for the Care of the Mentally Defective. He took a prominent part in the activities 
of the local branch of the British Medical Association, and he served for some vears 
as a representative of the South-kastern Division on the Council of the Roval 
Medico-Psychological Association. 

In the British Medical Journal of August 17, 1935, Dr. C. R. F. Hall, a colleague 
of Dr. Rice at Hellesdon, writes of him: “ It may be truly said that he devoted 
his whole hfe to the furtherance of the interests of the hospital and to the treatment 
and comfort of the patients. As superintendent of the hospital he set a great 
example to those who worked under him. A somewhat strict disciplinarian, he 
nevertheless won the respect and affection of his staff. Very approachable, he 
grudged no time and spared no trouble to assist those who were in ditticulties or 
asked his advice or help. His place will indeed be difficult to fill.” 
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Dr. Rice was a prominent Freemason, holding office in the Grand Lodge and 
the Supreme Grand Chapter of England. He was an enthusiastic cricketer, and 
captained his hospital team for a number of years, being distinguished as a batsman 
and wicket-keeper. He was also a great lover of music. He leaves a widow, two 
sons and a daughter, to whom we extend our respectful sympathy. M.H.S. 


NOTICES BY THE HONORARY LIBRARIAN. 


The Library is open to members between the hours of 10 a.m. and 6 p.m.; 
Saturdays, 10 a.m. and I p.m. Books are issued to borrowers between Io a.m. 
and ı p.m., and between 2.30 and 4.30 p.m.; Saturdays, between ıo a.m. and 
12 noon. 

The Hon. Librarian will endeavour to obtain, as far as possible, any books on 
psychiatry and allied subjects required by members. 


Library Lending Department Regulations. 


1. Books shall be lent only to members within the United Kingdom and the 
Irish Free State who are not in arrears with their subscriptions. 

2. No member may borrow from the Library more than three volumes at one 
time. 

3. Books and journals are sent carriage paid from the Library, but members 
are responsible for the books from the time they leave the Library until they are 
received back. 

4. Books damaged or lost while in possession of a member will be repaired at his 
expense or must be replaced by him. 

:5. A member borrowing a book or periodical from the Library shall be required 
to sign and return to the Librarian a form of receipt for the same, which will be 
regarded as an acceptance of these Regulations. 

6. A member shall be entitled to retain a book or periodical borrowed from the 
Library for a period of twenty-eight days, unless the book is required by another 
member, in which case it can be recalled by the Librarian at the expiration of 
fourteen days. 

7. In the event of a member failing to return any book or periodical within 
seven days after receiving notice from the Librarian (on the expiration of the period 
referred to in Rule 6), the Library Committee shall be at liberty to purchase another 
copy, the cost to be charged to such member, who shall not be allowed to borrow 
another book until the sum thus expended shall have been paid. 

8. All communications should be addressed to “ The Librarian, Royal Medico- 
Psychological Association, 11, Chandos Street, Cavendish Square, W. 1 ”’ 


Circulation of Journals. 


The following journals are circulated from the Library : 
American Journal of Psychiatry. 
The Psychological Review. 
Journal of Neurology and Psychopathology. 
L’Encephale. 
International Journal of Psycho-Analysis. 
Journal of Abnormal Psychology. 
Mental Hygiene. 
Journal of Nervous and Mental Diseases. 
Revue Neurologique. 
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Archives of Neurology and Psychiatry. 
Journal of Comparative Psychology. 
Zentralblatt für die Gesamte Neurologie und Psvchiatrie. 
Der Nervenarzt. 
The attention of members is drawn to the recent addition of the Zentralblatt 
and of Der Nervenarzt, to the list of journals available. 


“ Sociorum Annales.’’ 


The Hon. Librarian is prepared to receive and store the life records of any 
member wishing to deposit them, on the understanding that they are solely for 
the use and information of the Association. They should be sent in sealed packets 
(with the name clearly written on the outside) in covering envelopes addressed to 
the Hon. Librarian. 


NOTICES BY THE REGISTRAR. 
Bronze Medal and Prize for 1936. 


Dissertations for the Association's Bronze Medal and Prize must be delivered 
to the Registrar by April 30, 1930. 


Divisional Prizes for 1936. 


Papers certified as eligible for this competition must be forwarded to the 
Registrar not later than April 30, 1936. 


Gaskell Medal and Prize. 


The examinations for the Gaskell Medal and Prize and the examination for the 
Certificate in Psychological Medicine will be held in May, 1936. 

Applications for entry to each examination to be made to the Registrar, St. 
Andrew's Hospital, Northampton. 

There is no fee for entrance to the Gaskell Prize Examination. 

The entrance fee for the examination for the Certificate in Psychological Medicine 
is three guineas. 


‘THE JOURNAL OF MENTAL SCIENCE’. 


NOTICE. 


Commencing with the January, 1936, issue, the Journal will be 
published six times a year, instead of Quarterly as hitherto. 

From the same date, the reports of meetings of the Royal Medico- 
Psychological Association and other matters of purely domestic 
interest will cease to appear in the body of the Journal, and will be 
issued as a supplement to members only. 


The price of the Journal will be: Single copies 6s. Annual 
subscription to non-members 36s. 
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The General Index covers original articles, reviews and the epitome, and includes subjects 
dealt with as well as the title of articles. 

The following names are printed in SMALL capiraLs: authors of original articles and of 
books reviewed. Names of authorities referred to in the text are in ordinary type. 

(R.) indicates a Revicw'; the title of the book reviewed is followed by the author’s name, 
thus: “ Psvcho-analvsis and its Derivatives, bv H. Crichton-Miller (R.).” 

(E.) indicates the Epitome section; the title of the abstract is followed by the author’s 
name, thus: ‘ Age and human abilitv. Miles, W. R. (E.).” 

Obituary notices and references appear under the heading “ Obituaries ”. 

The names of authors referred to in the Epitome section are listed in Part II. 


PART L—GENERAL INDEN. 


Ability and Knowledge, The Standpoint of the London School, by F. C. Thomas (R.), 931 
Acetic-anhydride reaction in cerebro-spinal fluid in neuro-psychiatrv (E.), 712 
Acetylcholine and choline, distribution of, in suprarenal glands (E.), 936 


= contained in blood ? Ammon, R. (E.), 963 

PR for epilepsy (E.), 479 

7 for neurotic anxiety, 396-412 

a heart-slowing action of (E.), 963 

5 in muscle (E.), 963 

? in the brain. Dikshit, B. B. (E.), 232 

D in the suprarenals (E.), 197 

= liberation during nerve excitation, Kruta, V. (E.), 696 

3 role of, in bladder contractile mechanism and in parasympathetic ganglia. 


Henderson, V. E., and Roepke, M. H. (E.), 233 

Achlorhvdria in the psychoses: with special reference to coincident anamia, by Ruby O. 
Stern, 358-3069 

Acid-base equilibrium during mental work (E.), 695 

Action-current responses in deaf-mutes during sleep, sensory stimulation and dreams. Max, 
L. W. (E.), 949 

Adenvlic acid in the central nervous system. Riebeling, C. (E.), 476 

Adrenal cortex, sensitiveness to, in schizophrenics and normals (E.), 214 

Adrenaline and the emotions, 785 


j3 and the excitation of svinpathetic nerves, action of oxygen inhibitors on, the 
etfects of. Bacq, Z. M. (E.), 006 

en catatonia (E.), 708 

es effect of, in schizophrenia (E.), 958 

en effect on complex muscular activity. Landis, C. (E.), 697 

a mechanism for nervous discharge of. Feldberg, W., Minz, B., and Tsudzimura, 
H. (E.), 197 

n psvehological effect of. Lindemann, E. (E.), 706 


After-histories of discharged mental hospital patients: an investigation, by L. H. Wootton, 
R. W. Armstrong and Dorothy Lilley, 105-172 
After-history of oo patients discharged against advice, by Louis Minski, 509-513 
Agglutinations of B. coli by the serum of psychotics, especially schizophrenies, by G. Beck, 
W. Ogden, and M. Whelen, 524-527 
Aggression (E.), 701 
Agoraphobia, a case of. Dreikurs, R. (E.), 470 
m and its relation to hysterical attacks and to traumas. Weiss, E. (E.), 701 
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Aids to Psychiatry, by W. S. Dawson (R.), 3rd. edn., 191 

Alcohol injected intravenously, effects of. Newman, H. W. (E.), 955 

Alcoholic intoxication, acute, psychiatric concept of (E.), 951 

Alcoholism, chronic, brain changes in (E.), 228, 475 

Alimentary system, effects of emotions on functions of (Wittkower), 561-607, 658 

Alkali reserve in blood and cerebro-spinal fluid. Thurzo, J., and Katzenelbogen, S. (E.), 712 

Allergy associated with neurosis in asthma (Wittkower), 547-550 
me in migraine-like headache. Sheldon, J. M., and Randolph, T. C. (E.), 954 

Alzheimer’s disease. Rothschild, D. (E.), 471 

Amaurotic family idiocy (E.), 962 

studies of the infantile form. Bertrand, I., and van Bogaert, L. 
(E.), 478 

Amidopyrin, detoxification of, by sodium amvtal. Rose, C. M. (E.), 959 

Ammonia content of brain in uremia. Stet, J., and Kunzova, H. (E.), 062 

poisoning, acute, histological changes in the central nervous system in. Fazekas, 
Gv. L v. .(E.), 227 

Amnesia, temporary. Leavitt, F. H. (E.), 711 

Amıvl nitrite, effect of, on cerebro-spinal tuid pressure (E.), 958 

Amytal, effect of, on schizophrenics (E.), 955 

sodium as a means of obtaining contact in stuporose and uncommunicative cases. 


9 9? 2? 


» 


9? 
Schwartz, D. K. (E.), 221 
z IR detoxification of amidopvrin by (E.), 959 
va er effects on the metabolism. Dameshek, W., Mverson, A., and Loman, J. 
(E-); 231 
a Re in catatonia (E.), 958 
Pe a psycho-pharinacology of. Thorner, M. W. (E.), 959 


Anamia, pernicious, psychoses in. Goldkuhl, E. (E.), 217 
ih with achlorhvdria in the psvchoses, 358-369 

Anatomy and physiology (E.), 196, 460, 695, 935 

ANDERSON, E. W., Variations in the blood-sugar in a case of depression with diabetes mellitus, 
427-434 

ANDERSON, G. W., see Line 

Annual Meeting of the Association, Julv, 1935, 970 

Anorexia nervosa (Wittkower), 579 

Anthropometry record cards, 299 

Anxiety and hvperadrenalism, 400 


s and the vegetative system, 393 
AR attack, agitated, 392 
3% a somatic therapy of, 395 


MA biliary (E.), 953 
Baruk, H., Briand, H., Camus, L., and Cornu, R. (E.), 703 


9? oy 

53 biological significance of, 409 

5 equivalents, 392 

ra Freud's revised concept of (E.), 700 
„ sexual theorv of, 402 

+ somatic genesis of, 401 


syndrome of neurotic: the somatic and psychic components of its genesis and therapv, 
bv Walter Misch, 389-414 
z5 5 so treated by acetylcholine, 396-412 
Apraxia, constructive: psychological views on the conception of space. van der Horst, L. 
(E.), 198 
= in corpus callosum lesions. Bell, A. (E.), 220 
ARMSTRONG, R. W., see Wootton 
Aschner treatment of schizophrenia. Appel, K. E., Farr, C. B., and Braceland, F. J. (RO, 036 
Ascorbic acid content of suprarenals and liver, control of. Beznak, A. B. L., and Hariss. Z. 
(E.), 475 
Asthina, bronchial, as a neurotic symptom. Holub, A. (E.), 205 
er influence of the emotions on (Wittkower), 5 
Atropine assay in epilepsy (E.), 951 
in high doses for sequela of chronic encephalitis. Askgaard, V. (E.). 980 
i sulphate in treatment of post-encephalitic Parkinsoniamsm (E.), 050, 060 
Auditory perceptibility: acuity and dominance. Twitmever, E. B., and Nathanson, Y. 
(E.), 463 
Autacoid function of parasympathetic nerves. Beznak, A. B. L. (F.), 935 
Autohamotherapy in epilepties. Bongiorno, A. (E.), 222 
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Autonomic nervous system in schizophrenia, pharmaco-dynamic investigation of. Freeman, 
H., and Carmichael, H. T. (E.), 958 
os 2 ” tone of, in puerperal state. Perez, M. L., and Rosenvasser, J. 
(E.), 965 
responses to electrical stimulation of hvpothalamus, pre-optic region, and septum, 
Ranson, S. W., Kabat, H., and Magoun, H. W. (E.), 937 


Bacteriology, pathology and biochemistry (E.), 712-716 
Balance tests on urine, effects of emotion on (Wittkower), 620 
Banister, H., Psychology and Health (R.), 604 
Barbital poisoning, acute. Scheidegger, S. (E.), 226 
Barbitals, action and degradabilitv. Gutschmidt, J. (E.), 226 
sie effect on sugar regulation, 226 
u gastro-intestinal inhibition caused by. Quiglev, J. P., and Phelps, K. R. (E.), 226 
Barbiturate poisoning, coma due to. Carrière, G., and Huriez, C. (E.), 718 
Barbiturates. VII: experimental analysis of their action. Koppanvi, T., and Dile, J. M. (E.), 
477 
si VIII: distribution in the brain ; IX : effect on embryo and pregnancy ; X: acute 
poisoning. Koppanvi, T., Dille, J. M., and Krop, S. (E.), 719 
Barbituric acid derivatives, acute by. Buzzo, A., and Carratala, R. E. (E.), 719 


Basal ganglia, share of, in epilepsy. Hanon, J. L. (E.), 966 
» metabolism, effects of emotion on (Wittkower), 622 
= M in general paralysis (E.), 474 
> in paralvsis agitans (E.), 474 


Baths, prolonged, and wet packs (E.), 222 
Beauty shop (occupation therapy). Larson, A. (E.), 22 
BEccLE, H. C., action of certain drugs in schizophrenia, 46-60 
some recent investigations into the hematology of the psychoses, 840-847 
BECK, A., OcpEN, W., and WHELEN, M., agglutinations of B. coli in the serum of psychotics, 
especially schizophrenics, 524-552. 
3 3 = experimental studies on the connection between 
schizophrenia and tuberculosis, 514-523 
Behaviour disorders in children, medical approach to the study of. Lurie, L. A. (E.), 042 
s problems, physical associations in adults with. Rowe, A. W., and van Waters, M. 
(E.), 941 
Bell’s mania (acute delirium). Kraines, S. H. (E.), 218 
Bellini, footnote to an allegory of. Goitein, P. L. (E.), 464 
BERESFORD, J. D., The Case for Faith Healing (R.), 933 
Berger rhythin, the, potential changes from occipital lobes in man. Adrian, E. D., and Matthews, 
B. H.C. (E.), 940 
Bile secretion, intluence of emotions on (Wittkower), 604-607, 059 
Biharv anxiety (E.), 703, 953 
Biochemistry and pathology (E.), 226, 474, 960-967 


ae pathology and bacteriology (E.), 712-716 
Bismuth, penetration of, into central nervous system. Huang, Chin Tsing (E.), 959 
si the nervous system. Klauder, J. V., and Brown, H. (E.), 716 


oy 
Blood, acetylcholine, calcium, sugar, etc., in, see Acetylcholine, etc. 
and cerebro-spinal fuid, alkaline reserve in (E.), 712 
distribution of chlorine, phosphorus, sugar and urea in (E.), 
234 
„ animal inoculation tests for tuberculosis, 519 
Blood-brain barrier, effect of uric acid on. Brunelli, B. . (E.), 474 
» Ìn infectious diseases. Friedemann, U., and Elkeles, A. (E.), 230 
Blood- ‘cerebro- -spinal thuid barrier in mental disorders. Rothschild, D., and Hamberg, C. N. 
(E.), 713 
Blood, chemical changes in epilepsy (E.), 965 
A culture for T.B., 518 
RN effects of emotion on (Wittkower), 607-618, 659 
Blood-pressure, effect of emotions on (Wittkower), 552-361, 658 
Blood-serum in schizophrenics, inorganic composition of. Minker-Bogdanova, E. T., Povorin- 
skaya, S. A., and Povorinskii, Y. A. (E.), 963 
Board of Control, Twelfth Annual Report, 1934 (R.), 456 
Boarding-out system (E.), 222 
Boltz acetic-anhydride reaction in cerebro-spinal fluid in neuro- psychiatry. Borgarello, G. 


(E.), 712 
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Bowman, L., Diffuse Sclerosis (R.), 693 
Brain, acetvicholine in (E.), 232 
» antigen in the nervous system, distribution of. Plaut, F. (E.), 231 
» as an Organ: Its Post-mortem Study and Interpretation, by Frederic Wertham and 
Florence Wertham (R.), 683 
capillaries, a method of study of, and its application to the regional localization of mental 
disorder, Pickworth, F. A. (E.), 227 
cephalin from human (E.), 714 
changes in chronic alcoholisin and Korsakov's psychosis. Warner, F. J. (E.), 225 
, chemistry of (E.), 962 
S se in mental defective. Ashby, W. R., and Glynn, A. (E.), 966 
enzymes (E.), 235 
extracts, reactivity to spirochiete antiserum  (E.), 232 
mechanisms and ‘‘ hypotheses ”. Krechevsky, I. (E.), 942 
parenchyma of rabbit, phagocytosis of Interstitial cell in. Lebowich, J. R. (E.), 226 
regulation of blood-flow through. Schneider, M., and Schneider, D. (E.), 148 
„» tissue, glycolysis in (E.), 475 
i, » immunological specificity of. Lewis, J. H. (E.), 231 
tumours, cerebro-spinal tluid in (E.), 709 
3 urea in the newborn (E.), 220 
Briggs law of Massachusetts. Overholser, W. (E.), 470 
Bromide content of lumbar fluid, relation to that of cisternal fluid after Walter bromide test. 
Massermann, J. H. (E.), 961 
effect on highest integrative functions (E.), 957 
ss tolerance and storage, 182 
Bromine content of blood in the psychoses, by T. J. Hennellv and E. D. Yates, 173-153 
content of food, 181 
in the blood ; technique of estimation, 175 
its removal front the blood in cases of mental disorder. Quastel, J. H., and Yates, 
D. E. (E.), 234 
Bruce, L. C., physical syinptorns of acute confusional insanity (16th Maudsley Lecture), 282-296 
Burt, CYRIL, The Subnormal Mind (R.), 926 . 
Bve-Laws of Association, revision of, 485 
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Cabitio reaction for spinal fluid. Weichherz, E. (E.), 233 
Caffeine, effect on cerebral cortex. Lindberg, A. A. (E.), 717 
= „ oninhibition of delay. Switzer, StC. A. (E.), 718 
sodio-benzoate and other drugs, effect on highest integrative functions. Wolff, H. G., 
and Gantt, W. H. (E.). 057 
Calcium and magnesium in cerebro-spinal fuid. Manzini, C. (E.), 215 
and potassium in blood, effects of emotion on (Wittkower), 611-614, 659 
= PA Ma in Parkinsonism. Lee, C. C. (E.), 715 
and sodium in the serum in some psychotic disorders, by A. H. Tingey and S. W. 
Hardwick, 528-5 32 
concentration and the narcotics. Schein, H., and Riesser, O. (E.), 718 
in blood and cerebro-spinal fluid under bulbocapnine and bromide. Katzenclbogen, 
S., and Czarski, T. J. (E.), 476 
Rn in blood of schizophrenics, 53 
CALCUTT, JOSEPHINE, See Hinton 
Calendar-calculator, feeble-minded, psychological study of. Gonzalo, R. L. (E.), 220 
Campion, G. G., and ELLIOTT-SMITH, Sir G., The Neural Basis of Thought (R.), 685 
CANNON, ALEXANDER, and Hayes, E. D. TRANCHELL, Principles and Practice of Neurology (R.), 
190 
Capacity of monkeys to solve patterned string tests. Harlow, H. F., and Settlage, P. H. (E.), 
463 
Capgras’ syndrome, 705 
Capillaroscopy and the acid-base equilibrium during mental work. Messina, R. (E.), 6u5 
Carbohydrate and fat feeding, prolonged, its effects on the higher nervous system in the dog. 
Brandhendler, V. S., Muzuikantov, V. A., and Malikman, IL. V. (E.), r97 
i metabolisin in endogenous manic-depressive psychosis. Sacristan, J. M. (E.), 716 
Carcinoma, gastric, atypical cases. Govena, J. R., and d’Amato, H. J. (E.), 214 
Cardio-vascular svmptomatology, dynamic aspects of. Wolfe, T. P. (E.), 471 
Catatonia due to mescaline and adrenaline derivatives. Noteboom, L. (E.), 708 
psvcho-pharmacology of sodium amytal in. Thorner, M. W. (E.), 958 
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Catatonia studies in, IV, electrical skin resistances during sleep. Forbes, T. W., and Tiotrowski, 
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general medicine, on its part, he would like to see represented more in the mental hospitals ; 
he would like to see attached to every mental hospital a visiting physician. He hoped the Asso- 
ciation would do more to bring together a closer union between psychological and general 
medicine, which was so much to be desired. It was in that hope that he asked them to drink, 
with him, to the health and prosperity of the Royal Medico-Psychological Association, coupled 
with the name of the President. (Applause.) 


The PRESIDENT, in replying to the toast, said: I sincerely thank Dr. Robert Hutchison for 
the very kind remarks he has made about our Association. Dr. Hutchison has given us to-night 
some advice which I think should bear fruit. But I would tell him this: that to-dav, in the 
modern mental hospital, we have physicians of very high standing, men who are verv highly 
qualified, and who fortunately have taken up this branch of medicine, and we shall benefit by 
their advice. There was a time, in my early days, when it was the indifferent student who 
went into this kind of work. But all that kind of thing has now been changed, and it has become 
a distinct branch of medicine, where the best qualified and the keenest physicians are beginning 
to take their part. This is all to the good. 


On behalf of our Association, Dr. Hutchison, I thank vou for your kind words, and I hope 


that on some future occasion vou will honour us again ; there are still some physicians amongst 
us. (Applause.) 


During the meeting, visits were paid to Springfield Mental Hospital and to 
Shenley Mental Hospital. At each of these members were given opportunities of 
inspecting the buildings and were entertained to garden parties by the kind 
invitation of the respective Visiting Committees and Medical Superintendents. 


TRISH DIVISION. 


THE SUMMER QUARTERLY MEETING of the Irish Division was held at the 
District Mental Hospital, Sligo, by the kind invitation of Dr. John Dunne, Medical 
Superintendent, on Saturday, July 20, 1935. 

In the forenoon the members and guests were conducted over the Hospital and 
grounds by Dr. Dunne and his staff, and they noted with great interest the plans 
already in hand for extensive additions to the Hospital. 

Later the members were kindly entertained to luncheon, and guests at the 
luncheon included Judge Moonan, Mr. W. A. Dixon, F.R’T.A.T., Mr. T. J. McGoldrick, 
Mr. McDonnell, Mr. R. F. Browne, Capt. W. Campbell, Mr. J. A. McCarthy, and 
Drs. McCarthy, McLoughlin, Martyn, Swan, Walsh, Moran and Harbinson. At the 
conclusion of the luncheon Mr. T. J. McGoldrick, Chairman of Committee of Manage- 
ment, extended a hearty welcome to members and guests to Shgo Mental Hospital. 
Dr. Mills and Dr. Deane replied. 

The following members were present : Dr. John Mills, in the Chair, Drs. Stanlev 
Blake, F. J. Deane, Kathleen Dillon, Catherine Daly, John Dunne, L. Gavin, 
B. F. Honan, P. J. Irwin, J. Kearney, R. R. Leeper, P. Moran, J. C. Martin, Eveleen 
O'Brien, Alfred Sheridan, R. Tavlor, R. Thompson, Hon. Sec. 

Apologies for unavoidable absence were received from Sir Jocelyn Gore Booth, 
Capt. Percival, and Mr. S. C. Berridge, and Drs. J. O’C. Donelan, D. L. Welly, 
John FitzGerald, P. Grace, E. N. M. O'Sullivan, Alexis Fitzgerald, and many 
other members. 

The Minutes of the previous meeting were read, approved and signed by the 
Chairman. 

The Secretary then submitted correspondence from Miss E.M. Delany, regarding 
the formation of an Irish Mental Hospital Matrons’ Association. Following upon 
a discussion it was unanimously decided to express approbation of the movement. 

Dr. STANLEY BLAKE, in the absence of the Hon. Sec., Dr. John Fitzgerald, then 
read the report of the sub-committee appointed at the Spring Meeting to consider 
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“Problems Relating to Mental Deficiency and the ‘Sane Epileptic”. The report 
was considered eminently satisfactory, and the Chairman and several members 
expressed their deep obligation to Dr. Fitzgerald for his endeavours. 

Dr. Martin, Hon. Secretary of the Sub-Committee appointed to consider the 
“Revision of Lunacy Laws in the Irish Free State’, then read his report, which 
included a sympathetic letter from the Chief Justice of Saorstát Eireann. The 
report was unanimously approved of, and Dr. Martin was cordially thanked by 
the members present for his efforts to bring about this much-needed reform. 

Dr. P. Moran then moved the following motion, tabled by Dr. O'Sullivan, who 
was unavoidably absent : 

‘ That the question of the appointment of a temporary Medical Officer 
during the absence on holiday leave of the R.M.S. or an Assistant Medical 
Officer should be one of standard practice in all the Public Mental Hospitals, 
and that we request the Minister for Local Government and Public Health 
to include the arrangement in the statutory regulations of each of the 
Hospitals concerned.” 

Following upon a discussion, the motion, as tabled, was approved of, and the 
Secretary was directed to bring it to the notice of the proper authorities. ı 

The Secretary then brought to the notice of the meeting the suggested procedure 
in England regarding “‘ Sterilization of the Unfit”. It was decided to await 
events in England before further considering the matter. 

The Autumn Meeting was fixed for Saturday, November 2, 1935, at the Royal 
College of Physicians, Kildare Street, Dublin. 

At the conclusion of the business of the meeting the Chairman drew the attention 
of the members to the recent death of Dr. T. 1. Considine, who was an Honorary 
Member of the Association. ‘Tributes of appreciation of the worth and work of 
Dr. Considine were paid by the Chairman and Dr. P. J. Irwin, and the Secretary 
was directed to convey to the relatives the deep sympathy of the meeting. 


PAPERS, 


Dr. LEEPER, R.M.S., St. Patrick's Hospital, Dublin, gave the meeting a very 
interesting account of his recent visit to the Paris mental hospitals. He described 
many interesting features of the treatment of both mental and physical diseases 
by diathermy, other forms of electrical treatment, and pyrogenetic agencies. 

Dr. Leeper’s paper was fully discussed by the members and medical guests, 
many of whom expressed their appreciation of his very interesting account of the 
present trend of psychiatric practice in Paris. 


Mr. W. A. Dixon, F.R.LA.T, and Dr. Joun DUNNE then gave the meeting a 
very interesting account of the proposed methods to remedy the overcrowding in 
Sligo-Leitrim Mental Hospital. 

Mr. Dixon described verv fully the architectural features of the proposed 
additions to the Hospital, the sites of which the members had already seen in their 
tour of the hospital. 

The various features of these additions were fully discussed, and both the authors 
were thanked for the trouble they had obviously taken to give the meeting the 
benetit of their experiences. 


Owing to the lateness of the hour, Dr. Dunne proposed to read his paper on 
““ Some Mental Statistics of Sligo and Leitrim ” at a future meeting of the Division. 

Dr. LEEPER then proposed a cordial vote of thanks to Dr. Dunne for his very 
kind hospitality. This was seconded by Dr. MARTIN and carried unanimously. 

Subsequently the members and guests were kindly entertained to tea. 
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OPENING OF THE NEW EXTENSION AT THE ROYAL EASTERN 
COUNTIES INSTITUTION. 


THis function took place on July 18, 1935, and was honoured by the presence of 
H.R.H. the Duke of Kent. The Duke was received by the Mayor of Colchester, 
the Earl of Stradbroke (Chairman of the Board of Directors), Sir Laurence Brock, 
Col. Gilbertson Smith and Dr. F. Douglas Turner. Col. Gilbertson Smith (Chairman 
of the Joint Committee) briefly traced the history of the Institution from its origin 
nearly eighty years ago. Sir Laurence Brock expressed the thanks of the Minister 
of Health and the Board of Control to His Royal Highness. Sir Laurence indicated 
the absurdity of the claim, sometimes made, that institutions for the mentally 
defective were unduly expensive, pointing out that a certain number of the inmates 
were enabled, as a result of training, to return to life in the general community. 
The Duke of Kent, in declaring the extension open, reminded his hearers that His 
Majesty the King had been patron of the Institution since 1910. He congratulated 
the County Councils of Essex, Suffolk and Cambridgeshire upon their wisdom in 
uniting for the present purpose. He was glad that the extension was to be known 
as “ Turner Village ”, a name which would permanently commemorate the great 
work which has been done by the present Medical Superintendent, by his late 
father and by other members of his family. A vote of thanks to His Roval Highness 
ended the proceedings. 

Turner Village is planned on the villa system. The full scheme provides for 
the erectioh of twenty-three villas, but only eight of these have as yet been built. 
Each villa accommodates fifty-two patients, and the buildings embrace an area of 
about fifty acres. There is a recreation hall with a seating capacity of goo. 
The kitchen, laundry and workshops are equipped with the most modern machinery 
and appliances. The estimated cost of the full scheme is about £420,000; the 
present buildings have cost about £172,000. 


OBITUARY. 
Davin RICE. 


Dr. Davin Rice died on July 31, 1935, æt. 64. He was the son of the Rev. 
C. H. Rice, of Cheam, Surrey. Having received his early education at St. Columba’s 
College, Dublin, he proceeded to Guy’s Hospital. He qualified as M.R.C.S.Eng. 
and L.R.C.P.Lond. in 1898. He took the D.P.H. of the Victoria University of 
Manchester in 1906, and the M.D. degree of the University of Brussels in 1907. 
After acting as House Physician at Bethlem Royal Hospital he joined the statt 
of the Cheddleton Mental Hospital, Staffordshire, when that institution was opened 
under Dr. Menzies, in 1899. In 1907 he was appointed Medical Superintendent 
at the City of Norwich Mental Hospital at Hellesdon, a post which he held for the 
remainder of his life. He also acted as medical adviser to the Norfolk Committee 
for the Care of the Mentally Defective. He took a prominent part in the activities 
of the local branch of the British Medical Association, and he served for some vears 
as a representative of the South-Eastern Division on the Council of the Roval 
Medico- Psychological Association. 

In the British Medical Journal of August 17, 1935, Dr. C. R. F. Hall, a colleague 
of Dr. Rice at Hellesdon, writes of him: “ It may be truly said that he devoted 
his whole life to the furtherance of the interests of the hospital and to the treatment 
and comfort of the patients. As superintendent of the hospital he set a great 
example to those who worked under him. A somewhat strict disciphnarian, he 
nevertheless won the respect and affection of his statt. Verv approachable, he 
grudged no time and spared no trouble to assist those who were in difficulties or 
asked his advice or help. His place will indeed be difficult to fll.” 
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Dr. Rice was a prominent Freemason, holding office in the Grand Lodge and 
the Supreme Grand Chapter of England. He was an enthusiastic cricketer, and 
captained his hospital team for a number of years, being distinguished as a batsman 
and wicket-keeper. He was also a great lover of music. He leaves a widow, two 
sons and a daughter, to whom we extend our respectful sympathy. M.H.S. 


NOTICES BY THE HONORARY LIBRARIAN. 


The Library is open to members between the hours of 10 a.m. and 6 p.m.; 
Saturdays, Io a.m. and I p.m. Books are issued to borrowers between Io a.m. 
and I p.m., and between 2.30 and 4.30 p.m.; Saturdays, between ıo a.m. and 
12 noon. 

The Hon. Librarian will endeavour to obtain, as far as possible, any books on 
psychiatry and allied subjects required by members. 


Library Lending Department Regulations. 


I. Books shall be lent only to members within the United Kingdom and the 
Irish Free State who are not in arrears with their subscriptions. 

2. No member may borrow from the Library more than three volumes at one 
time. 

3. Books and journals are sent carriage paid from the Library, but members 
are responsible for the books from the time they leave the Library until they are 
received back. 

4. Books damaged or lost while in possession of a member will be repaired at his 
expense or must be replaced by him. 

‘5. A member borrowing a book or periodical from the Library shall be required 
to sign and return to the Librarian a form of receipt for the same, which will be 
regarded as an acceptance of these Regulations. 

6. A member shall be entitled to retain a book or periodical borrowed from the 
Library for a period of twenty-eight days, unless the book is required by another 
member, in which case it can be recalled by the Librarian at the expiration of 
fourteen days. 

7. In the event of a member failing to return any book or periodical within 
seven days after receiving notice from the Librarian (on the expiration of the period 
referred to in Rule 6), the Library Committee shall be at liberty to purchase another 
copy, the cost to be charged to such member, who shall not be allowed to borrow 
another book until the sum thus expended shall have been paid. 

8. All communications should be addressed to ‘ The Librarian, Royal Medico- 
Psychological Association, 11, Chandos Street, Cavendish Square, W. 1”. 


Circulation of Journals. 


The following journals are circulated from the Library: 
American Journal of Psychiatry. 
The Psychological Review. 
Journal of Neurology and Psychopathology. 
L'Enccphale. 
International Journal of Psycho-Analysis. 
Journal of Abnormal Psychology. 
Mental Hygiene. 
Journal of Nervous and Mental Diseases. 
Revue Neurologique. 
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Archives of Neurology and Psychiatry. 
Journal of Comparaiive Psycholoev. 
Zentralblatt für die Gesamte Neurologie und Psvchiatrie. 
Der Nervenarzt. 
The attention of members is drawn to the recent addition of the Zentralblatt 
and of Der Nervenarzt, to the list of Journals available. 


“Sociorum Annales.” 

The Hon. Librarian is prepared to receive and store the life records of any 
member wishing to deposit them, on the understanding that they are solely for 
the use and information of the Association. They should be sent in sealed packets 
(with the name clearly written on the outside) in covering envelopes addressed 10 
the Hon. Librarian. 


NOTICES BY THE REGISTRAR. 
Bronze Medal and Prize for 1936. 


Dissertations for the Association’s Bronze Medal and Prize must be delivered 
to the Registrar by April 30, 1930. 


Divisional Prizes for 1936. 


Papers certified as eligible for this competition must be forwarded to the 
Registrar not later than April 30, 1936. 


Gaskell Medal and Prize. 


The examinations for the Gaskell Medal and Prize and the examination for the 
Certificate in Psychological Medicine will be held in May, 1936. 

Applications for entry to each examination to be made to the Registrar, St. 
Andrew's Hospital, Northampton. 

There is no fee for entrance to the Gaskell Prize Examination. 

The entrance fee for the examination for the Certificate in Psychological Medicine 
is three guineas. 


‘THE JOURNAL OF MENTAL SCIENCE’. 


NOTICE. 


Commencing with the January, 1936, issue, the Journal will be 
published six times a year, instead of Quarterly as hitherto. 

From the same date, the reports of meetings of the Royal Medico- 
Psychological Association and other matters of purely domestic 
interest will cease to appear in the body of the Journal, and will be 
issued as a supplement to members only. 


The price of the Journal will be: Single copies 6s. Annual 
subscription to non-members 36s. 
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The General Index covers original articles, reviews and the epitome, and includes subjects 
dealt with as well as the title of articles. 

The following names are printed in SMALL CAPITALS: authors of original articles and of 
books reviewed. Names of authorities referred to in the text are in ordinary type. 

(R.) indicates a Review; the title of the book reviewed is followed by the author’s name, 
thus: “ Psvcho-analvsis and its Derivatives, by H. Criehton-Miller (R.).” 

(E.) indicates the Epitome section; the title of the abstract is followed by the author's 
name, thus: “ Age and human abilitv. Miles, W. R. (E.)." 

Obituary notices and references appear under the heading ‘ Obituaries ”. 

The names of authors referred to in the Epitome section are listed in Part H. 


PART L—GENERAL INDEX. 


Ability and Knowledge, The Standpoint of the London School, by F. C. Thomas (R.), 931 
Acetic-anhydride reaction in cerebro-spinal fluid in neuro-psychiatry (E.), 712 
Acetylcholine and choline, distribution of, in suprarenal glands (E.), 936 


Mi contained in blood? Ammon, R. (E.), 963 

z for epilepsy (E.), 479 

jj for neurotic anxietv, 396-412 

u heart-slowing action of (E.), 963 

> in muscle (E.), 963 

er in the brain. Dikshit, B. B. (E.), 232 

bs in the suprarenals (E.), 107 

= liberation during nerve excitation. Kruta, V. (E.), 606 

re role of, in bladder contractile mechanism and in parasympathetic ganglia. 


Henderson, V. E., and Roepke, M. H. (E.), 233 

Achlorhvdria in the psychoses: with special reference to coincident anwmia, by Ruby O. 
Stern, 358-369 

Acid-base equilibrium during mental work (E.), 695 

Action-current responses in deaf-mutes during sleep, sensory stimulation and dreams. Max, 
L. W. (Edy 940 

Adenvlic acid in the central nervous system. Riebeling, C. (E.), 476 

Adrenal cortex, sensitiveness to, in schizophrenics and normals (E.), 214 

Adrenaline and the emotions, 785 


s and the excitation of svimpathetic nerves, action of oxygen inhibitors on, the 
effects of. Bacq, Z. M. (E.), 696 

a catatonia (E.), 708 

5 effect of, in schizophrenia (E.), 958 

5 effect on complex muscular activity. Landis. C. (E.), 607 

3 mechanism for nervous discharge of. Feldberg, W., Minz, B., and Tsudzimura, 
H. (l.), 107 

Ma psychological effect of. Lindemann, E. (E.), 706 


After-histories of discharged mental hospital patients: an investigation, by L. H. Wootton, 
R. W. Armstrong and Dorothy Lilley, 168 172 
After-history of go patients discharged against advice, by Louis Minski, 509-513 
Agklutinations of B. coli by the serum of psychotics, especially schizophrenies, by G. Beck, 
W. Ogden, and M. Whelen, 524-327 
Aggression (E.), 701 
Agoraphobia, a case of. Dreikurs, R. (E.), 479 
en and its relation to hysterical attacks and to traumas. Weiss, E.  (E.), 701 
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Aids to Psvchiatrv, by W. S. Dawson (R.), 3rd. edn., 191 

Alcohol injected intravenously, effects of. Newman, H. W. (E.), 955 

Alcoholic intoxication, acute, psychiatric concept of (E.), 951 

Alcoholism, chronic, brain changes in (E.), 228, 475 

Alimentary system, effects of emotions on functions of (Wittkower), 561-607, 658 

Alkali reserve in blood and cerebro-spinal fluid. Thurzo, J., and Katzenelbogen, S. (E.), 712 

Allergy associated with neurosis in asthma (Wittkower), 547-550 
a in migraine-like headache. Sheldon, J. M., and Randolph, T.C. (E.), 954 

Alzheimer’s disease. Rothschild, D. (E.), 471 

Amaurotic family idiocy (E.), 962 

studies of the infantile form. Bertrand, I., and van Bogaert, L. 
(E.), 478 

Amidopyrin, detoxification of, by sodium amytal. Rose, C. M. (E.), 959 

Ammonia content of brain in uremia. Stell, J., and Kunzova, H. (E.), 962 

poisoning, acute, histological changes in the central nervous system in. Fazckas, 
Gy. IL. v. .(E.), 227 

Amnesia, temporary. Leavitt, F. H. (E.), 711 

Aınyl nitrite, effect of, on cerebro-spinal Nuid pressure (E.), 958 

Am~ytal, effect of, on schizophrenics (E.), 955 

sodium as a means of obtaining contact in stuporose and uncommunicative cases. 

Schwartz, D. K. (E.), 221 
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j 5 detoxification of amidopyrin by (E.), 959 

nA 6 effects on the metabolism. Dameshek, W., Myerson, A., and Loman, J. 
(E.), 221 

i s3 in catatonia (E.), 958 

3 5s psvcho-pharmacologv of. Thorner, M. W. (E.), 959 


Anaimia, pernicious, psychoses in. Goldkuhl, E. (E.), 217 
a with achlorhydria in the psychoses, 358-369 

Anatomy and phvsiologv (E.), 196, 460, 695, 935 

ANDERSON, E. W., variations in the blood-sugar in a case of depression with diabetes mellitus, 
427-434 

ANDERSON, G. W., see Line 

Annual Meeting of the Association, July, 1935, 970 

Anorexia nervosa (Wittkower), 579 

Anthropometry record cards, 299 

Anxiety and hvperadrenalism, 400 


= and the vegetative system, 393 
= attack, agitated, 392 
33 er somatic therapy of, 395 


a biliary (E.), 953 
i = Baruk, H., Briand, H., Camus, L., and Cornu, R. (E.), 70 
biological significance of, 409 


‘we 


iy equivalents, 392 

Mr Freud's revised concept of (E.), 700 
Pr er sexual theory of, 402 

j$ somatic genesis of, 401 


syndrome of neurotic: the somatic and psychic components of its genesis and therapy, 
by Walter Misch, 389-414 
AR 55 es treated by acetylcholine, 396-412 
Apraxia, constructive: psychological views on the conception of space. van der Horst, L. 
(E.), 198 
“a in corpus callosum lesions. Bell, A. (E.), 220 
ARMSTRONG, R. W., see Wootton 
Aschner treatment of schizophrenia. Appel, K. E., Farr, C. B., and Braceland, F. J. (E.), 956 
Ascorbic acid content of suprarenals and liver, control of. Beznak, A. B. L., and Hariss, Z. 
(E.), 475 
Asthma, bronchial, as a neurotic symptom. Holub, A. (E.), 205 
a influence of the emotions on (Wittkower), 5 
Atropine sıssav in epilepsy (E.), 951 
in high doses for sequelæ of chronic encephalitis. Askgaard, V. (E.), 950 
re sulphate in treatment of post-encephalitie Parkinsonianisın (E.), 959, 900 
Auditory perceptibility : acuity and dominance. Twitmever, E. B., and Nathanson, Y. 
(E.), 463 
Autacoid function of parasympathetic nerves. Beznak, A. B. L. (E.), 935 
Autohwmotherapy in epilepties. Bongiorno, A. (E.), 222 


oy 


INDEX. 1007 


Autonomic nervous system in schizophrenia, pharmaco-dvnamic investigation of. Freeman, 
H., and Carmichael, H. T. (E.), 958 


er 7 tone of, in puerperal state. Perez, M. L., and Rosenvasser, J. 
(E.), 965 
6 responses to electrical stimulation of hypothalamus, pre-optic region, and septum. 


Ranson, S. W., Kabat, H., and Magoun, H. W. (E.), 937 


Bacteriology, pathology and biochemistry (E.), 712-716 
Balance tests on urine, effects of emotion on (Wittkower), 620 
BANISTER, H., Psychology and Health (R.), 694 
Barbital poisoning, acute. Scheidegger, S. (E.), 226 
Barbitals, action and degradability. Gutschmidt, J. (E.), 226 
ne effect on sugar regulation, 2 22 
e gastro-intestinal inhibition caused by. Quiglev, J. P., and Phelps, K. R. (E.), 226 
Barbiturate poisoning, coma due to. Carrière, G., and Huriez, C. (E.), 718 
Barbiturates. VII: experimental analysis of their action. Koppanvi, T., and Dille, J. M. (E.), 
477 
j VIII: distribution in the brain; IX : effect on embrvo and pregnancy ; X: acute 
poisoning. Koppanvi, T., Dille, J. M., and Krop, S. (E.), 719 
Barbituric acid derivatives, acute nn by. Buzzo, A., and Carratala, R. E. (E.), 719 


Basal ganglia, share of, in epilepsy. Hanon, J. L. (E.), 966 
» Metabolism, effects of emotion on (Wittkower), 622 
“3 53 . in general paralysis (E.), 474 
a in paralysis agitans (E.), 474 


B: iths, prolonged, and wet packs (E.), 222 
Beauty shop (occupation therapy). Larson, A. (E.), 22 
BeccLe, H. C., action of certain drugs in schizophrenia, 46-60 
some recent investigations into the hematology of the psychoses, 840-847 
BECK, A., OcDEN, W., and WHELEN, M., agglutinations of B. coli in the serum of psychotics, 
especially schizophrenics, 524-552. 
experimental studies on the connection between 
schizophrenia and tuberculosis, 514-523 
Behaviour disorders in children, medical approach to the study of. Lurie, L. A. (E.), 942 
s problems, physical associations in adults with. Rowe, A. W., and van Waters, M. 
(E.), 941 
Bell’s mania (acute delirium). Kraines, S. H. (E.), 218 
Bellini, footnote to an allegory of. Goitein, P. L. (E.), 464 
BERESFORD, J. D., The Case for Faith Healing (R.), 933 
Berger rhythm, the, potential changes from oecipital lobes in man. Adrian, E. D., and Matthews, 
B. H. C. (E.), 940 
Bile secretion, influence of emotions on (Wittkower), 604-607, 659 
Bihary anxiety (E.), 703, 953 
Biochemistry and pathology (E.), 226, 474, 960-967 
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$ pathology and bacteriology (E.), 712-716 
Bismuth, penetration of, into central nervous system. Huang, Chin Tsing (E.), 959 
Gj the nervous system. IKlauder, J. V., and Brown, H. (E.), 716 


Blood, acetylcholine, calcium, sugar, etc., in, see Acetylcholine, etc. 
» and cerebro-spinal tluid, alkaline reserve in (E.), 712 
en 5 „ distribution of chlorine, phosphorus, sugar and urea in (E.), 
234 
„ animal inoculation tests for tuberculosis, 519 
Blood-brain barrier, effect of uric acid on. Brunelli, B. . (E.), 474 
» In infectious diseases. Friedemann, U., and Elkeles, A. (E.), 230 
Blood- cerbe -spinal fluid barrier in mental disorders. Rothschild, D., and Hamberg, C. N. 
(E.), 713 
Blood, chemical changes in epilepsy (E.), 965 
culture for T.B., 518 
> effects of emotion on (Wittkower), 607-618, 659 
Blood-pressure, effect of emotions on (Wittkower), 552-561, 658 
Blood-serum in schizophrenics, Inorganic composition of. Minker-Bogdanova, E. T., Povorin- 
skaya, S. A., and Povorinskii, Y. A. (E.), 963 
Board of Control, Twelfth Annual Report, t934 (R.), 456 
Boarding-out system  (E.), 222 
Boltz acetic-anhvdride reaction in cerebro-spinal fluid in neuro-psychiatrv. Borgarello, G. 


(E.), 712 
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BowMas, L., Diffuse Sclerosis (R.), 693 
Brain, acetylcholine in (E.), 232 
» antigen in the nervous systein, distribution of. Plaut, F. (E.), 231 
» as an Organ: Its Post-mortem Study and Interpretation, by Frederic Wertham and 
Florence Wertham  (R.), 683 
» capillaries, a method of study of, and its application to the regional localization of mental 
disorder. Pickworth, F. A. (E.), 227 
cephalin from human (E.), 714 
changes in chronic alcoholism and Korsakov’s psychosis. Warner, P. J. (E.), 225 
, chemistry of (E.), 962 
, as in mental defective. Ashby, W. R., and Glynn, A. (E.), 966 
enzymes (E.), 235 
extracts, reactivity to spirochiete antiserum (E.), 232 
mechanisms and * hypotheses ”. Krechevsky, I. (E.), 942 
» parenchyma of rabbit, phagocytosis of interstitial cell in. Lebowich, J. R. (E.), 226 
» regulation of blood-Now through. Schneider, M., and Schneider, D. (E.), 195 
», tissue, glycolysis in (E.), 475 
a » immunological specificity of. Lewis, J. H. (E.), 231 
tumours, cerebro-spinal fluid in (E.), 709 
o Urea in the newborn (E.), 226 
Briggs law of Massachusetts. Overholser, W. (E.), 470 
Bromide content of lumbar fluid, relation to that of cisternal fluid after Walter bromide test. 
Massermann, J. H. (E.), 961 
ai effect on highest integrative functions (E.), 957 
a tolerance and storage, 182 
Bromine content of blood in the psychoses, by T. J. Hennellv and E. D. Yates, 173-153 
content of food, 1&1 
= in the blood ; technique of estimation, 175 
7 its removal from the blood in cases of mental disorder. Quastel, J. H., and Yates, 
D. E. (E.), 234 
Bruce, 1.. C., physical svinptoms of acute confusional insanity (16th Maudsley Lecture), 282-206 
Burt, CYRIL, The Subnormal Mind (R.), 926 
Bye-Laws of Association, revision of, 485 
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Cabitio reaction for spinal fluid. Weichherz, E. (E.), 233 
Caffeine, effect on cerebral cortex. Lindberg, A. A. (E.), 717 
` » oninhibition of delay. Switzer, StC. A. (E.), 718 
s sodio-benzoate and other drugs, effect on highest integrative functions. Wolff, H. G., 
and Gantt, W. H. (E.), 957 
Calcium and magnesium in cerebro-spinal fluid. Manzini, C. (E.), 215 
and potassium in blood, effects of emotion on (Wittkower), 611-614, 659 
ra AR in Parkinsonism. Lee, C.C. (E.), 715 
and sodium in the serum in some psychotic disorders, by A. H. Tingey and S. W. 
Hardwick, 528-3532 
concentration and the narcotics. Schein, H., and Riesser, O. (E.), 718 
in blood and cerebro-spinal fluid under bulbocapnine and bromide. Katzenelbogen, 
S., and Czarski, T. J. (E.), 476 
5 in blood of schizophrenics, 53 
CALCUTT, JOSEPHINE, See Hinton 
Calendar-calculator, feeble-minded, psychological study of. Gonzalo, R. L. (E.), 22 
Campion, G. G., and ELLIOTT-SMITH, Sir G., The Neural Basis of Thought (R.), 685 
CANNON, ALEXANDER, and Hayes, E. D. TRANCHELL, Principles and Practice of Neurology (R.), 
190 
Capacity of monkeys to solve patterned string tests. Harlow, H. F., and Settlage, P. H. (E.), 
403 
Capgras’ syndrome, 705 
Capillaroscopy and the acid-base equilibrium during mental work. Messina, R. (E.). 695 
Carbohydrate and fat feeding, prolonged, its effects on the higher nervous system in the dog. 
Brandhendler, V. S., Muzuikantov, V. A., and Malikman, 1. V. (F.), 197 
= metabolism in endogenous manic-depressive psychosis. Sacristan, J. M. (E.), 716 
Carcinoma, gastric, atypical cases. Govena, J. R., and d’Amato, H. J. (E.), 214 
Cardio-vascular symptomatology, dynamic aspects of. Wolfe, T. P. (E.), 471 
Catatonia due to mescaline and adrenaline derivatives, Noteboom, L. (E.), 708 
psvcho-pharmacologv of sodium amvtalin, Thorner, M. W. (E.), 958 
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Catatonia studies in, IV, electrical skin resistances during sleep. Forbes, T. W., and Tiotrowski, 
Z. A. (E.) 215 À 
es studies in, V and VI, perseveration. Mavs, L. L., and Shiplev, W. C. (E.) 


215 
1 ~ 
Mr studies in, I-VI, summary and conclusions. Landis, C., and Forbes, T. W. (E.), 215 
5 terminal, two forms most closely related to striatal disease. Leonhard, K. (E.), 952 


Catatonic psychosis, primitive, in idiocy (E.), 724 
Central acoustic system, research on anatomy of. Mevjes, F. E. P. (E.), 460 
= nervous system, effects of stimulating and depressant drugs on. Jackson, D. E. 
(E.), 225 
a = a fætal development of, 318 
he = Pe in canine black tongue, pathology of. Crane-Lillie and = Rhoads, 
C. P. (E.), 229 
Cephalin from human brain. Page, I. H., and Bulow, M. (E.), 714 
Cerebral circulation. XNXXIV: The action of narcotic drugs on the pial vessels. Finesinger, 
J. E., and Cobb, S. (E.), 718 


ar cortex and respiratory exchange : [I and III. Olnvanskava, R. P. (E.), 230 

- » effects of operations and lesions of (E.), 938 

y » In narcolepsy, róle of. Levin, M. (E.), 955 

5 » motor, disturbances after laminar thermo-coagulation of. de Barenne, J. G. D. 
(E.), 938 

mE » ròle of, in regulation of metabolic processes. Dolin, A. E., Minker-Bogdanova, 


E. T., and Povorinskii, Y. A. (E.), 937 
= pathology, schizophrenia in light of (E.), 947 


sig tumour, mental symptoms in (E.), 950 
Cerebro-spinal fluid, acetic anhydride reaction in (E.), 712 
D » and blood, alkaline reserve in (E.), 712 
i en Pr distribution of chlorine, phosphorus, sugar and urea in (E.), 
234 

en „ antigen and inoculation tests for tuberculosis, 517, 519 

5 » Cabitto reaction in (E.). 233 

i » Calcium content under bulbocapnine and bromide (E.), 476 

3 » Chemical test for diagnosis of meningitis (E.), 233 

ss » echolesterolin (E.), 712 

i » colloidal carbon flocculation test in. Schube, P. G. (E.), 475 

a „ deproteinized, reducing power of. Claudatus, I., and Ionescu-Garneata, 
E. (E.), 235 

e „ imidazoles in. Loeper, M., etal. (E.), 713 

n » in aftective psvehoses and dementia præcox. Reistrup, H. (E.), 962 

" „ in brain tumours. Hare, C.C. (E.), 709 

en » Inorganic constituents of. McCance, R. C., and Watchorn, E. (E.), 
234 

in » inorganic phosphorus and sugar in (E.), 961 

w » lhipases of (E.), 229 

wt » lumbar and cisternal, bromide content of (E.), 961 

RN » Magnesium content of. Bonorino Udaondo, C., Schteingart, M., and 
Gaibrots, R. (E.), 713 

j5 » Muller-Ballung reaction in (E.), 961 

ij » nature of (E.), 713 

j » Of svphilitie patients, prognostic value of negative findings in (E.), 
961 

te » Pressure, effect of amyl nitrite on, in normal and pathological brains. 
Stefan, H. (E.), 958 

ie » reaction in meningeal infections, Ceruti and Maestri (E.), 713 

er » sodium, potassium, calcium, magnesium and amylase in (E.), 23 

8 » sugar determinations in experimental hyvpoglveaemia in dogs. Davis, R., 
and Brown, H. (E.), 233 

er „ thvrotropic hormone in (E.), 902 

> „ uraninin (E.), 474 

a » Vitamin C content of (E.), 964 

© symptoms in liver failure. Geill, T. (E.), 961 

Character and temperament of friends and enemies. Cattell, R. B. (E.), 706 
= tests in juvenile neuro-psvchiatryv. Heuyer, G., Courthial, Dublineau and Neron, 202 
3 types and intestinal activity, 389 


Chemical transmission at motor nerve-endings in voluntary muscle. Dale, H. H., and Feldberg, 
W. (E.), 936 
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Chemical transmitter of nervous stimuli to sweat-glands of cat. Dale, H. H., and Feldberz, 
W. (E.), 936 
Child analysis and the mother. Burlingham, D. T. (E.), 702 
» psvcho-analvsis and the training of (E.), 702 
»  psvcho-analvtie psychology of (E.), 702 
Childhood, Plav in, by Margaret Lowenfeld (R.), 930 
Childish inferiority feeling and its compensations. Holub, A. (E.), 466 
Children, academically handicapped, with special abilities. D'Amico, V. E. (E.), 720 
m behaviour disorders in (E.), 942 
knowledge of interior of body. Schilder, P., and Wechsler, D. (E.), 943 
problem, treated in a psychiatric hospital. Potter, H. W. (E.), 721 
= psvcho-analvsis of asocial (E.), 702 
Rorschach test on (E.), 202 
ie school-, studv of character in. Scherke, H. (E.), 208 
Children’s Imaginary companions. Svensden, M. (E.), 201 
Chlorides in blood of epileptics in relation to fits (E.), 234 
Chlorine and phosphorus in blood and cerebro-spinal fluid. Manzini, Cesare (E.), 234 
Cholesterol content of cerebro-spinal fluid. Holthaus, B., and Wichmann, B. (E.), 712 
s in epilepsy (E.), 965 i 
a in schizophrenia (E.), 965 
Choline, acetvlcholine and carnitine contents of muscle. Strack, E., Wordehoff, P., Neubaur, 
E., and Geissendörfer, H. (E.), 963 
and acetylcholine, distribution of, in suprarenal glands. Feldberg, W., and Schild, H. 
(E.), 936 
Chorea as a manifestation of rheumatic fever, clinical significance of. Jones, T. D., and Bland, 
E. F. (E.), 954 
Choreas, tics, and compulsive neuroses, by Mildred Creak and E. Guttman, 834-839 
Chronaxie, influence of phosphates on changes in. Latmanisova, L. V. (E.), 690 
Circulatory system, effect of emotions on functions of (Wittkower), 550-561, 658 
Claustrophobia. Lewin, B. D. (E.), 945 
CLEGG, J. L., the association of physique and mental condition, 297-316 
Clinical Psychiatry Sub-committee, revision of clinical forms, 441-455 
COHEN, JAcoues J., Studies in Psycho-physics (R.), 934 
Colitis, psychology of (E.), 468 
Colon bacillus, serum agglutinations of, in schizophrenics and other psychotics, A. Beck, W. 
Ogden and M. Whelen, 524-527 
Colour, The World of, by David Katz (R.), 687 
vision, tests of. Benedict, A. A., Gorham, J. E., Higgins, G. C., and Lauer, A. R. 
(E.), 463 
Complement in the technique of protein therapy, by John R. Beith Robb and Leonard 
Winkworth, 415-420 
Compulsive neuroses, tics and choreas, by Creak and Guttman, 834-839 
Conditioned retlex, pharmacological study of. Sivadjian, J. (E.), 717 
retlexes, effect of caffeine, bromide and other drugs on (E.), 957 
BR y salivary, in man, sane and insane (E.), 032 
Confusional insanity, acute, physical symptoms of, 16th Maudsley Lecture, by L. C. Bruce, 
282-296 
7 state associated with infective endocarditis, by David Shaw, 435-437 
Conflict, Freedom from Inward, by C. W. Daniel (R.), 194 
Conscious world of the voung girl. Parriila, A. (E.), 209 
Consciousness in infancy, 317 
Constipation, influence of the emotions on (Wittkower), 595--601 
s mental causes of, 376-388 
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Ghe Charter 


(DATED MARCH 13, 1926.) 


George the fifth by the Grace of God of the United 
Kingdom of Great Britain and Ireland and of the British 


Dominions beyond the Seas, King, Defender of the Faith, 
Emperor of India: 


To all to whom these presents shall come, GREETING: 


WHEREAS in the year One thousand eight hundred and 
forty-one an unincorporated Association known as The Medico- 
Psychological Association of Great Britain and Ireland was 
formed for the promotion and cultivation of science in relation 
to mental disorder and the care and treatment of the insane : 


AND WHEREAS on the Ninth day of September One 
thousand nine hundred and twenty-five we were pleased to 
grant to the said Medico-Psychological Association of Great 
Britain and Ireland permission to use the prefix “Royal” and 
we commanded that the said Association should thenceforth be 
known as “The Royal Medico-Psychological Association ” : 


AND WHEREAS the said Voluntary Association now 
existing and known as The Royal Medico-Psychological 
Association hath petitioned us for a Charter of Incorporation 
such as is in and by these presents granted : 


AND WHEREAS we are minded to comply with the 
Prayer of such Petitioner : 

NOW, THEREFORE, We, by virtue of Our Royal 
Prerogative in that behalf, and of all other powers enabling Us 
so to do of our Special Grace, certain knowledge and mere 
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motion do hereby, for Us, our Heirs, and Successors, will, 
grant, direct, appoint, and declare to the said Voluntary 
Association as follows :— 

1. The persons now Members of the said Voluntary 
Association known as The Royal Medico- Psychological 
Association, and all such persons as may hereafter become 
Members of the Body Corporate hereby constituted pursuant 
to or by virtue of the powers granted by these Presents, and 
their Successors, shall for ever hereafter (so long as they 
continue to be such Members) BE by virtue of these Presents 
one Body Corporate and Politic by the name of “ The Royal 
Medico-Psychological Association.” and by the same name shall 
have perpetual succession and a Common Seal, with power to 
break, alter, and make anew the said Seal from time to time at 
their will and pleasure, and by the same name shall and may 
implead and be impleaded in all Courts, and in all manner of 
actions and suits, and shall have power to do all other matters 
and things incidental or appertaining to a Body Corporate. 

2. We do also hereby, for Us, Our Heirs, and Successors, 
license, authorize, and for ever hereafter enable The Royal 
Medico-Psychological Association hereby incorporated, or any 
person on its behalf, to acquire for the purposes of the 
Association any lands, tenements, or hereditaments whatsoever 
within Our United Kingdom of Great Britain and Ireland, not 
exceeding in the whole the annual value of five hundred pounds 
(to be determined according to the value thereof at the time 
when the same are respectively acquired) and to hold the same 
in perpetuity and from time to time to grant, demise, alienate 
or otherwise dispose of the same or any part thereof. 

3. And We do hereby also, for Us, Our Heirs, and 
Successors, give and grant Our Licence to any person or 
persons and any Body Politic or Corporate to assure in 
perpetuity, or to demise to or for the benefit of The Royal 
Medico- Psychological Association (hereinafter called “the 
Association”) any lands, tenements or hereditaments whatsoever 
within Our United Kingdom of Great Britain and Ireland, so 
as the same do not exceed at any one time the annual value 
aforesaid. 

4. The objects and purposes for which the Association is 
hereby constituted are for the promotion and cultivation of 
science in relation to mental disease and the improvement in 
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the treatment of persons suffering from mental disorder and to 
facilitate the exchange of information and ideas on those 
subjects amongst the Members of the Association and otherwise 
and for that purpose— 

(A) To hold periodical and other Meetings of the 
Association and conferences with other Associations 
whether in the United Kingdom or elsewhere. 

(B) To publish such information as may be thought 
desirable in the form of a periodical journal. 

(c) To print, publish, translate, sell, lend, and dis- 
tribute any books, pamphlets, or treatises on or connected 
with science in relation to mental disease, or with the 
treatment of persons suffering from mental disorder, or 
with allied sciences, and to cause translations into any 
language to be made of any such books, pamphlets, or 
treatises, and to print, publish, sell, lend, and distribute 
the same in the United Kingdom or elsewhere. 

(D) To make any expenditure which the Association 
may think fit for sending and maintaining in any part of 
the United Kingdom or elsewhere any person or persons 
chosen by the Association for the investigation of science 

- in relation to mental disease, or of the treatment of 
persons suffering from mental disorder, or of allied 
subjects, the convening of Meetings, and inviting thereto 
any person or persons desired by the Association, for 
discussing and promoting the objects of the Association, 
and for sending and defraying the expenses of representa- 
tives of the Association to any Meetings convened for 
similar objects in any part of the United Kingdom or 
elsewhere, and for making researches and observations on 
subjects connected with psychological medicine. 

(£) The consideration of all questions affecting the 
interests of the Association and of the medical profession 
generally in its relation to mental disease, the treatment 
of persons suffering from mental disorder and allied subjects, 
the petitioning of Parliament, or the promotion of deputa- 
tions in regard to measures affecting the objects for which 
the Association is established, and the promotion of 
improvements in the principles or administration of the 
law relating to mental disease, the treatment of persons 
suffering from mental disorder, and allied subjects. 
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(F) To grant sums of money out of the funds of 
the Association for the promotion of the objects of 
the Association in such manner as may be from time to 
time determined on. 

(G) To promote and encourage the study of science 
in relation to mental disease, of the scientific treatment 
of persons suffering from mental disorder, and of allied 
subjects :— 

(1) By the provision, institution, and mainten- 
ance of lectures, classes, examinations and other means 
of instruction therein upon such terms and conditions, 
and upon payment of such fees as the Association may 
from time to time determine by regulations or otherwise: 
provided always that the surplus of such payments over 
the expenditure necessary for the provision, institution 
and maintenance of such means of instruction shall be 
devoted to such of the objects of the Association as 
may be deemed expedient ; and 

(2) by the institution, maintenance, and grant of 
scholarships, prizes, certificates, or other awards, or 
distinctions, on such terms and conditions as may from 
time to time be prescribed by regulation or otherwise. 

(n) To establish, or promote branches or local 
divisions of the Association, whether in the United 
Kingdom or elsewhere. 

(1) To provide, if the Association think fit, legal 
assistance to Members of the Association in enforcing or 
defending their legal rights, whether under the Lunacy 
Acts or otherwise, if and so far as such assistance may be 
lawfully afforded, having regard to the laws against 
maintenance. 

(J) To borrow and raise money for the purposes of 
the Association and to secure the repayment thereof by 
bonds, debentures, mortgages, or other securities, or in 
such other manner as may be determined, and for this 
purpose to mortgage or charge all or any of the property 
of the Association. | 

5. The Association shall not carry on any trade or business 
or engage in any transaction with a view to the pecuniary gain 
or profit of the members thereof. | No member shall have any 
personal claim on any property of the Association or make 
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any profit out of his membership, except in the case of and as 
a salaried Officer of the Association. 

6. There shall be a Council of the Association consisting of 
the Officers of the Association and of such number of Members 
with such qualifications and to be elected or constituted as such 
Members of Council in such manner and to hold office for 
such period, and on such terms as to re-election, and otherwise, 
as the Bye-laws for the time being of the Association shall 
direct. 

7. The Association shall have such Officers, with such 
functions, tenure, and terms of office, as the Bye-laws of the 
Association may prescribe and such other Officers and Servants 
as the Council of the Association may from time to time 
appoint. 

8. Among the Officers of the Association there shall be a 
President, a President-elect, an Ex-President, a Treasurer and 
a General Secretary. The said Officers shall be nominated 
and elected in such manner, and shall hold office for such 
period, and on such terms as to re-election and otherwise, as 
the Bye-laws for the time being of the Association shall direct. 

9. The Council shall have the management and control of 
the Association and its affairs subject to the provisions of these 
presents and to the Bye-laws of the Association, and may 
subject as aforesaid do all such things as appear to the Council to 
be necessary or expedient for giving effect to the objects of the 
Association. The business of the Council shall be conducted 
in such manner as the Council may prescribe. 

10. Unless and until the Bye-laws of the Association shall 
otherwise provide there shall be three classes of Members of 
the Association, namely : (A) Ordinary. Members, (8) Honorary 
Members, and (c) Corresponding Members. The Members of 
the said Voluntary Association, the Royal Medico-Psychological 
Association who by virtue of these Presents become Members 
of the Association shall be deemed to have entered the 
Association as Members of the same class as that to which 
they belonged in the said Voluntary Association. 

11. The qualifications, method and terms of admission, 
privileges, and obligations, including liability for expulsion or 
suspension of Members of each of the said classes respectively, 
shall be such as the Bye-laws for the time being of the 
Association shall direct. 
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12. A General Meeting of the Members of the Association 
entitled under the Bye-laws to be present and vote thereat 
shall have power from time to time to make such Bye-laws of 
the Association as to them shall seem requisite and convenient 
for the regulation, government, and advantage of the Association, 
its Members and property, and for the furtherance of the objects 
and purposes of the Association, and from time to time to 
revoke, alter or amend any Bye-law theretofore made so that 
the same be not repugnant to these Presents or to the Laws 
and Statutes of this our Realm: Provided that no such 
Bye-law, revocation, alteration, or amendment shall take effect 
until the same shall have been allowed by the Lords of Our 
Privy Council of which allowance a Certificate under the hand 
of the Clerk of Our Privy Council shall be conclusive evidence. 

13. The first Bye-laws to be made under these Presents shall 
be made by a General Meeting of the Members of the 
Association entitled to be present and vote thereat within the 
period of six months from the date of these Presents, unless 
the Lords of Our Privy Council shall see fit to extend such 
period, of which extension the Certificate of the Clerk of Our 
Privy Council shall be conclusive evidence. 

14. Pending the making and approval of the Bye-laws to 
be made under these Presents but no longer the Articles of 
Association of the existing Voluntary Association known as 
The Royal Medico-Psychological Association and the Bye-laws 
made thereunder shall be the Bye-laws of the Association, and 
shall have effect as though the Association, its Officers and 
Members, had therein been referred to throughout in lieu of the 
said Voluntary Association, its Officers and Members. 

15. The property and moneys of the Voluntary Association 
known as The Royal Medico-Psychological Association shall 
from the date of these Presents become and be deemed to be 
the property and moneys of the Association and shall as soon 
as may be be formally transferred to the Association or such 
person or persons on its behalf as the Bye-laws may prescribe. 

16. And We do hereby for Us, Ours Heirs and Successors, 
Grant and Declare that these Our Letters Patent or the 
enrolment or exemplification thereof shall be in all things good, 
firm, valid and effectual according to the true intent and 
meaning of the same and shall be taken, construed and 
adjudged in all Our Courts or elsewhere in the most favourable 
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and beneficial sense and for the best advantage of the said 
Association, any mis-recital, non-recital, omission, defect, 
imperfection, matter or thing whatsoever notwithstanding. 


IN WITNESS whereof We have caused these Our Letters 
to be made Patent. 


Witness Ourself at Westminster the 13th day of March in 
the year of Our Lord One thousand nine hundred and twenty-six 
and in the sixteenth year of Our Reign. 


BY WARRANT UNDER the King’s Sign Manual. 


SCHUSTER 


SEAL. 


Digitized by Google 


Bye- Latus 


Adopted at the Annnal Meeting held on July 13, 1926, and 
Allowed from that Date by the Lords of the Privy Council. 


Revocations and Alterations adopted at the Annual Meeting held 
at Wakefield on July 11, 1928, and allowed by the Lords of 
the Privy Council, October 29, 1928; further Revocations 
and Alterations adopted at the Annual Meeting held at 
Northampton on July 5, 1934, and allowed on October 30, 
1934. 


Classes of Members. 


1. The Association shall consist of three classes: (a) 
Ordinary Members, (6) Honorary Members, and (c) Corre- 
sponding Members. 


Qualification and Election of Ordinary Members. 


2. Medical Practitioners who are registered in the United 
Kingdom under the Medical Acts, Medical Practitioners who 
reside in any part of the British Empire and are so registered, 
and Medical Practitioners who hold such medical qualifications 
as satisfy the Council shall be guaunsd for election as Ordinary 
Members. 

3. (a) Every Candidate for admission to the Association as 
an Ordinary Member shall be proposed or recommended by 
three Members, of whom one at least shall be personally 
acquainted with him. 

(6) The proposers of such Candidate shall send to the 
General Secretary, or the Secretary of the Division in which 
the Candidate resides, a proposal in writing, setting forth the 
full Christian name and surname of the Candidate, with address, 
qualifications, and appointments if any. 

(ec) A list of such Candidates so proposed shall accompany 
the circular convening General or Divisional Meetings, and no 
Candidate shall be submitted for election whose name does not 
appear on such list. 
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4. The election of Ordinary Members shall take place at 
the General and Divisional Meetings, and shall be by ballot, 
and no such Candidate shall be declared elected unless he 
shall have in his favour three fourths of the total number of 
Members balloting. Such Candidates may be voted for as a 
whole, but in the event of a single black ball each shall be 
separately voted for until a Candidate is reached for whom a 
black ball is cast, after which the remaining Candidates shall 
be voted for as a whole, and the election shall proceed as 
before. 

5. A list of all Ordinary Members elected at Divisional 
Meetings shall be forthwith forwarded by the Secretary for the 
Division in which such Meeting is held to the General Secre- 
tary; and such list shall contain the full name, address, 
qualification and proposers of each such Member elected. 

6. Every person elected an Ordinary Member shall forth- 
with receive notice of the fact in writing from the General 
Secretary, but no election of an Ordinary Member shall be 
considered complete until the person elected has paid his 
subscription and signed, either in the books of the Association 
or by means of a copy transmitted to him by the General 
Secretary, the following obligation :—“ I hereby promise that 
I will promote the objects of the Royal Medico-Psychological 
Association to the best of my ability, and I admit that I am 
bound by ils Charter and Bye-laws for the time being in 
force.” 

7. The election or re-election of every person as an Ordinary 
Member shall be entered on the Minutes of the Meeting and 
recorded by the General Secretary in the Register of 
Members ; but if it should appear upon a ballot that any 
person proposed is not elected, no notice of the decision 
arrived at shall be taken in the Minutes. 


Qualification and Election of Honorary Members. 


8. Distinguished members of the medical profession and 
others who are eminent in psychology or in those branches of 
science that are connected with the service of mental disorder 
and allied conditions, or who have rendered signal service to 
the cause of humanity in relation to the treatment of any form 
of mental disorder or allied conditions, or to the Association, 
shall be qualified for election as Honorary Members. 
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g. The number of Honorary Members elected annually 
shall not exceed three, and the total number shall not exceed 
forty. 

10. The election of Honorary Members shall be conducted 
in the same manner as that provided by Bye-laws 3 and 4 and 
for the case of Ordinary Members, with the exception that (a) 
they shall be elected only at Annual Meetings, (4) they shall 
be recommended by six Members (personal acquaintance not 
being requisite), (c) they shall be approved by the Nominations 
Committee and the Council. The names of Candidates shall be 
printed, with the names of Members recommending them, on 
the Agenda of the Annual Meeting at which they will be pro- 
posed for election. 

II. As soon as convenient after their election, Honorary 
Members shall be presented with a diploma in the form “A” 
appended to these Bye-laws, and signed by the President, 
General Secretary, and at least four Members of the Council. 


Qualification and Election of Corresponding Members. 


12. British, Overseas Dominion, Colonial and Foreign 
Physicians residing abroad may be elected Corresponding 
Members. 

13. Corresponding Members shall be elected in the same 
manner as Honorary Members, but their recommendation shall 
require the signatures of only four Ordinary Members. 

14. Corresponding Members shall as soon as may be after 
their election receive a diploma in the form “B” appended to 
these Bye-laws, and signed by the President, General Secretary, 
and at least four Members of the Council. 


Withdrawal and Expulsion of Members. 


15. Any Member of the Association may withdraw from it 
on signifying his desire to do so by letter under his hand 
addressed to the General Secretary, but such resignation shall 
not in the case of an Ordinary Member take effect until his 
subscription is paid up to the end of the year then current. 

16. Any Member whose name has been removed from the 
Medical Register shall zpso facto cease to be a Member of the 
Association. 


$3 
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17. Any Ordinary Member who shall in respect of two succes- 
sive years omit, after a special application of the Treasurer, to 
pay his annual subscription, shall be reported by the Treasurer 
to the Council, who may give directions for the removal of 
the name of the defaulting Member from the roll of the 
Association, or may take such action with regard to him as 
it decides upon. 

18. Whenever there shall appear cause in the judgment of 
the Council for the expulsion of any Member from the Associa- 
tion, a minute shall be made thereof, and a copy of such 
minute sent forthwith in a registered letter by the General 
Secretary to the Member in question, who shall be invited to 
attend the next Meeting of the Council. If, after further con- 
sideration at their next Meeting, the Council still regard the 
expulsion of the Member as advisable, they shall frame a reso- 
lution to that effect, which shall be submitted to the next Annual 
Meeting and decided by ballot, a majority of three fourths of 
the Members voting being required to carry the resolution. 


Payments and Privileges of Members. 


19. The annual subscription of each Ordinar$ Member shall 
be one and a half guineas, or such larger sum as may be 
determined by the Annual Meeting. In the case of husband 
and wife a smaller compounded subscription may be allowed 
by the Council. Subscriptions for each year become payable on 
January I in that year. Ordinary Members elected after July 1 
shall pay a subscription of one guinea only for the year of 
their election, or they may delay taking up their election until 
the succeeding January 1. Ordinary Members shall be entitled 
to receive gratis the JOURNAL of the Association and 
such supplements as the Council may authorise to be issued 
without extra payment. In the event of any member being in 
default in the payment of his annual subscription he shall only 
be entitled to receive the JOURNAL on payment of the usual 
published charge therefor. 

20. Honorary Members shall be exempt from all payments 
to the Association, and shall enjoy all the privileges of Ordinary 
Members. 

21. Corresponding Members shall be exempt from all pay- 
ments to the Association, and shall enjoy the privilege of 
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attending the Meetings of the Association and of introducing 
friends to them in the same manner as OrdinaryMembers, but 
shall not be entitled to any further privileges without special 
leave granted by the Council. 


Divisions. 


22. There shall be Divisions of the Association for the 
cultivation of science in relation to mental disorder and allied 
conditions, the improvement of the treatment of those suffering 
from mental disorder and allied conditions, and the promotion 
of good-fellowship among its Members. 

23. Upon the application of a sufficient number of Members 
the Association, on the recommendation of the Council, may 
constitute a new Division of the Association in the United 
Kingdom or in the Overseas Dominions or in the Colonies. 

24. No Division shall have the power to speak or act in the 
name of the Association, or to commit the Association to any 
engagement. 

25. Each Division shall have power to hold meetings, to 
appoint its own Chairman and Secretary, to elect Members of 
the Association, and to conduct its own business. Each 
Division shall appoint annually a Standing Committee of 
Management, the retiring members to be eligible for immediate 
re-election. Each Division shall have the power to appoint 
other Standing Committees, but only with the sanction of, or 
at the request of, the Council. Each Division may appoint 
Special Committees at its pleasure. Each Division shall 
annually elect Members to act as representatives of the 
Division on the Council. The Chairman of a Division (a Vice- 
President vertute officit) shall be one of its Representative 
Members of the Council. He shall be appointed annually and 
be eligible for re-appointment for two years, after which he 
shall not again be eligible. His appointment shall be made by 
show of hands or ballot, and shall follow immediately upon 
the election of Representative Members of the Council. 

26. The appointments of the Divisional Secretaries and the 
election of Representative Members shall proceed upon voting 
papers issued to Members of Divisions at the same time as 
the Agenda papers for the Divisional Meeting at which such 
appointment or election is to take place. These voting papers 
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shall be in Form “E” appended to these Bye-laws and shall show 
the names of those proposed for election, together with the 
names of six Members of the Division recommending each ; 
but no recommendation of any Meınber shall be made until 
his consent to serve shall have been obtained. Any ordinary 
Member of the Division may vote by deleting the name or 
names of any or all the proposed members and by substituting 
the name or names of any other Member of the Division 
whose consent to serve has been received. In such. case it 
shall not be necessary for such last mentioned member to have 
been recommended by six members of the Division as aforesaid. 
Voting papers must be handed in at the Meeting at which 
election takes place, or must be sent by post to the Divisional 
Secretary so as to reach him seven clear days before the said 
Meeting. The voting papers shall be subjected to the scrutiny 
of the said Meeting, and the results of election shall be declared 
and reported by the Divisional Secretary to the General Secre- 
tary in time for that Meeting of Council which is held at least 
six weeks before the Annual Meeting of the Association. In 
the event of equality of votes the Divisional Meeting shall 
decide any question thus raised. On an application by a 
Divisional Secretary the Council may authorise elections to be 
held by show of hands instead of by ballot. At the Meeting 
at which such election ts to take place any Member may move 
a resolution that the election shall be by ballot, and if such 
resolution is carried by a majority of at least two-thirds present 
at such Meeting the election shall be postponed to take place 
in accordance with the provisions of this Bye-law at a Special 
Divisional Meeting to be held within 14 days of the Meeting 
at which such resolution was carried. 

27. All Members of the Association shall have a right to 
attend any of the Divisional Meetings and take part in all 
business of the Meetings, save such as refers to the internal 
management of the Division. 

28. The expenditure of each Division shall be subject to the 
control of the Council, and no expenses shall be incurred 
by a Division without the Consent of the Council, except those 
necessary for convening and holding its Meetings, and for 
election of Representatives and Secretary. 

29. A Divisional Meeting may transmit through its 
Secretary a Resolution to the General Secretary with a demand 
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that such Resolution be discussed at the next General 
Meeting; but such Resolution must be sent to the General 
Secretary in time to be placed on the Agenda of the 
General Meeting, and must be submitted by him to the 
Council for consideration. 

30. The Association may, at an Annual Meeting, on the 
recommendation of the Council, dissolve a local Division, 
provided that a notice to dissolve such Division be placed on 
the Agenda of the business to be considered at the Meeting. 


Officers. 


31. The Officers of the Association shall consist of the 
President, Vice- Presidents, President-elect, ex- President, 
Treasurer, General Secretary, Divisional Secretaries, the Chair- 
men, Vice-Chairmen and Secretaries of Standing Committees, 
Registrar, Editor or Editors of the JOURNAL, and Librarian, 
all of whom shall hold office for one year from the date of 
their election, unless otherwise directed by these Bye-laws, and 
all Officers shall have such paid clerical assistance as from time 
to time shall be determined by the Council. 

32. The Officers, with the exception of the Divisiona 
Chairmen* and Secretaries, the Chairmen, Vice-Chairmen and 
Secretaries of Standing Committees, shall be nominated in 
manner provided by Bye-law 79, shall be elected in manner 
provided by Bye-law 73, and shall assume office on the 
taking of the chair by the President for the ensuing year. 


The President. 


33. The President for the ensuing year shall enter on his 
duties after the private business of the Annual Meeting has 
been disposed of or adjourned, and shall then deliver his 
inaugural address. He shall preside at all Meetings, at which 
he is present, of the Association and of the Council. 

34. He shall have the same right of voting as an Ordinary 
Member, and in the case of an equality of votes shall have a 
second or casting vote. 


* Vice-Presidents virtute oficii. 


16 BYE-LAWS OF THE 


35. He shall regulate the proceedings of Meetings in 
accordance with the Charter and these Bye-laws, and shall 
maintain order. 


Vice - Presidents. 


36. The Chairman of a Division (Vice-President virtute 
officii) shall, when present, preside at ordinary meetings of his 
Division and at meetings of the Divisional Committee of 
Management. He shall be under no obligation to preside at 
meetings of Special Committees, but shall be an er-ofhcio 
member of all Committees appointed by his Division. 

37. He shall, as far as possible, become personally acquainted 
with all new members of his Division and shall ascertain their 
particular interests and needs, and shall put them in communi- 
cation with the appropriate branch or branches of the 
Association’s work. 


The Treasurer. 


38 [36*]. The Treasurer shall receive for the use of the 
Association all sums of money due to it, and shall pay and 
disburse all sums of money that may be due by the Associa- 
tion, and shall see that every payment exceeding £5 in 
amount is authorised in writing by the President and either 
an Editor, General Secretary, Registrar, or Chairman of 
Division or Committee in whose department or in whose 
Committee respectively the liability for such payment has 
been incurred, and report in writing to the Council at its 
Meetings. 

39 [37]. All moneys received for the use of the Association 
shall be paid into a separate banking account in the name of 
the Association. 

40 [38]. The Treasurer shall keep accurate accounts of all 
his receipts and payments on behalf of the Association, and 
shall present a report at each Annual Meeting, together with 
the Revenue Accounts (including separate accounts of the 
Maudsley Bequest and Gaskell Fund, or any other bequest or 
fund of a similar nature) and Balance-sheet for the year last 
ending before such Annual Meeting. 

41 [39]. He shall engage the services of a professional 
accountant to assist him in the preparation of the accounts. 


* Old numbers in brackets throughout. 
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42 [40]. He shall invest in securities in which Trustees are 
for the time being by law authorised to invest, in the name of 
the Association, such sums of money as the Council may from 
time to time direct. 

43 [47] He shall intimate to each Ordinary Member of the 
Association at the proper time that his annual subscription is 
due, and on receipt of the same shall transmit to such Member 
a printed and numbered check receipt signed by him, on the 
counterfoil of which in the book from which all such receipts 
must be taken he shall enter the name of the Member and the 
date of payment. 

44 [42]. He shall make a second demand for the payment of 
annual subscriptions at the end of three months after the time 
at which they may have become due, of such Members as 
shall then have neglected to pay them, and he shall report to 
the Council, as required by Bye-law 17, the names of all 
Members who have failed to discharge their obligations to the 
Association. 


The Auditors. 


45 [43]. Two Auditors shall be appointed annually by the 
Association in Annual Meeting, on the recommendation of the 
Nominations Committee and the Council. These Auditors 
shall not be chosen from the Council, but from the unofficial 
Members of the Association. 

46 [44]. The accounts of the Treasurer shall be balanced 
yearly, and shall be examined by the Auditors at such times as 
they may appoint; and a short time preceding the Annual 
Meeting a report shall be prepared by them showing the 
financial position of the Association and the balance in the 
Treasurer's hands, and making such suggestions as may seem 
expedient. 

47 [45]. The Report of the Auditors shall be printed and 
presented to the Annual Meeting of the Association, and shall 
be published in the next ensuing number of the JOURNAL. 


The General Secretary. 


48 [46]. The General Secretary shall carry on the correspon- 
dence of the Association (except as is otherwise provided in 
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these Bye-laws), summon General and Special Meetings 
when due, or when called upon by competent authority 
to do so, prepare reports (for which he may obtain the 
services of a reporter) of all such Meetings for publication 
in the JOURNAL, enter in proper books minutes of all such 
Meetings, summon Meetings of the Council, as required in 
these Bye-laws, and enter in proper books minutes of Council 
Meetings, keep a Register of Members and send a copy thereof 
annually to the Editors, send to the Editors for publication in 
the JOURNAL the yearly official lists of the Association, and 
perform such other duties as are required by the Charter or by 
these Bye-laws and other the regulations for the time being in 
force. | 

49 [47]. The General Secretary shall inform Ordinary, 
Honorary, and Corresponding Members of their election, and 
shall be responsible for their names being enrolled in the 
Register of Members. 


Divisional Secretaries. 


50 [48]. The Divisional Secretaries shall from time to time 
convene Meetings of their respective Divisions in accordance 
with Bye-law 27, shall send notices of such Meetings to the 
Editors of the JOURNAL, shall keep minutes of the Meetings 
and shall report forthwith to the General Secretary the names, 
addresses, qualifications and proposers of all Members elected 
at Meetings of their respective Divisions. They shall be er- 
officio members of all Committees of their respective Divisions. 

51 [49]. The Secretary of each Division shall report to the 
Council at the last Meeting of the Council held at least six 
weeks before each Annual Meeting— 

(a) The number of Members belonging to his Division. 

(6) The number of Meetings held by the Division since the 
last report. 

(c) The number of Members present at each such Meeting. 

(d) The expenses which have been incurred in connection 
with such Meetings. 

(e) The names of the Chairman and Secretary and of Repre- 
sentative Members of Council elected by the Division. 

52. He shall submit all agendas of ordinary Divisional 
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meetings and meetings of the Divisional Committee of 
Management to the Chairman of his Division for consideration 
and approval before issue. 


The Editors. 


53 [50]. The JoURNAL of the Association, under the 
designation of The Journal of Mental Science, shall be published 
quarterly or at such times as shall be determined by the 
Council, and shall be conducted by an Editor or Editors, 
who may appoint one or more Assistant Editors as found 
necessary. 

54 [57]. The Editors shall be responsible for the manage- 
ment of the JOURNAL and for such of its contents as are not 
signed with the names of the writers. 

55 [52]. The JOURNAL shall be forwarded to every Ordinary 
and Honorary Member free of charge. On payment of the full 
subscription for the year the former shall be entitled to a com- 
plete set of the numbers of the JOURNAL for that year. 

56 [53]. After, the payment of the ordinary working 
expenses of the year of the Association, including the publi- 
cation of the JOURNAL, the surplus funds in the hands of the 
Treasurer may be appropriated in special aid of the JOURNAL 
in such amounts as the Council may from time to time 
determine. 

57 [54]. Any Member objecting to the decision of the 
Editor or Editors, or to the manner in which the JOURNAL is 
conducted, or feeling aggrieved by any comments in the 
JOURNAL, may appeal to the Annual Meeting; but before 
doing so he shall submit to the Council any objection or 
complaint he may desire to make. 

58 [55]. The Editors shall insert in each number of the 
JOURNAL the date and place of the next Meeting of the 
Association. A complete list of the Officers, and Honorary, 
Corresponding, and Ordinary Members of the Association, a 
roll of past Presidents, of past Maudsley Lecturers, of holders 
of the Gaskell Gold Medal, of holders of the Association’s Bronze 
Medal, and a list of recognised Training Institutions for the 
Nursing Certificates shall be printed annually in the number o 
the JOURNAL published in January. 
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59 [56]. All papers read at the General or Divisional 
Meetings of the Association shall be the property of the Asso- 
ciation, unless the author shall have previously obtained the 
written consent of the President, after consultation with the 
Editors, to the contrary. 


The Registrar. 


60 [57]. The Registrar shall have the management of the 
business and arrangements of, and shall carry on all correspon- 
dence in connection with the Certificates in Psychological 
Medicine, the Gaskell Prize, the Prize Dissertation, the Divi- 
sional Prizes, the Certificates of Proficiency in Nursing and other 
Examinations held under the authority of the Association. 

61 [58]. As soon as possible after each Examination he shall 
send a list of the successful candidates to the Editors for 
publication. 

62 [59]. He shall keep a Register containing the names of all 
those who have received Certificates in Psychological Medicine 
and Prizes, and record the dates on which such Certificates and 
Prizes were awarded. 

63 [Go]. He shall keep a Register containing the names of 
all those who have received Certificates of Proficiency in 
Nursing. 

64 [67]. He shall report to the Educational Committee, and 
thereafter to the Council without unnecessary delay, any 
complaints which may be brought to his notice respecting the 
holders of the Nursing Certificates of the Association, and 
shall, if instructed to do so by a minute of the Council, remove 
the name of any holder from the Register, at the same time 
placing on record therein the reason for doing so. 


The Librarian. 


65. The Librarian (subject to the Library Committee) shall 
have charge and be responsible for the good order of the 
Library and the custody of its contents. 

66. He shall be Chairman of the Library Committee. 

67. He shall have the direction of the Assistant Librarian. 
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The Council. 


68 [62]. The affairs of the Association shall, subject to the 
Charter and Bye-laws, be managed by a Council consisting of 
the Officers, who shall be ex-officio members thereof, and non- 
official members of the Association. 

69 [63]. The Non-Official Members of the Council shall be 
of two classes: (1) Representative Members of Council and 
(2) Nominated Members of Council. 

70 [64]. The Representative Members of Council shall be 
elected annually by the Divisions, subject to the following 
regulations: i 

(a) Each Division having a membership of less than 150 
shall elect two Representative Members of Council. 

(6) Each Division having a membership of 150 or more 
shall elect one Representative Member of Council for each 
complete fiftv of its membership. 

(c) Of the Representative Members of Council elected by 
any Division having a membership of 200 or more, one at least 
shall be an Assistant Medical Officer. 

(d) The election shall be carried out in manner provided by 
Bye-law 26. 

71 [65]. The Nominated Members of Council shall be 
elected at each Annual Meeting, subject to the following 
regulations : 

(a) One Nominated Member of Council shall be elected for 
every two Representative Members of Council elected under 
Bye-law 70. 

(6) Such additional Nominated Members of Council shall be 
elected as shall bring up the number of the non-official Members 
of the Council to eighteen. 

(c) Of the Nominated Members of Council such number 
shall be Assistant Medical Officers as shall bring up the 
number of Assistant Medical Officers elected to be non-official 
Members of the Council to four. 

72 [66]. No non-official Member of the Council shall be 
eligible to hold office for more than three successive years, but 
he may be re-elected at the Annual Meeting after that at 
which he retires, or at any succeeding Annual Meeting, except 
as provided by Bye-law 74. 

73 [67]. The election of the Officers of the Association and 
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of the Nominated Members of Council shall be carried out in 
the following manner : 

(a) The General Secretary shall send to each Member of the 
Association with the circular convening the Annual Meeting a 
list in the Form “C” appended to these Bye-laws, of all the 
Officers and Members of the Council for the year about to 
expire, against the names of each of whom shall be placed the 
number of all his attendances at the Council Meetings for the 
past two years, in such manner as to show the number of 
possible and actual attendances. 

(6) The General Secretary shall at the same time send to each 
Ordinary Member a voting paper in the Form “ D” appended 
to these Bye-laws, showing the offices vacant, the number of 
vacancies then impending for Nominated Members of the 
Council, and the nominations made thereto by the Council 
under Bye-law 79. The names of a sufficient number of 
Members who have consented to serve to fill the vacancies on 
the Council shall be placed on the voting paper by the Council, 
such list to be furnished to all ordinary Members one month 
before the Annual Meeting, so that any ordinary Member 
may have power to vote for the election of’ Officers of the 
Association and nominated Members of the Council by deleting 
the name or names of any or all of the proposed Members, 
and substituting the name or names of any other Member or 
Members of the Association whose consent to serve has been 
received. 

(c) Voting papers must be handed in at the Annual Meeting, 
or sent by post to the General Secretary so as to reach him at 
least seven clear days before the Annual Meeting. Such papers 
must be legibly marked on the outside “ Voting Paper,” and 
shall be opened by the Scrutineers only at the Annual Meeting. 
Provided that the Council shall have the same power to authorise 
elections by a show of hands as is contained in Bye-law 26, with 
reference to Divisional elections, except that any application 
under this Bye-law shall be made by the General Secretary 
instead of a Divisional Secretary. If at the Meeting at which 
an election by a show of hands has been approved by the Council, 
objection to this form of voting is raised, then the remainder of 
Bye-law 26 will apply, save that the election will take place 
at a Special Meeting of the Association, not at a Divisional 
Meeting. 
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(d) The President shall appoint from the Members present 
at the Annual Meeting two or more Scrutineers, who shall 
count the votes and report the result to him. 

(e) The President shall declare those Members elected who 
have received the largest number of votes, and in the event of 
an equality of votes shall declare that Member elected who has 
belonged to the Association for the longest time. Provided, 
nevertheless, that for the purpose of obtaining the requisite 
number of Assistant Medical Officers in accordance with 
Bye-law 71 (c) (but not further or otherwise), a candidate who 
is such an officer shall be declared elected in preference to 
another candidate not so qualified, although the latter may 
have received an equal or larger number of votes. 

74 [68]. In the event of a vacancy in the Council occurring 
between the time of the Annual Meetings, the Council may 
co-opt a Member to fill the vacancy until the next Annual 
Meeting, except in the case of a Representative Member of 
Council, in which case the Division may elect a Member to fill 
the vacancy until the next Annual Meeting; and such 
temporary co-option or election shall not disqualify, as under 
Bye-law 72, such Member from being immediately re-elected. 

75 [69]. The Council shall meet not ‘less than four times a 
year, at such times as shall be fixed at the Annual Meeting, 
and at such places as the President shall appoint. Six shall 
form a quorum. 

76 [70]. The Secretary shall send an Agenda paper to each 
Member of the Council before each Meeting of the Council. 

77 [77]. On the nomination of the Educational Committee 
the Council shall appoint six Examiners for the Certificate of 
Psychological Medicine: two for England, two for Scotland, 
and two for Ireland; in the case of the English Examiners 
one shall be specially qualified to judge in research work. 
The Senior Examiner for each Division of the Kingdom shall 
retire annually, but shall be eligible for election as Junior 
Examiner. The Council shall similarly appoint Examiners 
for the Gaskell and other Prizes and the Preliminary and Final 
Examinations for the Nursing Certificates, the senior of whom 
in each case shall retire annually. 

78 [72]. At least six weeks before each such Meeting the 
President or Council shall determine the place at which each 
General Meeting shall be held. 
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79 [73]. The Council shall prepare a report upon the general 
state and proceeding of the Association each year, and shall 
submit the same to the Annual Meeting. Not less than six 
weeks before each Annual Meeting the Council shall consider 
the recommendations of the Nominations Committee and 
nominate Members for election at the Annual Meeting as 
officers, save as provided for in Bye-laws 26, 88 and go, and 
Nominated Members of Council for the ensuing year. 


Committees. 


So [74]. Committees of the Association shall be of two 

kinds : | 
(a) Standing. 
(6) Special. 

81 [75]. Standing Committees shall be appointed by the 
Association at an Annual Meeting, and shall continue in office 
subject to any alteration in their constitution by an Annual 
Meeting. With the exception of the Nominations Committee, 
they shall report to the Annual Meetings, and may report to a 
Quarterly Meeting. Fhe Standing Committees have power to 
appoint sub-committees and to co-opt to those sub-committees 
members interested in their special work. The Standing 
Committees shall be: 

(a) Parliamentary. 

(6) Educational. 

(c) Library. 

(d) Research and Clinical. 
(e) Mental Deficiency. 
(J) Nominations. 

82 [76]. The Parliamentary Committee shall be empowered 
to watch the course of legislation which may affect persons 
suffering from any form of mental disorder and allied conditions 
or those who have to deal with such persons, and to take such 
measures with regard to such legislation as it may decide 
upon, 

83 [77]. The Educational Committee shall be entrusted with 
the regulations of the Examinations for the Certificates of 
the Association and other matters touching the teaching of 
psychological medicine, including post-graduate education in 
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relation to degrees and diplomas in Psychological Medicine 
of the Universities and Medical Schools, and nursing. The 
Registrar and the Examiners shall be ea-officto Members of 
the Committee. 

84 [78]. The Library Committee shall legislate, subject to 
report to the Council, for the good order and utility of the 
Library, the custody, replenishment and cataloguing of its 
contents, the loan and return of books, and the purchase and 
circulation of appropriate journals. 

85 [79]. The Research Committee shall have as its object 
the encouragement and guidance of original work in psychiatry. 
Also the collection of clinical, pathological and other statistics 
of interest to psychiatry and the furtherance of clinical 
psychiatry generally. 

86. The Committee on Mental Deficiency shall have as its 
object the special study of that subject and its clinical, 
pathological and administrative problems. 

87 [80]. The Nominations Committee shall consist of the 
President, President-Elect, the two immediately preceding 
Past-Presidents surviving, the Treasurer, the General Secretary, 
the Divisional Secretaries, and one of the Editors. They shall 
recommend to the Council, at the Meeting held at least six 
weeks before the Annual Meeting, Members for nomination by 
the Council under Bye-law 79, other than the President-Elect. 
They shall also annually revise the lists of names on the 
Standing Committees, and adjust the same for the consideration 
of the Council. They shall also in their discretion nominate 
as Honorary and Corresponding Members those whose names 
are proposed under Bye-laws 10 and 13 for the consideration 
of the Council. 

88. The nomination of the President-Elect shall be made to 
the Council at its Meeting held previously to the Annual 
Meeting of the Association in each year by an ad hoc Com- 
mittee which shall consist of the President, the General 
Secretary, the Treasurer, the Registrar and the surviving Past- 
Presidents. 

89 [87]. Special Committees may be appointed at any 
Meeting of the Association for any purpose which, in the opinion 
of the Meeting, can best be served by the appointment of a 
Committee. Provided that no Committee shall be appointed for 
the revision of the Charter or Bye-laws for the time being in 
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force, except at an Annual or Special Meeting, nor shall any 
Committee appointed for the latter purposes report to any 
meeting except an Annual Meeting. 

90 [82]. Every Committee at its first Meeting shall forthwith 
appoint a Chairman and Secretary, and, if authorised by the 
Council, a Vice-Chairman. | 

91 [83]. Every Committee may incur such reasonable 
expense as is necessary for the summoning of its Meetings and 
the record of its proceedings. 

92 [84]. The President, President-Elect, General Secretary, 
Treasurer, Editors and the Divisional Secretaries shall be er- 
oficio Members of Standing Committees. 

93 [85]. The Reports of all Committees shall be presented to 
the Council and, if the Council shall deem such course expe- 
dient, subsequently wholly or partly read at one of the 
Quarterly Meetings of the Association. This Bye-law does 
not affect the Annual Reports, which, after consideration by 
the Council, shall be presented to the Annual Meeting. 

94 [86]. Committees shall render to the Council an account 
of all moneys received by them. 


Meetings. 


95 [87]. The Meetings of the Association shall be of three 
kinds: General, Divisional, and Special, at any of which ten 
shall form a quorum. General Meetings will be Annual or 
Quarterly. The dates of the General Meetings for each year 
shall be fixed at the Annual Meeting ; but should any necessity 
arise for altering such dates, such alteration may be made by 
the General Secretary, with the consent of the President not 
less than six weeks before the date originally appointed tor 
the Meeting. Notice of all Meetings shall be sent with list 
of names of Candidates for Membership to the Editors of the 
JOURNAL, 

96. Expenditure of the funds of the Association exceeding 
£100 may not be entertained, except at a General or Special 
Meeting of the Association. 

97 [88]. The following Standing Orders shall govern the 
proceedings at Meetings: 

(a) In the absence of the President the Meeting shall elect a 
Chairman, who, while occupying the Chair, shall have the same 
powers as the President. 
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(6) No Motion shall be discussed until it has been seconded. 


(c) When a Motion has been made and seconded it shall be 
put from the Chair, and discussion thereon invited by the 
Chairman. 


(d) No Member shall speak to the same question more than 
once, except as provided in Sub-section (z) of this Bye-law. 

(e) At any time after discussion has been invited, and before 
the Motion has been put to the vote, any Member who has not 
previously spoken in the debate may propose an Amendment. 


(J) No Amendment shall be entertained until it has been 
seconded. 


(£) When an Amendment has been proposed and seconded 
it shall be put from the Chair, and then the debate may proceed 
(J 
on the Amendment and the original Motion together. 


(A) No second Amendment may be moved while a previous 
Amendment is before the Meeting. 


(2) A Member who has spoken to the original Motion may 
speak again to the Amendment. 


(7) When the debate is concluded the Chairman shall put 
the Amendment to the vote. Ifthe Amendment is negatived 
the original Motion shall again be put and another Amend- 
ment may be moved. 


(+) Ifthe Amendment is carried, the question as amended shall 
be put from the Chair, and further Amendments may be moved. 


(2) Votes shall be taken by a show of hands, the hands being 
counted by the Chairman and Secretary. If the Chairman 
and Secretary do not agree as to the numbers there shall be a 
division, and the Chairman shall decide the manner in which 
the division shall be taken. 


(m) In case the voting is equal the Chairman shall have a 
second or casting vote. 


(n) Upon the demand of any two Members present the 
names of the Members voting and their votes shall be taken 
down, entered onthe Minutes, and published in the JOURNAL. 

(0) Any of the Standing Orders in any case of urgency, or 
upon any Motion made or a notice duly given, may be 
suspended at any Meeting so far as regards any business at 
such Meeting, provided that three fourths of the Members 
present shall so decide. 
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Annual General Meetings. 

98 [89]. The General Secretary shall convene in each year 
an Annual Meeting, at a place to be fixed by the President-Elect 
or Council not less than six weeks previously, and shall at the 
earliest possible date issue to each Member of the Association 
a circular notifying each Member of the forthcoming Meeting 
and requesting the contribution of papers and other scientific 
matter therefor. 

99 [90]. A notice convening an Annual Meeting shall be sent 
to every Member of the Association not less than fourteen days 
before the date fixed for the Meeting, and shall contain a list of 
the business to be transacted at the Meeting. 

100 [97]. Any Member who wishes to bring forward any 
business at an Annual Meeting must state ig writing to the 
General Secretary not less than six weeks beforehand the nature 
of the business. 

101 [92]. At the Annual Meetings the business shall be 
taken in the following order: 

(a) Confirmation of Minutes of preceding Annual Meeting. 

(6) Election of the Officers and Council. 

(c) Reports of the Council, Officers, and Standing Com- 
mittees. 

(d) Reports of Special Committees and motions arising there- 
from. 

(¢) Motions involving alterations of the Charter or of the 
Bye-laws for the time being in force. 

(J) Motions involving expenditure of funds. 

(£) Fixing the dates of General Meetings of the Asso- 
ciation, and of Quarterly Meetings of the Council. 

(A) Election of Members. 

(2) Complimentary motions and announcements. 

(7) Other business of which due notice has been given, and 
motions arising therefrom. 

(The above constitutes the private business.) 

At midday the Meeting shall adjourn for a short recess, and 
on reassembling the President for the ensuing year shall take 
the Chair. He shall, after the completion or adjournment of 
the private business, present any prizes that may have been 
awarded and shall thereafter deliver his address, after which 
papers may be read and discussed. 

102 [94]. Both the private and the public business of an 
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Annual Meeting may be adjourned jointly and severally to any 
time or times and place or places agreed on by the Meeting. 

103 [95]. No business shall be transacted at any Annual 
Meeting notice of which has not appeared in the circular 
convening the Meeting, unless the introduction thereof has been 
approved by the Council. 


Quarterly General Meetings. 


104 [96]. Quarterly Meetings, of which there shall be not 
less than three yearly, shall be convened by the General 
Secretary. The place of each Quarterly Meeting shall be 
fixed by the President or Council, and announced in the 
JOURNAL if practicable not less than two months previously. 

105 [97]. Every Member who desires to bring forward any 
business at a Quarterly Meeting shall give notice thereof in 
writing to the General Secretary not less than three weeks 
before the day fixed for the Meeting. 

106 [98]. Not less than fourteen days before each Meeting 
the General Secretary shall send to each Member a notice of 
the time and place of meeting, together with a list of the 
business to be transacted. 

107 [99]. No business shall be transacted at any Quarterly 
Meeting notice of which has not appeared in the circular con- 
vening the Meeting, unless the introduction thereof has been 
approved by the Council. 

108 [700]. At every Quarterly Meeting the business shall 
be taken in the following order : 

(a) Confirmation of Minutes of the last Quarterly Meeting. 

(6) Complimentary motions and announcements. 

(c) Reports of Committees and motions arising out of the 
previous Council Meeting. 

(d) Motions. 

(e) Election of Members. 

(/) Reading and discussion of papers. 

109 [701]. No resolution shall be put to the vote at a 
Quarterly Meeting unless it has been submitted to the President 
or Council, who may in his or their discretion declare that a 
vote thereon shall only be taken at an Annual or Special 
Meeting called for that purpose. But full discussion on the 
resolution shall be allowed at such Quarterly Meeting. 
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Special Meetings. 


110 [702]. A Special Meeting of the Association shall be 
convened : 

(a) By the President if he think fit. 

(6) By the President at the written request of six Members 
of the Council. 

(c) By the President at the written request of twelve 
Members of the Association. 

111 [703]. The written request to the President must state 
the nature of the business for which the Special Meeting 
is to be summoned, and no other business shall be transacted 
thereat. | 

112 [704]. The date of the Special Meeting shall be fixed 
by the President. 

113 [705]. On resolving to call a Special Meeting, or on 
receiving a requisition as aforesaid, the President shall give 
notice to the General Secretary of the object and date of the 
Meeting to be called. 

114 [706]. The General Secretary shall thereupon send to 
every Member a notice convening the Meeting and specifying 
the time, place, and object thereof. 


Strangers at Meetings. 


115 [707]. The President and Council may, in the name ot 
the Association, invite strangers to be present at any Meeting. 

116 [708]. Any Member may introduce a stranger to any 
Meeting, and the stranger so introduced may join in the 
discussion but not in the voting. 


Supplementary. 


117 [709]. Subject tothe Provision of the Charter and these 
Bye-laws, a notice may be served on behalf of the Association 
upon any Member, either personally, or by sending it in a prepaid 
letter addressed to such Member either at his registered address, 
or at his address in the current volume of the Medical Register ; 
and all such notices shall be deemed sufficient for the purposes 
of the Charter and Bye-laws. 

118 [770]. Any notice sent through the post shall be deemed 
to have been served at the time when the letter containing the 
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same would be delivered in ordinary course of post, and in 
proving such last service it shall be sufficient to prove that the 
notice was properly addressed and posted. 

119 [777]. No proceeding of the Association shall be 
invalidated by reason of a Member not having received any 
notice by these Bye-laws required to be given. 

120 [772]. In these Bye-laws, unless there be something in 
the subject or context inconsistent therewith— 

“ The Association ” means the Royal Medico-Psychological 
Association. 

“ Member ” means Member of the Association. 

“Annual Meeting” means the Annual General Meeting of 
the Association. 

“Quarterly Meeting” means the General Meeting of the 
Association other than the Annual Meeting or a Special 
Meeting. 

“Assistant Medical Officer” means any Medical Officer in 
a Psychiatric, Neurological or Mental Deficiency Institution or 
Service, other than a Medical Superintendent. 

“In writing” means written, lithographed, or printed, or 
partly written and partly lithographed, or partly printed. 

Words importing the singular number only include the 
plural number, and words importing the plural number only 
include the singular. 

Words importing the masculine gender only include the 
feminine. 
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APPENDIX. 


(FORM A.) 


The Royal Medico-Psychological Association having from 
time to time recognised that certain persons in whatever 
Country in the World have rendered to Psychological Medicine 
such eminent services that they are worthy of the highest 
honour which it is in the power of the Association to bestow. 

Did on the day of in the year One thousand 
nine hundred and in General Meeting assembled 
Resolve that the name of 
be added to the Association’s Roll of Honorary Members. 

And in Proof that this Resolution has been duly and 
effectively carried out Let all men witness hereunder our 
Signatures and the Seal of the Association. 


Pre sid ent 


| Members of 


Zee ar ~ Council. 


ee / 


_General Secretary. 


(FORM B.) 


[UNDER REVISION.] 
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The Council. 


68 [62]. The affairs of the Association shall, subject to the 
Charter and Bye-laws, be managed by a Council consisting of 
the Officers, who shall be ex-officio members thereof, and non- 
official members of the Association. 

69 [63]. The Non-Official Members of the Council shall be 
of two classes: (1) Representative Members of Council and 
(2) Nominated Members of Council. 

70 [64]. The Representative Members of Council shall be 
elected annually by the Divisions, subject to the following 
regulations : : 

(a) Each Division having a membership of less than 150 
shall elect two Representative Members of Council. 

(6) Each Division having a membership of 150 or more 
shall elect one Representative Member of Council for each 
complete fifty of its membership. 

(c) Of the Representative Members of Council elected by 
any Division having a membership of 200 or more, one at least 
shall be an Assistant Medical Officer. 

(d) The eleetion shall be carried out in manner provided by 
Bye-law 26. 

71 [65]. The Nominated Members of Council shall be 
elected at each Annual Meeting, subject to the following 
regulations : 

(a) One Nominated Member of Council shall be elected for 
every two Representative Members of Council elected under 
Bye-law 70. 

(ò) Such additional Nominated Members of Council shall be 
elected as shall bring up the number of the non-official Members 
of the Council to eighteen. 

(c) Of the Nominated Members of Council such number 
shall be Assistant Medical Officers as shall bring up the 
number of Assistant Medical Officers elected to be non-official 
Members of the Council to four. 

72 [66]. No non-official Member of the Council shall be 
eligible to hold office for more than three successive years, but 
he may be re-elected at the Annual Mecting after that at 
which he retires, or at any succeeding Annual Meeting, except 
as provided by Bye-law 74. 

73 [67]. The election of the Officers of the Association and 
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Note.—Every Member of the Association is entitled to one vote for each vacancy 
at each election of nominated Members to the Council, but shall not give more 
than one vote to any Candidate. Every voting paper which appears to contain 
more votes than there are vacancies for proposed Members of Council, or which 
records more than one vote for any Candidate, shall be invalid, and shall not be 
counted, and no voting paper shall be counted unless signed by the Member voting. 


Voting papers must be handed in at the Annual Meeting, or sent by post to the 
General Secretary so as to reach him at least seven clear days before the Annual 
Meeting. Such papers must be legibly marked on the outside ‘ Voting Paper,” 
and shall be opened by the Scrutineers only at the Annual Meeting. 


In voting papers sent by post, votes for nominated Members of Council only are 
counted. 
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(d) The President shall appoint from the Members present 
at the Annual Meeting two or more Scrutineers, who shall 
count the votes and report the result to him. 

(e) The President shall declare those Members elected who 
have received the largest number of votes, and in the event of 
an equality of votes shall declare that Member elected who has 
belonged to the Association for the longest time. Provided, 
nevertheless, that for the purpose of obtaining the requisite 
number of Assistant Medical Officers in accordance with 
Bye-law 71 (c) (but not further or otherwise), a candidate who 
is such an officer shall be declared elected in preference to 
another candidate not so qualified, although the latter may 
have received an equal or larger number of votes. 

74 [68]. In the event of a vacancy in the Council occurring 
between the time of the Annual Meetings, the Council may 
co-opt a Member to fill the vacancy until the next Annual 
Meeting, except in the case of a Representative Member of 
Council, in which case the Division may elect a Member to fill 
the vacancy until the next Annual Meeting; and such 
temporary co-option or election shall not disqualify, as under 
Bye-law 72, such Member from being immediately re-elected. 

75 [69]. The Council shall meet not ‘less than four times a 
year, at such times as shall be fixed at the Annual Meeting, 
and at such places as the President shall appoint. Six shall 
form a quorum. 

76 [70]. The Secretary shall send an Agenda paper to each 
Member of the Council before each Meeting of the Council. 

77 [71]. On the nomination of the Educational Committee 
the Council shall appoint six Examiners for the Certificate of 
Psychological Medicine: two for England, two for Scotland, 
and two for Ireland; in the case of the English Examiners 
one shall be specially qualified to judge in research work. 
The Senior Examiner for each Division of the Kingdom shall 
retire annually, but shall be eligible for election as Junior 
Examiner. The Council shall similarly appoint Examiners 
for the Gaskell and other Prizes and the Preliminary and Final 
Examinations for the Nursing Certificates, the senior of whom 
in each case shall retire annually. 

78 [72]. At least six weeks before each such Meeting the 
President or Council shall determine the place at which each 
. General Meeting shall be held. 
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79 [73]. The Council shall prepare a report upon the general 
state and proceeding of the Association each year, and shall 
submit the same to the Annual Meeting. Not less than six 
weeks before each Annual Meeting the Council shall consider 
the recommendations of the Nominations Committee and 
nominate Members for election at the Annual Meeting as 
officers, save as provided for in Bye-laws 26, 88 and go, and 
Nominated Members of Council for the ensuing year. 


Committees. 


80 [74]. Committees of the Association shall be of two 

kinds : | 
(a) Standing. 
(6) Special. 

81 [75]. Standing Committees shall be appointed by the 
Association at an Annual Meeting, and shall continue in office 
subject to any alteration in their constitution by an Annual 
Meeting. With the exception of the Nominations Committee, 
they shall report to the Annual Meetings, and may report to a 
Quarterly Meeting. Fhe Standing Committees have power to 
appoint sub-committees and to co-opt to those sub-committees 
members interested in their special work. The Standing 
Committees shall be: 

(a) Parliamentary. 

(6) Educational. 

(c) Library. 

(d) Research and Clinical. 
(e) Mental Deficiency. 
(J) Nominations. 

82 [76]. The Parliamentary Committee shall be empowered 
to watch the course of legislation which may affect persons 
suffering from any form of mental disorder and allied conditions 
or those who have to deal with such persons, and to take such 
measures with regard to such legislation as it may decide 
upon, 

83 [77]. The Educational Committee shall be entrusted with 
the regulations of the Examinations for the Certificates of 
the Association and other matters touching the teaching of 
psychological medicine, including post-graduate education in 
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relation to degrees and diplomas in Psychological Medicine 
of the Universities and Medical Schools, and nursing. The 
Registrar and the Examiners shall be ex-officio Members of 
the Committee. 

84 [78]. The Library Committee shall legislate, subject to 
report to the Council, for the good order and utility of the 
Library, the custody, replenishment and cataloguing of its 
contents, the loan and return of books, and the purchase and 
circulation of appropriate journals. 

85 [79]. The Research Committee shall have as its object 
the encouragement and guidance of original work in psychiatry. 
Also the collection of clinical, pathological and other statistics 
of interest to psychiatry and the furtherance of clinical 
psychiatry generally. 

86. The Committee on Mental Deficiency shall have as its 
object the special study of that subject and its clinical, 
pathological and administrative problems. 

87 [80]. The Nominations Committee shall consist of the 
President, President-Elect, the two immediately preceding 
Past-Presidents surviving, the Treasurer, the General Secretary, 
the Divisional Secretaries, and one of the Editors. They shall 
recommend to the Council, at the Meeting held at least six 
weeks before the Annual Meeting, Members for nomination by 
the Council under Bye-law 79, other than the President-Elect. 
They shall also annually revise the lists of names on the 
Standing Committees, and adjust the same for the consideration 
of the Council. They shall also in their discretion nominate 
as Honorary and Corresponding Members those whose names 
are proposed under Bye-laws 10 and 13 for the consideration 
of the Council. 

88. The nomination of the President-Elect shall be made to 
the Council at its Meeting held previously to the Annual 
Meeting of the Association in each year by an ad hoc Com- 
mittee which shall consist of the President, the General 
Secretary, the Treasurer, the Registrar and the surviving Past- 
Presidents. 

89 [87]. Special Committees may be appointed at any 
Meeting of the Association for any purpose which, in the opinion 
of the Meeting, can best be served by the appointment of a 
Committee. Provided that no Committee shall be appointed for 
the revision of the Charter or Bye-laws for the time being in 
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force, except at an Annual or Special Meeting, nor shall any 
Committee appointed for the latter purposes report to any 
meeting except an Annual Meeting. 

90 [82]. Every Committee at its first Meeting shall forthwith 
appoint a Chairman and Secretary, and, if authorised by the 
Council, a Vice-Chairman. 

91 [83]. Every Committee may incur such reasonable 
expense as is necessary for the summoning of its Meetings and 
the record of its proceedings. 

92 [84]. The President, President-Elect, General Secretary, 
Treasurer, Editors and the Divisional Secretaries shall be er- 
oficio Members of Standing Committees. 

93 [85]. The Reports of all Committees shall be presented to 
the Council and, if the Council shall deem such course expe- 
dient, subsequently wholly or partly read at one of the 
Quarterly Meetings of the Association. This Bye-law does 
not affect the Annual Reports, which, after consideration by 
the Council, shall be presented to the Annual Meeting. 

94 [86]. Committees shall render to the Council an account 
of all moneys received by them. 


Meetings. 


95 [87]. The Meetings of the Association shall be of three 
kinds: General, Divisional, and Special, at any of which ten 
shall form a quorum. General Meetings will be Annual or 
Quarterly. The dates of the General Meetings for each year 
shall be fixed at the Annual Meeting ; but should any necessity 
arise for altering such dates, such alteration may be made by 
the General Secretary, with the consent of the President not 
less than six weeks before the date originally appointed ıor 
the Meeting. Notice of all Meetings shall be sent with list 
of names of Candidates for Membership to the Editors of the 
JOURNAL. 

96. Expenditure of the funds of the Association exceeding 
£100 may not be entertained, except at a General or Special 
Meeting of the Association. 

97 [88]. The following Standing Orders shall govern the 
proceedings at Meetings: 

(a) In the absence of the President the Meeting shall elect a 
Chairman, who, while occupying the Chair, shall have the same 
powers as the President. 
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(6) No Motion shall be discussed until it has been seconded. 


(c) When a Motion has been made and seconded it shall be 
put from the Chair, and discussion thereon invited by the 
Chairman. 


(d) No Member shall speak to the same question more than 
once, except as provided in Sub-section (z) of this Bye-law. 

(e) At any time after discussion has been invited, and before 
the Motion has been put to the vote, any Member who has not 
previously spoken in the debate may propose an Amendment. 


(J) No Amendment shall be entertained until it has been 
seconded. 

(g) When an Amendment has been proposed and seconded 
it shall be put from the Chair, and then the debate may proceed 
on the Amendment and the original Motion together. 


(4) No second Amendment may be moved while a previous 
Amendment is before the Meeting. 


(2) A Member who has spoken to the original Motion may 
speak again to the Amendment. 

(7) When the debate is concluded the Chairman shall put 
the Amendment to the vote. If the Amendment is negatived 
the original Motion shall again be put and another Amend- 
ment may be moved. 


(£) Ifthe Amendment is carried, the question as amended shall 
be put from the Chair, and further Amendments may be moved. 


(2) Votes shall be taken by a show of hands, the hands being 
counted by the Chairman and Secretary. If the Chairman 
and Secretary do not agree as to the numbers there shall be a 
division, and the Chairman shall decide the manner in which 
the division shall be taken. 


(mn) In case the voting is equal the Chairman shall have a 
second or casting vote. 


(n) Upon the demand of any two Members present the 
names of the Members voting and their votes shall be taken 
down, entered onthe Minutes, and published in the JOURNAL. 

(0) Any of the Standing Orders in any case of urgency, or 
upon any Motion made or a notice duly given, may be 
suspended at any Meeting so far as regards any business at 
such Meeting, provided that three fourths of the Members 
present shall so decide. 
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Annual General Meetings. 

98 [89]. The General Secretary shall convene in each year 
an Annual Meeting, at a place to be fixed by the President-Elect 
or Council not less than six weeks previously, and shall at the 
earliest possible date issue to each Member of the Association 
a circular notifying each Member of the forthcoming Meeting 
and requesting the contribution of papers and other scientific 
matter therefor. 

99 [90]. A notice convening an Annual Meeting shall be sent 
to every Member of the Association not less than fourteen days 
before the date fixed for the Meeting, and shall contain a list of 
the business to be transacted at the Meeting. 

100 [97]. Any Member who wishes to bring forward any 
business at an Annual Meeting must state ig writing to the 
General Secretary not less than six weeks beforehand the nature 
of the business. 

101 [92]. At the Annual Meetings the business shall be 
taken in the following order: 

(a) Confirmation of Minutes of preceding Annual Meeting. 

(6) Election of the Officers and Council. , 

(c) Reports of the Council, Officers, and Standing Com- 
 mittees. 

(d) Reports of Special Committees and motions arising there- 
from. 

(¢) Motions involving alterations of the Charter or of the 
Bye-laws for the time being in force. 

(/) Motions involving expenditure of funds. 

(g) Fixing the dates of General Meetings of the Asso- 
ciation, and of Quarterly Meetings of the Council. 

(A) Election of Members. 

(7) Complimentary motions and announcements. 

(7) Other business of which due notice has been given, and 
motions arising therefrom. 

(The above constitutes the private business.) 

At midday the Meeting shall adjourn for a short recess, and 
on reassembling the President for the ensuing year shall take 
the Chair. He shall, after the completion or adjournment of 
the private business, present any prizes that may have been 
awarded and shall thereafter deliver his address, after which 
papers may be read and discussed. 

102 [94]. Both the private and the public business of an 


ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 29 


Annual Meeting may be adjourned jointly and severally to any 
time or times and place or places agreed on by the Meeting. 

103 [95]. No business shall be transacted at any Annual 
Meeting notice of which has not appeared in the circular 
convening the Meeting, unless the introduction thereof has been 
approved by the Council. 


Quarterly General Meetings. 


104 [96]. Quarterly Meetings, of which there shall be not 
less than three yearly, shall be convened by the General 
Secretary. The place of each Quarterly Meeting shall be 
fixed by the President or Council, and announced in the 
JOURNAL if practicable not less than two months previously. 

105 [97]. Every Member who desires to bring forward any 
business at a Quarterly Meeting shall give notice thereof in 
writing to the General Secretary not less than three weeks 
before the day fixed for the Meeting. 

106 [98]. Not less than fourteen days before each Meeting 
the General Secretary shall send to each Member a notice of 
the time and place of meeting, together with a list of the 
business to be transacted. 

107 [99]. No business shall be transacted at any Quarterly 
Meeting notice of which has not appeared in the circular con- 
vening the Meeting, unless the introduction thereof has been 
approved by the Council. 

108 [700]. At every Quarterly Meeting the business shall 
be taken in the following order : 

(a) Confirmation of Minutes of the last Quarterly Meeting. 

(6) Complimentary motions and announcements. 

(c) Reports of Committees and motions arising out of the 
previous Council Meeting. 

(d) Motions. 

(e) Election of Members. 

(/) Reading and discussion of papers. 

109 [707]. No resolution shall be put to the vote at a 
Quarterly Meeting unless it has been submitted to the President 
or Council, who may in his or their discretion declare that a 
vote thereon shall only be taken at an Annual or Special 
Meeting called for that purpose. But full discussion on the 
resolution shall be allowed at such Quarterly Meeting. 
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Special Meetings. 


ı 10 [702]. A Special Meeting of the Association shall be 
convened : 

(a) By the President if he think fit. 

(6) By the President at the written request of six Members 
of the Council. 

(c) By the President at the written request of twelve 
Members of the Association. 

111 [703]. The written request to the President must state 
the nature of the business for which the Special Meeting 
is to be summoned, and no other business shall be transacted 
thereat. | 

112 [704]. The date of the Special Meeting shall be fixed 
by the President. 

113 [705]. On resolving to call a Special Meeting, or on 
receiving a requisition as aforesaid, the President shall give 
notice to the General Secretary of the object and date of the 
Meeting to be called. 

114 [706]. The General Secretary shall thereupon send to 
every Member a notice convening the Meeting and specifying 
the time, place, and object thereof. 


Strangers at Meetings. 


115 [7/07]. The President and Council may, in the name of 
the Association, invite strangers to be present at any Meeting. 

116 [708]. Anv Member may introduce a stranger to any 
Meeting, and the stranger so introduced may join in the 
discussion but not in the voting. 


Supplementary. 


117 [709]. Subject tothe Provision of the Charter and these 
Bye-laws, a notice may be served on behalf of the Association 
upon any Member, either personally,or by sending it ina prepaid 
letter addressed to such Member either at his registered address, 
or at his address in the current volume of the Medical Register ; 
and all such notices shall be deemed sufficient for the purposes 
of the Charter and Bye-laws. 

118 [770]. Any notice sent through the post shall be deemed 
to have been served at the time when the letter containing the 
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same would be delivered in ordinary course of post, and in 
proving such last service it shall be sufficient to prove that the 
notice was properly addressed and posted. 

119 [777]. No proceeding of the Association shall be 
invalidated by reason of a Member not having received any 
notice by these Bye-laws required to be given. 

120 [772]. In these Bye-laws, unless there be something in 
the subject or context inconsistent therewith— 

“The Association” means the Royal Medico-Psychological 
Association. 

“ Member ” means Member of the Association. 

“Annual Meeting” means the Annual General Meeting of 
the Association. 

“Quarterly Meeting” means the General Meeting of the 
Association other than the Annual Meeting or a Special 
Meeting. 

“ Assistant Medical Officer” means any Medical Officer in 
a Psychiatric, Neurological or Mental Deficiency Institution or 
Service, other than a Medical Superintendent. 

“In writing” means written, lithographed, or printed, or 
partly written and partly lithographed, or partly printed. 

Words importing the singular number only include the 
plural number, and words importing the plural number only 
include the singular. 

Words importing the masculine gender only include the 
feminine. 


» 
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APPENDIX. 


(FORM A.) 


The Royal Medico-Psychological Association having from 
time to time recognised that certain persons in whatever 
Country in the World have rendered to Psychological Medicine 
such eminent services that they are worthy of the highest 
honour which it is in the power of the Association to bestow. 

Did on the day of in the year One thousand 
nine hundred and in General Meeting assembled 
Resolve that the name of 
be added to the Association’s Roll of Honorary Members. 

And in Proof that this Resolution has been duly and 
effectively carried out Let all men witness hereunder our 
Signatures and the Seal of the Association. 


nn. President. 


| Members of 


1 


coe, e Be bees ~ Council. 


_General Secretary. 


(FORM B.) 


[UNDER REVISION.] 
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Note.—Every Member of the Association is entitled to one vote for each vacancy 
at each election of nominated Members to the Council, but shall not give more 
than one vote to anv Candidate. Every voting paper which appears to contain 
more votes than there are vacancies for proposed Members of Council, or which 
records more than one vote for any Candidate, shall be invalid, and shall not be 


counted, and no voting paper shall be counted unless signed by the Member voting. 


Voting papers must be handed in at the Annual Meeting, or sent by post to the 
General Secretary so as to reach him at least seven clear days before the Annual 
Meeting. Such papers must be legibly marked on the outside ‘ Voting Paper,” 
and shall be opened by the Scrutineers only at the Annual Meeting. 


In voting papers sent by post, votes for nominated Members of Council only are 
counted. 
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Note.—Every Member of the Division is entitled to one vote for each vacancy 
at each election of the Secretary and Representative Members of Council, but shall 
not give more than one vote to any Candidate. Every voting paper which appears 
to contain more votes than there are vacancies, or which records more than one 
vote for any Candidate, shall be invalid, and shall not be counted, and no voting 
paper shall be counted unless signed by the Member voting. 


Voting papers must be handed in at the Divisional Meeting to be held on the 

day of next, or sent by post to the Divisional Secretary so as to 

reach him at least seven clear days before the Meeting. Such papers must be 

legibly marked on the outside “ Voting Paper,” and shall be opened by the Scruti- 
neers only at the Meeting. 
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